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Nutritional  Anemia  in  Infants 

THE  iron  stored  in  the  infant’s  liver  at  birth  is  rapidly  depleted  during 
the  first  months  of  life  (Mackay,1  Elvehjem).  During  this  period  the 
infant’s  diet  contains  very  little  iron — 1.44  mg.  per  day  from  the  average  bottle 
formulae  of  20  ounces,  or  possibly  1.7  mg.  per  day  from  28  ounces  of  breast 
milk  (Holt").  For  these  reasons,  and  also  because  of  the  low  hemoglobin 
values  so  frequent  among  pregnant  and  nursing  mothers  (Coons,4  Galloway"), 
the  pediatric  trend  is  constantly  toward  the  addition  of  iron-containing  foods 
at  an  earlier  age,  as  early  as  the  third  or  fourth  month  (Blatt,0  Glazier,'  Lynch"). 

Pablum  is  an  ideal  food  for  this  purpose,  as  it  is  high  both  in  total  iron 
(30  mg.  per  100  gm.)  and  soluble  iron  (7.8  mg.  per  100  gm.)  and  can  be  fed 
in  significant  amounts  without  digestive  upsets  as  early  as  the  third  month, 
before  the  initial  store  of  iron  in  the  liver  is  depleted.  Pablum  also  forms 
an  iron-valuable  addition  to  the  diet  of  pregnant  and  nursing  mothers. 


Pablum  (Mead's  Cereal  thoroughly  cooked  and  dried)  consists 
of  wheatmeal,  oatmeal,  cornmeal,  wheat  embryo,  brewers' 
yeast,  alfalfa  leaf,  beef  bone,  iron  salt  and  sodium  chloride. 
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It  is  our  conviction  that  cosmetics  should 
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cared-for  skin. 

Cosmetics  serve  to  enhance  your  appearance,  to 
present  you  at  your  best.  In  this  regard  it  is  well  to 
bear  in  mind  that  a natural  appearance  is  by  far  the 
most  charming. 

Carefully  selected,  and  artistically  applied,  make- 
up preparations  lose  their  identity  as  cosmetics  and 
become  an  indistinguishable  part  of  your  personality. 

We  want  it  clearly  understood  that  we  in  no  way 
undertake  to  treat  skin  disorders.  If  you  are  thus 
afflicted  we  had  rather  that  you  not  use  our  prepara- 
tions without  the  consent  of  a skin  specialist.  Our 
formulary  is  available  to  the  medical  profession. 
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REMARKS  ON  PROSTATIC  OBSTRUCTIONS  OBSERVED 
DURING  A TEN-YEAR  PERIOD.* 


John  H.  Neff,  M.  D., 

and 


E.  W.  Kirby,  M.  D., 

University  of  Virginia, 
Charlottesville,  Va. 


This  presentation  is  based  upon  the  records  of 
761  patients  admitted  to  the  University  of  Virginia 
Hospital  because  of  prostatic  obstruction  during  the 
period  from  January  1,  1926  to  January  1,  1936. 
The  available  data  have  been  analyzed  and  tabu- 
lated primarily  to  portray  as  graphically  as  possible 
the  admission  status  of  these  patients.  Illustrative 
facts  have  been  compressed  into  percentage  tables 
to  allow  comparison  of  selected  groups  with  one 
another  and  with  the  series  as  a whole.  The  labor 
involved  will  be  quite  warranted  if  the  implications 
of  the  admission  status  in  the  field  of  therapy  and 
its  influence  upon  results  are  made  more  evident. 
Scant  attention  is  given  to  the  details  of  hospital 
care.  The  tabulations  will  tell  no  new  story  to  the 
urologists.  The  objective,  quite  frankly,  is  to  en- 
courage thought  of  prostatic  obstruction  in  terms  of 
renal  and  systemic  damage,  plus  the  ever  present 
possibility  of  cancer,  and  not  in  terms  of  a vesical 
nuisance  to  be  accepted  as  a part  of  growing  old. 

Deaths  Without  Operation  and  After 
Cystostomy 

The  utilization  of  the  compilations  to  the  stated 
purpose  seems  quite  logical  upon  consideration  of 
the  123  hospital  deaths  for  the  series.  When  these 
are  broken  down  (Table  1)  to  show  the  percentage 
which  followed  various  forms  of  treatment,  one  is 
forcibly  struck  by  the  high  proportion  indicated 
where  there  has  been  no  operation  and  where  such 
a relatively  simple  procedure  as  cystostomy  has  been 
done,  namely,  74  per  cent  of  the  list.  Errors  of 

*From  the  Department  of  Urology,  University  of  Vir- 
ginia. 

Read  at  the  sixty-seventh  annual  meeting  of  the  Med- 
ical Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


omission  and  commission  in  the  urological  handling 
of  the  patients  are  freely  granted  and  have  taken 
their  toll.  Nevertheless,  we  seriously  doubt  if  the 


Table  1 

Distribution  123  Deaths  in  761  Prostatics  (16.2%) 


No  Operation  (Benign  122 — Cancer  29) 55  +4.7% 

Cystostomy  (Benign  79) 30  24.4% 

Cystostomy  (Cancer  50) 6 4.9% 

Punch  (Benign  26 — Cancer  8) 1 .8% 

Resection  (Benign  178 — Cancer  22) 10  8.1% 

Prostatectomy  (Benign  222 — Cancer  25) 21  17.1% 


123  100.0% 

figures  would  show  any  material  change  were  the 
opportunity  afforded  to  treat  these  men  again.  In 
other  words,  many  had  sustained  such  an  amount 
of  renal  and  systemic  damage,  from  back  pressure 


Table  2 

Died — No  Operation  (55) — Benign  (43) — Cancer  (12) 

Death  First  Week 21  Second  Week  15 

Mean  Age  Decade 70-79  Complete  Retention  _ 87% 

Mean  Blood  Urea  150  Mg.  Infected  Urine 80% 


Accompanying  Conditions 


Cardiac  Decompensation  20 

Uremia  19 

Anemia  7 

Pyonephrosis  6 

Bony  Metastases  6 

Diverticulum  Bladder 5 

Apoplexy 4 

Diabetes  2 

Compression  Myelitis 2 

Pulmonary  Tuberculosis  1 

Paralytic  Ileus 1 

Carbuncle  Neck  1 

Cancer  Stomach  (P-O.)  1 

Bacillary  Dysentery 1 

Stone  Kidney 1 

Polycythemia  1 

Polycystic  Kidney 1 


Immediate  Cause  of  Death 


Uremia  20 

Pneumonia  13 

Cardiac  Decompensation  7 

Sudden  Death ' 3 

General  Sepsis 2 

Apoplexy 2 

Erysipelas 1 1 

Thrombosis  Pul. 

Artery  : 1 

Peritonitis 1 

Abscess  Mediastinum  1 

Cancer  Stomach  (P  O.)  1 

Anuria 1 

Senility  1 

Carcinosis 1 


or  infection  or  malignancy  or  combinations  of  these, 
often  in  the  presence  of  other  serious  ailments,  that 
their  fate  had  been  sealed  before  admission. 
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It  is  not  difficult  to  comprehend  why  this  should 
be  true  when  an  average  clinico-pathological  picture 
is  visualized  from  significant  figures  for  the  two 
groups  (Tables  2 and  3).  These  suggest  a man  of 
about  seventy-five  who  has  had  increasing  difficulty 
in  voiding  and  an  abnormal  frequency  of  urination 
for  four  years.  His  bladder  has  been  emptied  less 
and  less  completely  during  the  period  in  spite  of  its 
best  efforts.  For  weeks  or  months  it  has  probably 
been  distended  to  or  near  the  level  of  the  umbilicus 
even  though  the  patient  had  been  “passing  a lot  of 
water.”  Acute  retention  or  paradoxical  incontinence 
has  developed  some  time  previous  to  or  by  the  date 
of  admission.  The  kidneys  have  gradually  become 
unable  to  function  efficiently  against  the  increasing 
pressure  from  below  and  hence  have  permitted  sys- 


Table  3 

Died — Cystostomy  (36) — Benign  (30) — Cancer  (6) 


Mean  Age  Decade 70-79 

Complete  Retention 91% 

Mean  Duration  Symptoms 4 Yrs. 

Mean  Blood  Urea  100  Mg. 

Infected  Urine  75% 


Accompanying  Conditions 


Cardiac  15 

Anemia  , 7 

Uremia  5 

Diverticulum  Bladder  3 

Stricture  Urethra 2 

Apoplexy 2 

Cancer  Bladder 2 


Metastases  Bone 2 

Renal  Malignancy 1 

Rupture  Urethra-  . 1 

Stone  Bladder 1 

Gastric  Ulcer 1 

Cancer  Lung  1 

C.N.S.  Lues 1 


Immediate  Cause  of  Death 


Uremia  . 11  Pulmonary  Embolus 

Pneumonia  7 Apoplexy 

General  Sepsis 6 Parotitis  

Cardiac 3 Intestinal  Obstruction 

Pyelonephritis  3 Paralytic  Ileus 


2 

1 

1 

1 

1 


temic  accumulation  of  various  toxic  end-products 
normally  excreted  through  the  renal 'pathway.  As 
a measure  thereof,  blood  urea  estimations  give  read- 
ings between  100  and  150  mgm.  per  100  cc.  instead 
of  the  normal  30  to  40  mgm.  Infection  has  prob- 
ably long  since  occurred  in  the  retained  urine  and 
may  well  have  involved  the  whole  urinary  tract.  An 
insidious  toxemia  has  resulted,  usually  from  both 
factors,  to  explain  failing  mental  powers,  change  of 
personality,  loss  of  strength,  malfunction  of  the 
gastro-intestinal  tract  and  so  on.  The  cardio- 
vascular apparatus,  already  impaired  by  the  wear 
and  tear  of  the  years  but  functionally  capable,  has 
begun  to  fail  and  signs  of  decompensation  have 
made  their  appearance.  The  patient  is  received  in 
the  clinical  state  of  uremia  or  one  approximating 
that. 


Of  course  all  patients  fitting  this  description  do 
not  die.  The  outcome  hinges  largely  upon  whether 
there  has  been  actual  destruction  of  renal  tissue  by 
back  pressure  and  infection  or  mainly  a functional 
embarrassment.  When  the  blocking  prostate  is  can- 
cerous, with  or  without  demonstrable  metastases,  the 
gravity  of  the  threat  to  life  is  all  the  more  obvious. 
Cancer  aside,  an  amazing  number  do  survive 
and  may  even  ultimately  undergo  a successful 
radical  removal  of  the  obstruction.  But  a goodly 
percentage  are  doomed  from  the  outset.  They  die 
within  a few  days  after  their  admission,  or  follow- 
ing a later  cystostomy,  most  often  from  uremia, 
pneumonia,  sepsis  or  cardiac  decompensation.  In 
the  ten-year  series  there  were  three  such  deaths  to 
one  attributable  to  major  prostatic  operations. 

Such  a disproportionate  mortality  testifies  with- 
out further  comment  to  the  large  part  played  by 
delay  and  neglect  in  the  death  rate  from  prostatism. 
Elderly  men  are  all  too  prone  to  ignore  the  early 
evidence  of  obstruction  and  to  seek  help  only  when 
their  symptoms  are  aggravated  or  retention  is  im- 
minent. By  some  means  they  must  be  taught  the 
risk  which  they  may  incur  in  postponing  medical 
consultation.  This  education  will  be  accomplished 
with  difficulty  but  without  it  the  largest  problem  of 
prostatism  will  remain  unsolved. 

Cancer 

One  hundred  and  thirty-four,  17.6  per  cent,  of 
the  761  histories  reviewed  carried  the  diagnosis  of 
prostatic  cancer.  Less  than  10  per  cent  of  the 
patients  were  referred  to  the  hospital  so  diagnosed. 
Combined  cystoscopic  and  rectal  examinations  did 
not  suggest  a malignant  change  to  us  in  approx- 
imately 20  per  cent  of  the  group.  The  carcinoma 
was  demonstrated  only  upon  histological  study  of 
tissue  obtained  by  prostatectomy  or  resection  and 
usually,  in  these  instances,  there  was  an  associated 
benign  hypertrophy. 

In  fully  70  per  cent  of  all  cases,  however,  char- 
acteristic changes  were  evident  to  rectal  palpation. 
Typical  findings  were  a hard,  nodular,  fixed  gland, 
often  with  extension  through  the  capsule  and  some- 
times sufficient  to  form  an  encircling  occlusion  of 
the  rectum.  Routine  X-ray  examination  of  the  lum- 
bar vertebrae,  pelvic  girdle  and  upper  ends  of  the 
femurs  revealed  bony  metastases  in  24  per  cent. 
No  doubt  films  of  the  entire  skeleton  wrould  have 
given  a higher  incidence.  Pulmonary  metastases 
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were  shown  in  three  patients  and  involvement  of 
lymph  nodes — supra-clavicular,  axillary  or  retro- 
peritoneal— in  seven.  A very  small  proportion  of 
the  cancer  group  came  to  autopsy  and  even  an  esti- 
mate of  the  frequency  of  spread  to  retro-peritoneal 
nodes  is  not  possible. 

Selected  statistics  for  the  benign  hypertrophy  and 
cancer  groups  have  been  placed  in  parallel  columns 
for  comparison  (Table  4).  No  important  differences 
are  shown  save  that,  as  would  be  expected,  a smaller 
percentage  of  patients  with  cancer  had  had  symp- 
toms over  a long  period  of  time.  Attention  should 
be  drawn  to  the  occurrence  of  cancer  in  five  men 

Table  4 

Benign  Group  Cancer  Group 

(627—82.4%)  (134 — 17.6%) 


Race 


White  _ . 

Colored 

40-49  _ _ 

50-59  

60-69 

70-79  

80-89 

80.6% 

19.4%__ 

Age 

__  1.9%  _ ' 

15.0%  __ 

39.3%  _ _ 

33-6%_ 

_ _ 10.2% 

-76.0% 

-24.0% 

4.5% 

-10.5% 

_40.0% 

.33.7% 

10.5% 

90-94  

0.0% 

1 Case 

Duration  of  Symptoms 

8D  - 6M 

- 15.0%- 

-27.7% 

6M-  1Y  . 

10.8% 

_16.0% 

1Y-  3Y 

31.8%  - 

-34.1% 

3Y-  5Y  _ 

- 20.6%_ 

12.7% 

5Y-10Y 

- 13.7% 

10Y-20Y 

7.6 % - _ 

3.1% 

Admission  Blood  Urea  Readings 

20-  49  Mg. 

46.5% 

56.4% 

50-  99  Mg. 

41.0% 

_ -26.5% 

100-199  Mg. 

9.5% - 

13.7% 

200-556  Mg. 

- 3.0%  

3.4% 

Residual  Urine 

Retention 

50.0%  _ 

48.5% 

Paradoxical 

Incontinence  11.5% 

_11.2% 

0-  99  cc. 

_ - _ -19.0% 

19.4% 

100-199  cc. 

8.2% 

10.5% 

200-399  cc. 

_ 7.5%  -- 

8.2% 

400  cc.  up 

4.0% 

- 2.2% 

Urinary  Tract  Infection  on  Admission 

Yes  66.8% 64.0% 

No  33.2% 36.0% 

under  forty-five  years  of  age:  In  the  main  the 
symptoms  of  the  cancer  group  coincided  with  those 
of  the  benign  group,  namely,  the  varied  manifesta- 
tions resulting  from  obstruction,  infection  and  their 
remote  effects.  Fifteen  of  the  former,  however,  had 
few  or  no  urinary  tract  complaints  and  no  signifi- 
cant residual  urine.  Suspicion  of  their  prostates  was 
first  aroused  because  of  sciatica,  “lumbago”  or  the 
demonstration  of  unmistakable  metastases  to  bone. 


It  has  been  perfectly  clear  from  our  review  of  the 
134  records  that  rarely  was  there  any  feature  of  the 
early  history  of  the  men  with  prostatic  cancer  to 
suggest  its  presence.  Even  late  in  the  disease  only 
about  one  patient  in  ten  had  complaints  that  were 
not  compatible  with  a diagnosis  of  benign  obstruc- 
tion. It  follows  that  not  only  should  the  possibility 
of  cancer  be  suspected  in  every  man  over  forty  with 
the  symptoms  of  vesical  blockage  but  also  that  the 
absence  of  such  symptoms  does  not  justify  the  in- 
ference that  no  cancer  is  present.  The  earlier  aver- 
age recognition  of  cancer  will  only  be  common  when 
palpation  of  the  gland  is  routinely  included  in  the 
examinations  of  men  at  middle  age  and  beyond,  and 
this  by  fingers  sensitive  to  slight  changes  in  consis- 
tency. 

The  most  expert  urologist  will  be  sorely  tried  to 
say  whether  a small  plaque  of  induration  in  the 
prostate  is  carcinomatous  or  inflammatory.  Careful 
comparisons  over  a few  weeks  may  furnish  the 
answer.  A positive  aspiration  biopsy  is  final  but  a 
negative  specimen  is  valueless  unless  there  is  cer- 
tainty that  it  came  from  the  nodule  under  suspicion. 
In  case  of  continuing  doubt,  resort  may  wisely  be 
had  to  surgery  or  radiotherapy  or  both  while  there 
is  still  some  prospect  of  cure. 

Good-Risk  and  Poor-Risk  Groups 

In  addition  to  the  general  average  information 
shown  in  Table  4 for  the  whole  series,  divided  only 
as  the  prostate  was  malignant  or  benign,  it  has  been 
instructive  to  compare  similar  data  for  what  may 
be  called  good-risk  and  poor-risk  groups  (Table  5). 
Classification  as  good  risks  has  naturally  been  given 
to  those  patients  having  such  minimal  trouble  that 
surgery  was  deferred  pending  unfavorable  develop- 
ments.. With  less  accuracy  we  have  included  all 
whose  condition,  soon  or  late,  warranted  operation 
upon  the  prostate  itself.  The  respective  percentages 
are  listed  in  the  first  and  fourth  columns  of  the 
table.  For  the  poor- risk  section  we  have  used 
patients  so  harmed  from  the  benign  hypertrophy 
that  nothing  more  than  a cystostomy  was  permissible 
and  all  patients  who  died  without  having  had  any 
operation  whatsoever.  The  two  central  columns  of 
the  table  show  the  figures  corresponding. 

The  table  speaks  for  itself  and  little  textual  ex- 
position is  required.  A perusal  of  the  percentage 
figures  under  the  indicated  headings  shows  that,  on 
the  average,  the  men  were  older,  the  symptoms  of 
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Table  5 

Prostatectomy 

(247) 

Cystostomy 

Died — No 

Periodic 

Resection  (200) 

Only  (79) 

Operation 

Check 

Punch  (34) 

(Benign  Hyp.) 

(55) 

Advised  (34) 

40-49  1.7% 

Age 

0.0%-  . 

1.8%_  . 

2.9% 

50-59  16.0%- 

3.8%  _ . 

10.9% 

11.7% 

60-69  40.7% 

29.1%  _ 

— 27.3%_  - 

- -56.0% 

70-79  35.6% 

41.8% 

--32.7%  _ 

17.6% 

80-89  6.0% 

- -25.3%  _ . 

--27.3%  - 

— 11.8% 

Duration  of  Symptoms 

8D  -6M  -17.3% 

6.5% 

-11.3%  _ 

---45.5% 

6M-1Y  _ 12.3% 

7.9% 

-_  4.5%  — 

— 15.2% 

1Y-3Y  -33.1% 

24.6% 

-36.4%  — 

— _24.3% 

3Y-5Y  — 16.6% 

36.3% 

-_29.6%  — 

- 6.0% 

5Y-10Y  12.2% 

16.8% 

-18.2%  _ 

— - 6.0% 

10Y  -20 Y 8.5%_ 

7.9%.  . 

- 0.0%  — 

- 3.0% 

Retention  49.2% 

Residual  Urine 

---  64.6% 60.4%-  _ 

---  5.9% 

Paradoxical 

Incontinence  9.5% 

_ . 19.0% 

. 26.4%  _ 

- 0.0% 

0-  99  cc.-17.7% 

3.8% 

- 1.9%  - 

—94.1% 

100-199  cc.  -11.0% 

1.3% 

- 5.6%-_ 

— 0.0% 

200-399  cc — 8.7% 

5.0%__  . 

--  5.7%_  . 

- 0.0% 

400  cc.  ud  3.9% 

6.3% 

- 0.0%  _ 

- - 0.0% 

Admission  Blood  Urea 

Readincs 

20-  49  Mg.  51.4% 

---21.8% 

-18. 6%  _ - 

78.6% 

50-  99  Mg.  40.9% 

50.0% 

—25.7% 

- _21.4% 

100-199  Mg.  6.8%  _ 

- -25.6% 

30.0%  — 

- 0.0% 

200  Mg.  up  .9%  - 

--  2.6% 

-25.7%  — 

- 0.0% 

Urinary  Tract  Infection 

on  Admission 

Yes  _68.7% 

-_  68.8% 

— 80.4%  _ 

44.1% 

No 31.3%  _ 

_ 31.2%- 

19.6% 

55.9% 

longer  duration,  the  incidence  of  retention  greater, 
the  blood  urea  readings  higher  and  infection  more 
frequent  for  the  poor  than  the  good-risk  section. 
Needless  to  say,  many  exceptions  to  the  average  ex- 
pectation could  be  cited  from  the  series  and  there  is 
danger  in  fixing  attention  upon  an  average.  Mainly 
for  this  reason,  Table  5,  as  well  as  the  preceding 
one,  has  been  prepared  in  relatively  full  detail 
rather  than  condensed  to  a record  of  means  or  aver- 
ages. One  must  not  overlook  the  fact  that  the 
younger  prostatic  may  be  a poor  risk  and  the  older 
prostatic  a good  one  and  so  on  down  the  list.  The 
net  effect  of  all  factors  fixes  the  status  of  single 
cases  in  defiance  of  averages.  This  is  illustrated, 
for  example,  in  the  small  group  for  whom,  tenta- 
tively, nothing  more  than  a periodic  check  was  ad- 
vised. In  spite  of  a few  patients  having  had  com- 
plete retention,  in  spite  of  some  having  had  obstruc- 
tive symptoms  for  many  years,  in  spite  of  a rather 
high  incidence  of  infection,  we  felt  entirely  safe  in 
playing  a waiting  game  because  there  was  no  evi- 
dence of  renal  or  systemic  damage,  little  residual 
urine  and  only  slight  vesical  inconvenience. 

No  better  occasion  will  arise  in  this  paper  to  call 


particular  attention  to  the  group  advised  to  have 
periodic  checks.  These  34  patients,  5 per  cent  of 
the  series,  were  started,  at  least,  upon  an  ideal 
programme.  Our  opportunity  to  see  them  came  so 
early  in  the  evolution  of  their  benign  obstruction 
that  any  operation  would  have  represented  meddle- 
some surgery.  The  potentialties  of  their  condition 
were  fully  explained  and  they  were  instructed  to 
return  for  observation  every  three  or  four  months 
unless  unfavorable  symptoms  indicated  the  need  of 
inspection  sooner.  Few,  unfortunately,  have  adhered 
to  the  schedule  outlined. 

Faithful  cooperation  of  this  type  between  patient 
and  physician  for  any  large  number  of  prostatics 
would  be  an  Utopian  achievement.  Yet  surely  the 
physician  should  be  consulted  for  the  first  alteration 
in  bladder  habits.  At  the  original  and  subsequent 
visits  due  records  would  be  made  of  the  patient’s 
general  condition,  renal  function,  residual  urine, 
blood  pressure  and  any  change  in  the  prostate. 
Under  this  regimen  it  would  be  possible  to  advise 
an  operation  whenever  the  obstruction  was  proven 
to  be  progressive  but  before  any  renal  damage  had 
been  sustained,  and,  therefore,  with  the  best  pros- 
pect of  a happy  outcome. 

Catheterization  of  the  Prostatic 

The  immediate  reason  for  the  admission  of  a fair 
number  of  the  prostatics  having  complete  retention 
has  been  the  inability  of  the  home  physician  to  pass 
a catheter.  A few  patients  had  sustained  rather 
serious  damage,  even  to  urethral  rupture,  as  the 
result  of  unsuccessful  efforts  at  catheterization. 
Urologists  will  agree  upon  the  necessity  of  avoiding 
urethral  trauma  and  testify  to  the  part  it  may  have 
in  determining  the  fate  of  the  debilitated  old  man. 

We  have  found  that  ready  catheterization  is 
almost  invariably  possible  if  one  has  the  proper 
instruments  and  follows  a simple  but  necessary 
technique.  It  may  be  helpful  to  describe  both  briefly. 

Morphine  and  atropine  are  given  hypodermically 
and  time  allowed  for  the  drugs  to  take  effect.  An 
ounce  of  1 : 5 00  nupercaine  solution  is  injected  into 
the  urethra  and  retained  for  fifteen  minutes.  The 
actual  catheterization  is  done  with  a hollow-tipped 
soft  rubber  catheter,  size  16  or  18,  carried  upon  a 
semi-rigid  wire  stylet  whose  curve  can  be  adapted 
to  the  case  in  hand.  Both  the  urethra  and  the  cath- 
eter are  thoroughly  lubricated  with  sterile  olive  oil 
or  any  of  the  surgical  lubricants  now  available.  The 
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moment  any  resistance  is  met  in  the  deep  urethra, 
the  index  finger  of  the  left  hand  is  inserted  into  the 
rectum  and  guides  the  tip  of  the  catheter  through 
the  membranous  urethra,  into  and  through  the  pros- 
tatic urethra  and  so  into  the  bladder.  Manipulative 
gentleness  and  the  utmost  regard  for  asepsis  are  of 
course  essential.  Instrumentation  is  made  much 
simpler  in  a hospital  by  having  the  patient  upon  a 
suitable  table.  No  doubt  catheterization  at  home 
would  be  easier  with  the  patient  upon  the  floor  than 
in  a low,  wide  and  sagging  bed. 

The  question  is  pertinent  here  as  to  whether  the 
chronically  over-distended  bladder  should  be  rapidly 
emptied.  Many  excellent  urologists  feel  that  the 
dangers  of  sudden  and  complete  drainage  have  been 
greatly  magnified.  We  cannot  share  in  this  view. 
Our  experience  indicates  that  in  a small  group  of 
prostatics,  there  is  seemingly  a definite  cause  and 
effect  relationship  between  the  chronic  over-disten- 
tion and  a marked  elevation  of  blood  pressure.  The 
blood  pressure  may  drop  70,  80,  or  even  100  mm.  of 
mercury  under  conditions  which  allow  complete  and 
continuous  drainage.  When  such  a drop  happens 
abruptly  in  the  patient  bordering  upon  or  in  a state 
of  renal  insufficiency,  the  secretion  of  urine  may,  as 
a consequence,  decrease  disastrously  at  the  very 
moment  when  increased  secretion  is  required  if  the 
patient  is  to  survive.  The  development  of  uremia 
can  thus  be  inadvertently  invited  and  death  follow 
in  short  order.  If  such  a fall  in  blood  pressure  is 
going  to  occur,  the  risk  for  the  patient  is  much  less 
if  the  drop  takes  place  slowly  over  a period  of  days. 
Opportunity  is  afforded  during  this  time  both  for  a 
more  gradual  adaptation  of  the  kidneys  to  the 
altered  state  of  affairs  and  for  the  patient  to  have 
the  benefit  of  standardized  supportive  measures. 

We  do  not  possess  the  acumen  to  select  from  the 
patients  with  chronically  over-distended  bladders 
those  for  whom  gradual  emptying  is  essential.  The 
safe  procedure,  therefore,  has  clearly  been  to  de- 
compress them  all.  We  are  convinced  that  each 
year  a certain  number  of  lives  are  saved  by  pur- 
suing this  policy. 

Results  For  Prostatic  Operations 

Prostatectomy,  prostatic  resection  or  punch  pros- 
tatotomy  was  performed  in  481,  63  per  cent,  of  the 
whole  series.  With  a few  exceptions,  the  prosta- 
tectomies were  done  suprapubically,  usually  in  two 
stages.  Punch  prostatotomy  dates  back  to  the  earlier 


years  of  the  period.  Its  field  of  application  was  the 
bar  and  contracture  type  of  obstruction  and  a few 
carcinomata. 

Resections  were  begun  in  the  spring  of  1932.  The 
procedure  was  first  used  cautiously  for  the  smaller 
glands.  In  1934  resection  was  the  operation  of 
choice  in  82  per  cent  of  the  cases.  For  the  current 
year,  I may  add,  the  figure  will  be  in  the  neighbor- 
hood of  95  per  cent.  This  increasing  usage  has  been 
forced  upon  us,  rather  against  our  will,  because  re- 
section has  proven  the  safest,  simplest  and  the  least 
expensive  way  to  obtain  satisfactory  results  for  all 
except  the  very  large  prostates.  We  have  arrived  at 
this  position  in  spite  of  first-hand  knowledge  that 
the  procedure  is  tremendously  more  difficult  tech- 
nically than  a suprapubic  prostatectomy  and  that 
it  carries  its  own  peculiar  dangers  of  disaster. 

The  resections  for  cancer  have  been  done  solely 
to  protect  the  kidneys  by  establishing  adequate  blad- 
der drainage  through  the  urethra.  The  optional 
procedure  is  a suprapubic  cystostomy.  So  far  the 
cancer  patients  with  obstruction  have  had  much  more 
comfort  after  a resection  than  after  the  placing  of 
a suprapubic  tube.  There  has  been  no  positive  evi- 
dence that  the  operation  has  stimulated  the  tumor 
to  more  rapid  growth.  Supplementary  radiotherapy 
has  been  employed,  of  course,  in  appropriate  situa- 
tions. 

Table  6 

Results  of  Prostatic  Operations 


Excellent  Satisfactory 

Poor 

Died 

PUNCHt  52% 

Cancer  (8) 

Benign  (26) 

33% 

15% 

2.9% 

Prostatectomy  83.7  % 
Cancer  (25) 

Benign  (222) 

13.7% 

2.6% 

8.5% 

Resectiono 75% 

20% 

5% 

5% 

Cancer  (22) 
Benign  (178) 


The  grading  of  results  for  patients  surviving  op- 
eration must  at  the  best  be  arbitrary.  The  rating 
excellent  has  been  given  wherever  bladder  function 
was  essentially  restored  to  normal.  Where  there 
were  such  single  features  as  a residual  of  30-50  cc., 
a heavy  infection,  a slight  amount  of  incontinence, 
or  an  undue  frequency,  and  yet  the  result  was  funda- 
mentally a good  one  with  promise  of  better  function 

tTwo  later  prostatectomies  and  three  permanent  cys- 
tostomies. 

*Multiple  resections  in  twenty-two  patients.  Two  later 
prostatectomies  and  three  permanent  cystostomies. 

The  first  three  columns  are  computed  by  using  sur- 
vivors as  100  per  cent. 
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as  time  went  on,  we  have  classed  the  result  as  satis- 
factory. The  results  have  been  called  poor  for  larger 
residuals,  incontinence  of  urine,  marked  difficulty 
in  voiding,  persisting  suprapubic  fistula,  distressing 
frequency  of  urination,  and  so  on.  The  classifica- 
tion is  based  on  the  patient’s  condition  at  the  time 
of  discharge  from  the  hospital  or  that  ascertained 
at  an  early  follow-up  examination. 

In  deriving  the  mortality  rate,  all  deaths  in  the 
hospital  have  been  included  no  matter  what  the 
cause  or  circumstances  of  death.  This  practice  leads 
to  some  statistical  unfairness  but  any  other  custom 
is  liable  to  lure  one  into  the  twilight  zone  of  evasion. 


Note:  The  percentage  figures  in  Tables  4 and  5 
are  not  absolutely  correct  except  for  age  and  race. 
Every  history  did  not  carry  an  entry  for  each  of  the 
other  headings  but  the  deficiencies  were  not  suffi- 
cient to  mar  the  essential  accuracy  of  the  tabula- 
tions. 

Discussion 

Dr.  W.  W.  S.  Butler,  Roanoke:  It  has  been  my  pleas- 
ure to  read  the  paper  by  Drs.  Neff  and  Kirby  before  it 
was  presented  today,  and,  on  going  over  it  carefully,  a 
number  of  facts  came  out  which  you  are  not  likely  to 
get  on  the  one  presentation.  You  will  be  amply  repaid 
if  you  will  follow  the  same  course  and  go  over  the  paper 
in  detail  when  you  see  it  in  print.  It  will  not  be  my 
plan  to  attempt  any  additions,  but  rather  to  call  attention 
to  some  of  the  features  which  have  impressed  me.  The 
author  has  presented  here  in  fifteen  minutes  a summary 
of  ten  years  work  in  our  leading  State  institution  with 
an  analysis  of  careful  records  in  each  case,  seven  hun- 
dred and  sixty-one  prostatics  with  discussion  of  deaths 
in  123,  eighty-six  of  which  had  suffered  irreparable 
danger  before  admission. 

The  statistical  work  alone  represents  a tremendous 
amount  of  labor  as  any  of  you  will  realize  if  you  try  to 
tabulate  the  symptoms  in  even  a few  of  these  old  men. 
Trying  it  on  twenty-eight  carcinomas  of  the  prostate  dur- 
ing the  past  summer  entertained  me  amply. 

The  present  is  a most  opportune  time  for  this  report, 
because  for  the  first  six  years  of  this  ten-year  period, 
Dr.  Neff  strongly  advocated  supra-pubic  prostatectomy. 
He  was  gradually  and  as  he  says  reluctantly  brought 
towards  the  resection  group.  The  word  “reluctantly”  is 
well  chosen  (as  I know  from  having  discussed  this  ques- 
tion with  him)  and  I have  been  much  interested  to  fol- 
low the  change  in  his  viewpoint.  The  upheaval  in 
prostatic  work  which  came  in  about  the  middle  of  this 
ten-year  period  followed  by  the  deluge  of  papers  on 
resection  has  now  almost  come  to  an  even  flow.  Our 
Society  is  particularly  fortunate  to  have  it  reviewed  by 
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an  able  and  impartial  observer  supplied  by  ample  mate- 
rial and  clinical  assistants. 

The  bird’s-eye  view  as  I crowd  it  into  the  five  minutes 
allowed  me  is  indicated  on  this  chart: 

A.  Education  through  family  physician  as  to  dangers  of 
delay,  and  guides  which  make  “Periodic  check”  safe. 
Facts  brought  out  in  Tables  1,  2,  and  3. 

Tab|e  1.  Distribution  of  the  123  deaths.  Outstand- 
ing fact  is  that  64  per  cent  not  operated  or  in  whom 
cystostomy  alone  was  done  were  beyond  hope  on  relief 
on  admission. 

Tables  2 and  3.  Outline  condition  of  this  6+  per 
cent  on  admission  according  to  age,  duration  of  symp- 
toms, blood  urea  and  infection. 

B.  Comparison  of  carcinoma  and  benign  types  with  in- 
fluence of  age,  duration  of  symptoms,  residual  urine, 
blood  urea  and  infection. 

Table  4.  Age  about  same.  My  impression  in  car- 
cinoma average  considerably  older.  Duration,  onset 
more  abrupt  in  carcinoma.  For  this  reason  the  pa- 
tient is  usually  less  affected  and  period  of  preliminary 
treatment  usually  shorter.  Amount  residual,  same. 
My  observation  less  because  less  time  for  gradual  dis- 
tention. The  occurrence  of  hemorrhages  is  not  dis- 
cussed. 

C.  Importance  of  practice  in  rectal  examinations  for 
early  recognition  of  carcinoma  of  prostate.  Ten  per 
cent  are  sent  in  with  correct  diagnosis,  and  75  per 
cent  are  recognized  before  operation. 

Urethra  straighter  and  shorter,  brought  out  in  air 
cystogram.  Catheter  grips  as  in  a stricture.  The 
75  per  cent  means  nearly  all  admitted  in  advanced 
stage  of  the  disease. 

D.  Technique  and  dangers  of  catheterization.  Heartily 
agree  in  use  of  stylet.  Less  trauma  if  properly  ap- 
plied, using  hollow  tip  catheter  and  hand  on  catheter 
and  not  stylet. 

E.  Groups  according  to  operative  risk. 

Table  5.  Condition  before  each  of  the  procedures, 
operation  cystostomy,  no  operation,  or  periodic  check. 
When  in  doubt  do  a preliminary  cystostomy. 

F.  Comparison  of  prostatectomy  (245  cases)  and  resec- 
tion (200).  Former  84  per  cent  excelent  results  with 
8 per  cent  mortality  compared  with  75  per  cent  ex- 
cellent results  and  5 per  cent  mortality  by  resection. 
(Footnote:  Multiple  resections  in  22.) 

(Time  allows  here  bare  statement  of  this  impor- 
tant paragraph.  Footnote  means  a great  deal.  In- 
tentional division  into  several  periods  greatly  lessens 
shock  and  bleeding  and  technical  difficulties,  and  so 
much  easier  on  second  resection.) 

One  other  point  I would  like  to  bring  out  in  connection 
with  the  education  of  these  patients  through  the  family 
physician.  These  two  slides  from  Randall’s  actual  photo- 
graphs illustrate  my  point.  In  one,  No.  1,  the  enlarge- 
ment is  not  at  all  palpable  per  rectum,  while  in  the  other, 
No.  2,  a much  larger  gland  projects  into  the  rectum  pro- 
duces a small  residual  with  later  acute  retention.  The  point 
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No.  1. 


is  do  not  minimize  the  procedure  because  some  other  fel- 
low got  out  in  a few  days;  all  are  different.  Leave  choice 
of  method  and  time  of  operation  to  the  operator.  A 
patient  who  comes  in  with  too  much  assurance  that  he 
has  only  a minor  procedure  will  invariably  be  disap- 


No.  2. 


pointed.  The  8 and  5 per  cent  mortality  would  be 
changed  somewhat  further  if  we  were  as  ready  to  do  a 
preliminary  cystostomy  before  the  resections. 

I repeat  that  we  are  indebted  to  Drs.  Neff  and  Kirby 
for  an  accurate  account  of  work  well  done. 


PROBLEMS  IN  THE  DIAGNOSIS  AND  TREATMENT  OF 
PERIPHERAL  VASCULAR  DISEASE.* 


Nathan  Bloom,  M.  D., 

and 

William  B.  Porter,  M.  D., 

Department  of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Va. 


Organic  diseases  of  the  arteries  are  indirectly  re- 
sponsible for  more  deaths  than  all  other  diseases 
combined.  Changes  in  the  coronary  blood  supply 
cause  most  of  our  sudden  deaths.  The  cerebral  ac- 
cident is  due  to  changes  in  the  blood  vessels  and  the 
disorders  in  function  of  the  liver,  kidneys,  eyes  and 
lungs  are  frequently  due  to  damaged  blood  vessels. 
Impairment  of  function  and  nutrition  in  the  ex- 
tremities by  deteriorated  vessels  not  infrequently 
necessitates  amputation.  It  is  safe  to  assume  that 
diseased  vessels  have  an  important  place  in  all 
branches  of  medicine.  In  recent  years  the  interest 
and  enthusiasm  in  the  study  and  treatment  of  these 
disorders  has  been  tremendous. 

The  historical  background  of  the  peripheral  vas- 
cular disorders  has  been  thoroughly  reviewed  by 
Herrmann,1  in  1933,  and  Reid,2  in  1934.  The  pur- 
pose of  this  paper  is  an  attempt  to  present  these 
various  conditions  in  such  a manner  that  they  will 
be  easily  differentiated,  and  also  to  give  you  our  ex- 
perience with  one  of  the  newer  methods  of  treatment, 
the  Paevex  machine. 

*Read  before  the  sixty-seventh  annual  session  of  the 
Medical  Society  of  Virginia,  at  Staunton,  Va.,  October 
13-15,  1936. 


An  elaborate  classification  would  not  be  appro- 
priate at  this  time,  but  knowledge  of  a working 
classification  of  the  diseases  of  blood  vessels  in  the 
extremities  eliminates  most  of  the  difficulties  of 
diagnosis  and  decisions  pertaining  to  treatment. 
Diseases  of  the  peripheral  arteries  are  divisible  into 
two  large  groups : ( 1 ) the  so-called  functional  or 
vasomotor,  and  (2)  the  organic.  In  the  so-called 
functional  group  there  are  two  types — the  cold  sen- 
sitive, and  the  heat  sensitive.  The  older  classifica- 
tion of  vasoconstriction  and  vasodilatation  signify- 
ing primary  changes  in  the  vasomotor  nerves  must 
now  be  considered  obsolete  since  Lewis  and  his 
associates3  have  proven  that  the  structures  involved 
are  the  arteries  and  arterioles  of  the  extremities  and 
not  the  sympathetic  nerves.  The  cold  sensitive  types 
are  better  known  as  Raynaud’s  disease  or  acro- 
cyanosis, the  heat  sensitive  as  erythromelalgia.  In 
the  organic  group  there  are  four  main  divisions: 
(1)  the  specific  diseases  of  vessels,  such  as  syphilis, 
tuberculosis  and  periarteritis  nodosa,  (2)  simple 
thrombosis  and  embolism,  (3)  thrombo-angiitis  ob- 
literans (Buerger’s  disease),  and  (4)  arteriqsclerosis 
with  or  without  occlusion. 
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Raynaud’s  phenomenon  affects  young  women  in 
95  per  cent  of  instances.  The  first  symptom  of  this 
condition  usually  appears  in  winter,  or  after  emo- 
tional disturbances,  and  consists  of  changes  in  color, 
usually  of  all  the  fingers  or  toes.  The  involvement 
is  symmetrical.  These  changes  occur  in  a three- 
phase  cycle.  First,  the  digits  take  on  a pale,  dead 
white  appearance  and  become  numb;  then,  when 
warmed,  they  burn  and  tingle  and  turn  red  or  often 
a purplish  blue.  The  peripheral  arteries  always  pul- 
sate normally;  gangrene,  when  present,  is  limited  to 
the  cutaneous  surface.  It  is  considered  that  this  re- 
action is  due  to  changes  in  the  digital  arteries  in 
cold  sensitive  individuals. 

Acrocyanosis  produces  changes  in  color  of  one  or 
more  digits  that  is  constant  during  the  attack,  the 
digits  being  either  cyanotic,  reddened,  or  both. 
These  changes  are  usually  associated  with  diminu- 
tion of  sensation.  Although  the  condition  is  trouble- 
some and  uncomfortable  the  part  never  becomes 
gangrenous.  The  prevailing  belief  is  that  the  arte- 
rioles of  the  digits  in  cold  sensitive  individuals 
have  been  affected  to  produce  this  disease. 

The  diagnostic  factors  of  major  importance  in 
both  the  multiple  and  single  phase  color  change 
syndrome  are  that  these  conditions  occur  most  fre- 
quently in  young  women,  there  is  a color  reaction  of 
the  affected  part,  and  pulsations  are  always  present. 

Erythromelalgia  was  first  described  by  Dr.  Weir 
Mitchell  in  1872;  it  is  one  of  the  rarest  of  the 
peripheral  vascular  disorders,  occurring  once  in 
every  200  cases  (Horton).4  Males  in  the  second 
and  third  decades  of  life  are  most  frequently  af- 
fected. Unlike  Raynaud’s  disease,  It  involves  the 
lower  limbs  more  than  the  upper  and  usually  only 
on  one  side.  The  disease  consists  essentially  of  a 
localized  hyperemia  of  a foot  or  hand  accompanied 
by  burning  pain,  swelling,  throbbing,  heat  and  ten- 
derness. Frequently  pain  ushers  in  the  syndrome 
before  the  onset  of  visible  hyperemia.  Pulsations  in 
the  peripheral  arteries  are  either  normal  or  accent- 
uated. The  temperature  of  the  involved  extremity  is 
always  high.  Intermittent  claudication  or  gangrene 
never  occurs.  The  diagnostic  criteria  of  importance 
are:  (1)  burning  pain  in  an  extremity,  (2)  sharp 
increase  of  local  heat  in  the  affected  parts,  but  red- 
ness, flushing  or  congestion  may  vary  in  degree, 
(3)  production  and  aggravation  of  distress  by  ex- 
posure to  heat  and  by  exercise,  and  (4)  relief  by 
rest,  cold  and  elevation.  The  etiology  of  erythromel- 


algia is  still  not  known  but  recent  publications3  em- 
phasize its  relationship  to  inflammation  and  local 
heat  sensitivity. 

In  the  organic  group  of  peripheral  vascular  dis- 
orders the  specific  diseases  of  the  vessels  are  of 
minor  importance  because  they  are  usually  a part  of 
the  general  systemic  disease  picture.  The  knowledge 
that  syphilis  affects  the  larger  arteries,  the  aorta  and 
the  cerebral  vessels  is  not  new.  That  syphilis  may 
also  be  the  cause  of  a diffuse  process  in  the  vessels 
giving  rise  to  gangrene  has  been  suggested  ever  since 
1839  when  John  Davy5  reported  two  cases.  In  1906 
Druelle6  reported  14  cases,  Herrmann,7  in  1933,  re- 
viewed the  literature  and  added  three  cases.  Al- 
though infrequent,  this  etiologic  factor  cannot  be 
overlooked  in  our  discussion.  Tuberculosis  of  the 
arteries  is  rare;  they  may  become  involved  through 
a direct  extension  from  a nearby  lesion  or  through 
infected  emboli  from  a distance.  The  vessels  of  the 
brain,  thoracic  or  abdominal  viscera  are  usually 
attacked,  but  Baumler8  reported  one  case  of  gan- 
grene of  an  extremity  due  to  tuberculosis. 

Periarteritis  nodosa  is  seldom  diagnosed;  first  de- 
scribed by  Kussmaul  and  Maier9  in  1866,  this  con- 
dition has  always  baffled  clinicians.  Characterized 
by  pain  in  the  muscles  and  joints,  fever,  leukocy- 
tosis and  at  times  a nephritic  syndrome,  with  or 
without  hypertension,  the  diagnosis  can  only  be  sus- 
pected by  palpating  the  characteristic  nodules  on  the 
arteries.  There  are  no  diagnostic  laboratory  find- 
ings and  blood  cultures  are  negative.  Final  diag- 
nosis is  made  only  on  the  autopsy  tables  and  at 
times  requires  microscopic  verification. 

Simple  thrombosis  and  arterial  emboli  are  not 
observed  very  often,  but  it  is  important  that  they 
be  recognized  immediately.  Thrombosis  occurs  more 
frequently  among  subjects  who  have  arteriosclerotic 
disease  than  among  those  of  any  other  group.  Fre- 
quently it  is  difficult  to  distinguish  between  throm- 
bosis and  embolus,  particularly  in  the  popliteal 
arteries.  Patients  usually  complain  of  sudden  acute 
pain  in  the  popliteal  space,  with  coldness  and  numb- 
ness of  the  leg.  There  is  rapid  change  in  color  vary- 
ing from  pallor  to  cyanosis,  and  pulsation  cannot 
be  felt  in  the  arteries  below  the  lesion.  In  elderly 
people,  the  absence  of  auricular  fibrillation  or  endo- 
carditis would  suggest  simple  thrombosis  rather  than 
embolus.  In  the  presence  of  a septicemia,  with  a 
cardiac  murmur  or  arrhythmia,  embolus  should  be 
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considered.  Embolectomy  in  the  arteriosclerotic 
group  is  never  a very  satisfactory  procedure. 

Thrombo-angiitis  obliterans  is  a chronic  disease 
of  the  arteries  and  veins,  which  is  largely  confined 
to  the  extremities,  although  recently  Sprunt10  has 
indicated  that  the  lesions  may  be  widely  distributed 
throughout  the  body.  This  disease  is  very  rare  in 
females,  only  ten  cases  having  been  reported  up  to 
1933  (Horton  and  Brown).11  Men  between  the  ages 
of  twenty-five  and  fifty  are  commonly  affected. 
Though  the  etiology  of  thrombo-angiitis  obliterans 
is  unknown,  we  are  convinced  that  the  excessive  use 
of  tobacco  tends  to  aggravate  the  disease.  Recently 
Wright  and  Moffat12  proved  conclusively  that  the 
smoking  of  tobacco  caused  a slowing  of  the  blood 
flow  and  a drop  in  surface  temperature  of  from  five 
to  fifteen  degrees  Fahrenheit.  Whether  this  is  of 
major  consideration  in  Buerger’s  disease  cannot  be 
stated,  but  invariably  the  disease  occurs  in  patients 
that  smoke  excessively. 

The  predominant  presenting  symptom  of  thrombo- 
angiitis obliterans  is  the  pain  of  intermittent  claudi- 
cation. This  symptom  manifests  itself  following 
exercise  as  a cramp-like  pain  or  feeling  of  distress 
in  the  upper  or  lower  extremities,  relieved  by  rest. 
Palpation  of  the  peripheral  arteries  will  show  one 
or  more  occluded.  When  the  limb  is  elevated,  it 
immediately  blanches  and  becomes  almost  cadaveric 
in  appearance  and  cold  to  the  touch;  if  retained  in 
the  dependent  position,  there  is  a bright  red  to  pur- 
plish bluish  color,  beginning  at  the  distal  portion 
of  the  extremity  and  spreading  upwards.  Intermit- 
tent migrator}'  phlebitis  is  common  in  40  per  cent 
of  the  cases. 

To  recapitulate,  the  diagnosis  of  Buerger’s  dis- 
ease is  incontestable  if  a young  male  who  smokes 
excessively  develops  pain  in  one  of  his  extremities, 
relieved  by  rest,  and  the  affected  extremity  has 
poorly  pulsating  vessels  exhibiting  color  reaction 
when  elevated  or  depressed. 

Arteriosclerosis,  with  or  without  occlusion,  usu- 
ally affects  men  over  fifty-five  years  of  age.  Un- 
less the  patient  has  an  acute  occlusion  the  symptoms 
may  develop  so  insidiously  that  neither  the  physi- 
cian nor  patient  realizes  the  gravity  of  the  situation 
until  gangrene  has  taken  place.  Pulsations  in  periph- 
eral vessels  are  diminished  and  may  be  absent 
Intermittent  claudication  is  infrequent  in  the  arterio- 
sclerotic. Blanching  on  elevation  and  reddening  on 
dependence  is  not  common  but  may  be  present. 


Migratory  phlebitis  is  rare  in  this  group.  There  is 
very  little  tendency  for  remission  in  the  arterio- 
sclerotic. Demonstration  of  calcification  in  the  ar- 
teries by  means  of  X-ray  studies  is  prima  facie 
evidence  of  arteriosclerosis.  It  is  obvious  that 
differentiating  between  the  arteriosclerotic  and 
thrombo-angiitis  obliterans  may  be  quite  difficult, 
because  the  symptoms  in  each  group  only  vary  in 
their  degree  of  severity. 

We  suggest  that  an  individual  over  fifty,  suddenly 
or  insidiously  developing  symptoms  referable  to  his 
extremities,  with  poor  pulsation  and  X-ray  evidence 
of  calcification  in  the  vessels,  probably  is  an  arterio- 
sclerotic. 

Treatment 

The  milder  types  of  functional  peripheral  vascu- 
lar disorders  usually  do  not  require  treatment.  The 
patients  should  refrain  from  exposure  to  cold  and 
are  better  if  they  spend  the  winter  in  a warm  climate. 
In  the  more  severe  grades  of  obliterative  vascular 
disease  in  which  vasospasm  is  a prominent  factor, 
excellent  temporary  results  are  being  reported  fol- 
lowing the  removal  of  the  cervico-thoracic  and  lum- 
bar sympathetic  ganglia. 

In  the  organic  group  of  vascular  disorders,  pro- 
phylactic measures  are  of  the  utmost  importance. 
These  include  avoidance  of  trauma,  exposure  to  ex- 
cessive cold,  abstinence  from  the  use  of  tobacco,  the 
wearing  of  proper  shoes  and  the  proper  handling  of 
minor  infections  about  the  extremities.  Increasing 
knowledge  of  the  danger  of  operating  on  affected 
digits  to  which  the  blood  supply  is  already  dimin- 
ished will,  perhaps,  accomplish  greater  changes  in 
prognosis  than  any  other  factor.  There  are  various 
methods  in  use  for  overcoming  the  deficiency  of  the 
peripheral  circulation;  all  of  these  are  directed 
toward  the  development  of  an  adequate  collateral 
circulation.  Postural  exercises  when  properly  ex- 
ecuted have  definite  value,  but  it  should  be  empha- 
sized that  frequently  the  patient  is  advised  to 
elevate  the  limb  too  long.  The  insistence  upon  ele- 
vation is  harmful  and  may  precipitate  changes  in 
circulation  that  the  physician  will  not  be  able  to 
control.  Calorimetric  studies  by  Reid2  in  Fig.  I 
reveal  the  changes  that  take  place  in  skin  tempera- 
tures when  the  limb  is  in  an  elevated  or  dependent 
position. 

Radiant  heat,  contrast  baths  and  intravenous  so- 
dium citrate  have  been  accepted  as  therapeutic  aids. 
Brown13  considered  injections  of  typhoid  vaccine 
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one  of  the  best  means  for  the  relief  of  pain  and  in- 
creasing peripheral  circulation.  Roth14  relieved 
intermittent  claudication  by  intramuscular  injections 
of  pancreatic  tissue  extract  in  3 c.c.  doses.  Newell 
and  Allen15  increased  skin  surface  temperatures  by 
oral  administration  of  theobromine  with  sodiosalicy- 
late  and  advocated  its  use  in  treating  obliterative 
vascular  diseases.  Starr16  suggested  acetyl-beta- 
methyl-choline  subcutaneously  for  increasing  periph- 
eral blood  flow  and  reported  pain  relief  in  several 
cases  of  thrombo-angiitis  obliterans.  Goldsmith17 
obtained  similar  results  by  the  oral  administration 
of  this  drug  in  one  gram  doses. 


Fig-.  I. — Effect  of  position  of  extremity  upon  calorimetric 
studies.  Graphs  represent  average  skin  temperature  of  all  toes 
when  foot,  as  illustrated,  is  placed  in  different  positions  with 
respect  to  level  of  heart.  These  studies  were  made  at  room  tem- 
perature in  order  more  nearly  to  approximate  normal  conditions. 
In  all  three  types  of  peripheral  vessels  temperature  falls  with 
elevation  of  foot.  In  case  with  normal  blood  vessels  there  is  a 
sharp  transitory  rise  of  temperature  for  about  thirty  minutes 
when  foot  is  depressed  and  then  there  is  a gradual  return  to 
normal ; in  cases  with  obliterative  vascular  disease  there  is  no 
rise  but  a gradual  fall  of  the  surface  temperature.  In  the  case 
of  thrombo-angiitis  obliterans  letters  are  used  to  denote  patient’s 
subjective  sensations:  A — no  pain;  B — pain  beginning  in  fourth 
toe  ; C — pain  spreading  and  becoming  worse  ; D — pain  severe  ; E — 
excruciating  pain  in  foot;  F — pain  ceased. 

The  use  of  suction  in  an  attempt  to  increase  cir- 
culation to  the  extremities  is  not  a new  therapeutic 
method.  The  physiological  effect  of  diminished  at- 
mospheric pressure  upon  the  body  or  .extremity  and 
the  marked  increase  in  arterial  circulation  which 
could  be  brought  about  in  this  way  was  described 
over  one  hundred  years  ago  by  Sir  James  Murray.18 


In  1835  Clanny,19  of  Sunderland,  England,  pub- 
lished a description  of  an  apparatus  which  he  had 
devised  for  removing  the  pressure  of  the  atmosphere 
from  the  limbs.  In  1887,  however,  negative  and 
positive  pressures  were  used  alternately  by  Edgar 
Bluck20  to  modify  the  arterial  circulation.  The  first 
record  of  its  application  in  the  treatment  of  periph- 
eral arterial  disease  was  published  in  1917  by 
Sinkowitz  and  Gottlieb.21  They  treated  four  cases 
of  thrombo-angiitis  obliterans  with  the  Bier  suction 
apparatus  with  good  results.  In  1931,  Braeucker22 
treated  nineteen  cases  of  Raynaud’s  disease,  utiliz- 
ing the  same  principles  with  some  success.  In  1932, 
Herrmann1  designed  and  built  an  apparatus  which 
would  alternately  bring  about  the  rhythmic  alterna- 
tion of  the  environmental  pressure  of  an  extremity 
from  any  desired  amount  of  negative  pressure  to 
any  desired  amount  of  positive  pressure,  and  at  any 
selected  rate  of  alternation.  As  this  apparatus  was 
essentially  producing  passive  exercise  of  the  vascu- 
lar system,  he  called  the  method  of  treatment 
Paevex,  meaning  passive  vascular  exercise. 
Through  the  courtesy  of  the  hospital  division  of  the 
Medical  College  of  Virginia  and  the  physicians  in 
and  about  Richmond,  we  have  been  able  to  follow 
ten  cases  of  peripheral  vascular  disease  with  the 
Paevex  machine,  in  the  past  several  months. 

Before  inauguration  of  treatment,  a complete 
physical  examination  and  history  were  obtained 
from  each  patient.  The  color  of  the  skin  on  de- 
pendence and  elevation,  presence  of  any  surface 
lesions  and  degree  of  pulsation  in  peripheral  vessels, 
were  considered  of  major  importance.  Skin  surface 
temperatures  were  recorded  by  placing  patients  in 
an  air  cooled  room,  in  which  the  temperature  and 
humidity  could  be  controlled.  The  degree  of  vaso- 
dilatation in  vessels  of  affected  extremities  was  de- 
termined by  immersing  both  arms  of  the  patient  in 
water,  heated  to  45°  C.  for  thirty  minutes,  and  then 
repeating  the  temperature  readings.  Alternate  suc- 
tion and  pressure  was  then  started,  negative  pres- 
sures of  80  and  positive  pressures  of  20  in  fifteen 
second  cycles,  ten  second  negative  and  five  second 
positive,  in  two  to  three-hour  periods,  constituting 
one  treatment. 

The  cases  under  observation  were  all  in  the  or- 
ganic group  of  peripheral  vascular  disorders.  Four 
were  thrombo-angiitis  obliterans  without  gangrene. 
Four  were  arteriosclerotic  without  gangrene.  Two 
were  diabetics  with  associated  arteriosclerotic  changes 
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in  the  peripheral  vessels.  Pain  was  the  prominent 
symptom  in  each  case,  ranging  from  discomfort  on 
exercise  to  constant  pain  even  at  rest. 

Our  criteria  of  improvement  after  treatment  were 
based  upon:  the  relief  of  subjective  symptoms,  ob- 
jective color  changes,  and  elevation  of  the  surface 
temperature. 

All  of  the  patients  stated  that  they  were  tem- 
porarily relieved  of  pain.  The  interesting  point  was 
that  this  relief  was  most  apparent  while  the  affected 
extremity  was  in  the  apparatus.  Permanent  relief 
was  not  obtained,  discomfort  returning  from  twelve 
to  twenty-four  hours  after  treatment;  but  the  pain 


trophy  with  occasional  extrasystoles.  Both  lower 
extremities  were  cold.  The  right  leg  developed 
blanching  on  elevation  and  reddening  on  depend- 
ence. The  skin  surface  was  unbroken.  No  pulsa- 
tions could  be  felt  in  either  popliteal,  posterior 
tibial,  or  dorsal  pedis  arteries. 

The  diagnosis  was  essential  hypertension  and 
generalized  arteriosclerosis  with  occlusions  of  pop- 
liteals,  posterior  tibials  and  dorsal  pedis  arteries  in 
both  extremities. 

Prior  to  treatment,  the  patient  required  morphine 
every  night  to  relieve  his  pain.  After  the  first  treat- 
ment, the  pain  was  less  severe  and  it  was  possible 


Figure  II. — Patient  D.T.W. 

Date  Rm.  Temp.  Surface  Temperature 


7-13-36 

23.5  deg.  C. 

Before  vasodilatation 

After  vasodilatation.  Im- 
mersing arms  in  water  at 
45  deg.  C.  for  30  min. 

Great  Toe 

Right  Left 

25  deg.  C.  26  deg.  C. 

Right  Left 

28  deg.  C.  28  deg.  C. 

Second 

25  26.5 

29  29 

Fourth 

25.5  26.5 

29  29.5 

7-27-36 

23.5  deg.  C. 

Great  Toe 

After  25  hours — Paevex  Treatment 

Right 

28  deg.  C. 

Left 

28  deg.  C. 

Second 

29 

29.5 

Fourth 

29.5 

29.5 

8-24-36 

23.5  deg.  C. 

Great  Toe 

After  100  hours — Paevex  Treatment 

Right . 

29  deg.  C. 

Left 

30  deg.  C. 

Second 

29.5 

30 

Fourth 

30 

30.5 

that  recurred  was  less  severe  than  before  treatment. 
In  the  treatment  chamber  the  limb  felt  warm  and 
appeared  pink  or  bright  red.  The  color  was  retained 
in  the  limb  for  several  hours. 

Eight  of  the  cases  had  definite  rises  in  surface 
temperature,  varying  from  1°  to  5°  C.  after  25 
hours  of  treatment.  It  had  been  predicted,  prior  to 
the  treatment,  that  the  other  two  cases  would  not 
respond,  due  to  their  complete  inability  to  produce 
any  vasodilatation  in  peripheral  structures. 

The  following  are  illustrative  abstracts : 

Patient  I. — Mr.  D.  T.  W.,  a white  male,  fifty- 
four  years  old,  had  noticed  some  tingling  and  numb- 
ness in  the  calves  of  his  legs  for  two  years.  Six 
weeks  before  admission,  he  developed  severe  cramp- 
like pains  in  his  right  leg,  following  exercise.  Rap- 
idly becoming  worse,  he  finally  was  bedridden. 
Examination  revealed  generalized  arteriosclerosis, 
with  a blood  pressure  of  190/100,  cardiac  hyper- 


to  discontinue  the  opiate.  The  patient  continued  to 
improve  and  following  150  hours  of  treatment  over 
a period  of  two  months,  was  allowed  to  return  to 
his  work.  Figure  II  demonstrates  the  surface  tem- 
perature changes  before  and  after  treatment. 

Patient  II.— Mr.  J.  S.  J.,  a white  male,  fifty- 
seven  years  old,  presented  a very  interesting  prob- 
lem in  diagnosis.  In  1920,  at  the  age  of  forty-one, 
he  was  incapacitated  for  one  year  on  account  of 
severe  intermittent  claudication  in  the  left  leg.  At 
the  time  he  was  smoking  two  packages  of  cigarettes 
daily.  The  discomfort  gradually  subsided  and, 
other  than  having  occasional  twinges  of  pain,  he 
was  symptom  free.  In  September,  1935,  the  claudi- 
cation returned  in  his  left  leg  and  with  such  sever- 
ity that  the  patient  could  walk  only  one  block.  Four 
months  later,  he  began  complaining  of  pain  in  his 
right  leg. 

Examination  revealed  retinal  arteriosclerosis  with 


12 


Virginia  Medical  Monthly 


[April, 


Figure  III. — Patient  J.S.J. 


Date  Rm.  Temp.  Surface  Temp. 


8-28-36 

23.5  deg.  C. 

Before  vasodilatation 

After  vasodilatation.  Im- 
mersing both  arms  in  water 
at  45  deg.  C.  for  30  min. 

Great  Toe 

Right  Left 

26.5  deg.  C.  25  deg.  C. 

Right  Left 

29  deg.  C.  28  deg.  C. 

Second 

26  26 

29.5  28.5 

Fourth 

26.5  26 

29.5  28.5 

9-10-36 

23.5  deg.  C. 

Great  Toe 

After  25  hours — Paevex  Treatment 

Right 

29  deg.  C. 

Left 

29  deg.  C. 

Second 

29 

28.5 

Fourth 

29 

28 

9-26-36 

23.5  deg.  C. 

Great  Toe 

After  50  hours — Paevex  Treatment 

Right  Left 

29.5  deg.  C.  1 29  deg.  C. 

Second 

29  29 

Fourth 

29  1 29 

a blood  pressure  of  140/80.  The  heart  was  not  en- 
larged. Moderate  blanching  on  elevation  and  red- 
dening on  dependence  was  present  in  both  lower 
extremities.  Minimal  pulsations  could  be  felt  in  the 
right  popliteal  and  posterior  tibial  arteries.  There 
were  no  pulsations  in  the  left  popliteal,  dorsal  pedis, 


The  patient  received  fifty  hours  of  treatment.  He 
is  able  to  walk  several  blocks,  at  times  complaining 
of  numbness  in  the  legs,  but  no  pain.  Figure  III 
demonstrates  the  surface  temperature  change?  before 
and  after  treatment. 

Patient  III. — Mr.  J.  W.,  a white  male,  thirty- 


Figure  IV. — Patient  J.W. 


12ate Rm.  I einp. Surface  Temp. 


8-10-36 

23.5  deg.  C. 

Before  vasodilatation 

After  vasodilatation.  Im- 
mersing both  arms  in  water 
at  45  deg.  C.  for  30  min. 

Great  Toe 

Right 

25.5  deg.  C. 

Right 

26  deg.  C. 

Second 

24.5 

26 

Fourth 

24 

25 

8-26-36 

23.5  deg.  C. 

Great  Toe 

After  25  hours — Paevex  Treatment 

Right 

25.5  deg.  C. 

Second 

25 

Fourth 

24.5 

9-10-36 

23.5  deg.  C. 

Great  Toe 

After  50  hours — Paevex  Treatment 

Right 

25.5  deg.  C. 

Second 

25 

Fourth 

25 

or  posterior  tibial  arteries.  X-ray  studies  revealed 
calcifications  in  the  vessels  of  both  lower  extremities. 

The  diagnosis  was  thrombo-angiitis  obliterans 
with  superimposed  generalized  arteriosclerosis  and 
arterial  occlusions  of  the  left  popliteal,  posterior 
tibial,  and  dorsal  pedis  and  the  right  dorsal  pedis 
vessels. 


nine  years  old,  was  a very  pathetic  case.  In  1929, 
at  the  age  of  thirty-two,  the  patient  had  his  left  leg 
amputated  below  the  knee.  The  pathological  diag- 
nosis at  that  time  was  thrombo-angiitis  obliterans. 
He  was  fairly  comfortable  up  to  1934,  when  inter- 
mittent claudication  began  in  his  right  leg.  Several 
indolent  ulcers  developed  about  his  foot,  healing 
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slowly  with  bed  rest.  The  patient  began  having  rest 
pain  requiring  large  doses  of  codein  every  night. 

Examination  revealed  no  retinal  arteriosclerosis. 
The  blood  pressure  was  100/65  in  the  right  arm. 
The  radial  pulse  could  not  be  felt  in  the  left  arm. 
No  surface  lesions  were  evident  in  the  right  foot  at 
this  time.  Marked  blanching  on  elevation  and  red- 
dening on  dependence  was  noted  in  this  extremity. 
There  were  no  pulsations  in  the  popliteal,  posterior 
tibial  or  dorsal  pedis  arteries. 

The  diagnosis  was  thrombo-angiitis  obliterans, 
with  occlusion  of  the  left  radial,  right  popliteal, 
posterior  tibial  and  dorsal  pedis  arteries. 

After  fifty  hours  of  treatment,  pain  was  still 
present,  but  the  patient  wras  comfortable  while  in 
the  apparatus  and  did  not  require  as  much  codein. 
Figure  IV  demonstrates  surface  temperature  changes, 
before  and  after  treatment. 

Conclusions 

1.  — Peripheral  vascular  disorders  are  not  difficult 
to  diagnose  if  extremities  are  carefully  examined 
and  an  adequate  history  has  been  obtained  from  the 
patient. 

2.  — From  our  limited  experience  with  the  Paevex 
apparatus,  we  feel  that  alternate  suction  and  pres- 
sure is  a most  valuable  adjunct  in  the  treatment  of 
certain  peripheral  vascular  disorders.  It  should  be 
emphasized  that  all  conditions  in  which  there  are 
disturbances  of  blood  flow  to  extremities  are  not 
amenable  to  this  type  of  treatment,  and  therefore 
the  cases  must  be  carefully  selected  and  adequately 
supervised  while  under  observation. 
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Discussion 

Dr.  Walter  B.  Martin,  Norfolk:  I wish  to  disclaim 
any  special  knowledge  of  peripheral  vascular  disease,  par- 
ticularly of  the  Paevex  treatment.  Others  in  the  room 
have  much  more  knowledge  of  that  than  I have,  and  I 
shall  not  speak  of  that  part  of  this  paper. 
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I think  it  might  be  well  to  emphasize  some  of  the  less 
complicated  methods  of  diagnosis,  since  the  early  recog- 
nition of  these  cases,  before  advanced  changes  have  taken 
place,  will  render  them  much  more  amenable  to  treat- 
ment. The  general  practitioner  who  usually  sees  these 
cases  first  can  by  the  application  of  certain  simple  methods 
often  arrive  at  an  early  diagnosis. 

Palpation  of  the  peripheral  vessels  with  a comparison 
of  the  relative  force  of  the  pulsation  on  the  two  sides 
is  a simple  procedure  that  anyone  can  carry  out.  It 
should  be  a routine  procedure  in  people  that  may  be  sus- 
pected of  having  peripheral  vascular  diseases. 

Observation  of  change  of  color  in  the  extremities  on 
change  of  position — blanching  out  when  the  extremity  is 
elevated — furnishes  useful  information.  Determination 
of  difference  in  the  blood  pressure  on  the  two  sides  is 
another  measure  that  can  easily  be  carried  out,  and  will 
often  give  definite  information  as  to  the  presence  of 
vascular  disease.  Estimation  of  change  in  temperature 
of  the  affected  part,  following  immersing  the  arms  in 
water  of  about  113  degrees  F.  at  a room  temperature  of 
70  degrees,  may  give  valuable  information  as  to  the  effi- 
ciency or  deficiency  of  the  collateral  circulation.  Differ- 
ences in  the  temperature  of  the  extremities  can  be  deter- 
mined with  relative  ease.  The  use  of  histamine,  in- 
jected intradermallv,  to  determine  the  presence  or  absence 
of  the  so-called  flare  is  not  only  a diagnostic  procedure  but 
is  of  value  in  determining  the  proper  level  of  amputa- 
tion. 

I mention  these  factors  not  because  Dr.  Bloom  did  not 
bring  them  out  but  to  emphasize  the  simpler  procedure 
that  can  be  carried  out  in  a diagnostic  way  to  determine 
the  presence  or  absence  of  peripheral  vascular  disease. 

I think  we  might  consider  also  one  or  two  factors  in 
treatment.  After  all,  what  the  patient  is  suffering  from 
is  anoxemia  of  the  tissues  supplied  by  certain  blood  ves- 
sels. This  may  result  either  from  lack  of  oxygen  carry- 
ing power  in  the  blood  or  a decreased-caliber  of  the 
arteries.  In  severe  anemia,  for  example,  tissue  anoxemia 
may  occur  with  comparatively  normal  blood  flow.  It 
seems  quite  obvious  that  this  problem  should  be  attacked 
from  all  angles— that  not  only  should  we  attempt  to  in- 
crease the  caliber  of  the  blood  vessels  but  we  should  at- 
tempt also  to  improve  the  oxygen  carrying  power  of  the 
blood.  It  is  obvious  that  if  there  is  an  associated  circula- 
tory failure  of  cardiac  origin,  this  should  receive  appro- 
priate treatment. 

Just  one  other  thing  I want  to  mention.  That  is  the 
importance  of  considering  anemia  in  these  cases  and  treat- 
ing the  anemia,  even  though  that  anemia  is  not  of  very 
marked  degree. 

Dr.  Eugene  Lowenberg,  Norfolk:  I wish  to  thank  Dr. 
Porter  and  Dr.  Bloom  for  their  paper.  They  have  pre- 
sented their  subject  in  a way  to  enlighten  us  all. 

A few  words  in  direct  discussion  of  the  paper.  I note 
that  Dr.  Bloom  uses  the  temperature  reaction  to  indicate 
whether  he  gets  results  or  not  with  Paevex  therapy.  I 


have  never  felt  personally  that  this  is  a proper  criterion. 
Arterial  sclerosis  may  show  no  vasodilatation  with  spinal 
anesthesia  and  posterior  tibial  block  and  yet  get  good 
results  from  Paevex  therapy.  Dr.  Bloom  failed  to  men- 
tion the  position  of  the  patient's  body.  During  the  resting 
and  sleeping  hours,  the  head  of  the  bed  should  be  elevated 
so  as  to  keep  a good  hyperemia  in  the  legs.  I think  this  is 
an  important  factor  in  the  treatment  of  these  cases. 

The  Paevex  treatment  should,  on  the  other  hand,  be 
given  with  the  leg  elevated  so  that  proper  results  are 
obtained  during  the  positive  phase.  At  first  it  may  be 
necessary  to  give  the  treatment  with  the  leg  lower  than 
the  head  and  then,  at  subsequent  treatments,  the  leg  may 
be  gradually  raised.  During  the  operation  of  the  machine 
you  should  be  able  to  notice  the  leg  get  a little  red  and 
then  pale,  that  is  hyperemic  and  ischemic. 

I have  used  the  Emerson  machine  obtained  from  Boston 
for  three  years  and  have  found  the  results  excellent. 

Paevex  therapy  is  of  value  in  acute  thrombosis.  The 
patient  may  be  kept  in  the  apparatus  for  several  days  and 
they  will  survive  this  acute  catastrophe.  I recently  had  a 
man  who  had  had  one  leg  amputated  for  Buerger’s  dis- 
ease. I saw  him  with  extreme  pain  in  the  other  leg  and 
leg  was  quite  ashen.  There  was  no  circulation  due  to 
acute  thrombosis  of  the  popliteal.  He  was  put  in  the 
“leg  pump’’  and  kept  there  for  72  hours.  After  several 
more  days  of  intermittent  treatment  the  leg  became  pain 
free  and  fairly  good  circulation  returned.  This  leg  was 
certainly  saved  by  no  other  treatment  than  the  Paevex 
machine. 

Dr.  Bloom,  closing  the  discussion  on  his  part:  I should 
like  to  thank  Dr.  Martin  and  Dr.  Lowenberg  for  com- 
menting on  the  paper. 

The  question  of  taking  the  blood  pressure  in  a diseased 
extremity,  if  you  are  sure  that  it  is  affected,  has  come 
up  in  recent  months.  It  is  claimed  that  any  increase 
in  pressure  is  bad  for  that  extremity  and  might  produce 
a sudden  thrombosis.  Of  course,  this  is  highly  theoretical. 
But  if  you  are  dealing  with  any  occlusion,  particularly 
serious  occlusion,  I think  it  might  be  better  not  to  pro- 
duce any  more  damage.  This  does  seem  rather  far- 
fetched, but  it  has  been  written  about  in  the  literature. 

Dr.  Lowenberg  said  something  about  keeping  the  head 
of  the  bed  elevated.  Recently  there  has  been  a lot  of 
discussion  about  whether  we  should  keep  these  patients 
with  the  limb  in  a dependent  position  or  an  elevated  posi- 
tion for  any  length  of  time.  Some  patients  complain  of 
pain  with  the  leg  in  a dependent  position.  So  I suppose 
it  depends  upon  the  patient’s  comfort;  if  he  states  he  is 
more  comfortable  in  one  position  than  another,  let  him 
lake  that  position. 

Herrmann  and  Reid  reported  ten  cases  in  a recent  paper 
with  acute  thrombosis  or  embolism,  all  of  whom  recovered 
without  amputation  after  being  given  Paevex  therapy. 
Of  course,  in  the  past  many  of  these  cases  did  recover 
without  treatment,  but  that  is  a remarkable  record  and 
must  be  interpreted  as  good  results  produced  from  the  use 
of  the  machine. 
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ROENTGEN  THERAPY  IN  INFLAMMATORY  CONDITIONS.* 

William  P.  Gilmer,  M.  D., 

Clifton  Forge,  Va. 


Since  the  early  days  of  X-ray  this  form  of  therapy 
has  been  used  in  inflammatory  lesions.  As  the  in- 
dications for  its  use  become  better  established  and 
the  method  of  application  more  carefully  worked  out 
the  results  become  more  satisfactory.  It  has  now- 
reached  a stage  where  it  unquestionably  should  be 
considered  the  method  of  choice  in  so  far  as  local 
therapy  is  concerned  when  treating  certain  lesions  of 
an  inflammatory-  nature. 

It  is  not  the  purpose  of  this  discussion  to  cover 
fully  as  w'ide  a field  as  the  title  might  indicate.  It 
will  be  based  upon  the  four  inflammatory  conditions 
most  frequently  referred  for  roentgen-ray-  treatment 
in  this  hospital  during  the  past  four  months.  The 
records  have  been  compared  with  those  of  other 
workers  in  this  field  as  to  methods  used  and  results 
obtained. 

In  spite  of  the  fact  that  reports  show  that  good 
results  are  the  rule  rather  than  the  exception  when 
roentgen-rav  treatment  is  properly  used  in  certain  in- 
flammatory conditions,  we  still  find  that  it  is  fre- 
quently not  used  in  cases  which  would  undoubtedly 
respond  most  satisfactorily.  Among  the  reasons  for 
this  the  following  are  probably  important.  Before 
the  know-ledge  of  the  use  of  this  form  of  therapy- 
had  reached  its  present  stage  of  development,  radia- 
tion therapy  w-as  used  in  a large  number  of  cases 
where  it  was  not  indicated.  This  fact  tended  to  make 
the  general  medical  profession  skeptical  as  to  its 
value,  a skepticism  from  which  they  have  not  en- 
tirely recovered.  Another  reason  w-hy  physicians 
hesitate  to  order  X-ray  therapy  for  inflammatory  con- 
ditions may  be  the  feeling  of  aversion  prevalent 
among  the  general  public  because  they  associate  it 
w-ith  the  treatment  used  in  malignancy.  They  do  not 
realize  that  the  dose  used  will  be  only  a very  small 
fraction  of  that  used  in  carcinoma. 

A study  of  the  literature  indicates  that  in  the  early 
days  of  its  use  X-ray  therapy  w-as  given  more  from 
an  experimental  standpoint  than  because  of  definite 
knowledge  as  to  what  changes  take  place  after  radia- 
tion. The  results  even  from  the  very-  first  were 
found  worthwhile  in  a considerable  number  of  cases. 
Gradually,  as  the  effect  is  better  understood,  more  in- 

*Read before  Staff  Meeting,  Chesapeake  and  Ohio  Hos- 
pital, Clifton  Forge,  Va.,  January  13,  1937. 


telligent  use  has  made  roentgen-ray  therapy  a very 
valuable  addition  to  our  therapeutic  measures. 

As  to  the  rationale,  a study  of  reports  of  work 
done  to  determine  the  effect  of  radiation  in  doses 
under  consideration,  shows  that  most  workers  agree 
that  the  beneficial  changes  produced  are  due  largely 
to  acceleration  of  the  natural  processes  of  defense 
w-hich  the  tissues  exert.  It  is  not  felt  that  any  direct 
bactericidal  effect  is  produced.  A rapid  and  sub- 
stantial increase  in  local  blood  supply  is  brought 
about.  Letikocytes  emigrate  in  larger  numbers  to 
an  inflammatory  area  after  radiation.  Even  the 
small  doses  used  cause  an  early  destruction  of 
lymphocy-tes,  it  being  felt  that  substances  liberated 
by  this  destruction  play  a part  in  the  localization 
of  the  inflammatory  process.  Local  alkalinization 
is  also  felt  to  play  a part  in  inhibiting  the  growth 
of  the  causative  organisms. 

It  is  not  within  the  scope  of  this  article  to  discuss 
in  detail  the  methods  of  application,  but  a few  gen- 
eral principles  and  trends  in  methods  will  be  men- 
tioned. If  X-ray  therapy  is  indicated  most  workers 
advise  early  treatment  in  spite  of  the  fact  that  some 
of  the  most  brilliant  results  are  obtained  when  used 
at  a later  period.  The  patient  should  be  given  the 
advantage  of  early  alleviation  of  symptoms  and  de- 
creased probability  of  scarring  which  early  applica- 
tion promises.  In  regard  to  the  dose,  fairly  w-ide 
variation  will  be  found  among  those  using  this  treat- 
ment, but  the  majority  use  between  80r  and  130r 
repeating  after  varying  intervals  when  necessary. 
The  present  tendency  is  toward  smaller  initial  doses. 
Since  penetration  depends  upon  wave  length,  we 
should  vary  the  wave  length  to  suit  the  individual 
case.  As  an  example,  for  an  early  deep-seated  car- 
buncle we  frequently  use  the  following  factors:  140 
Kv.,  50  Cm.  distance,  25  Ma.,  Cu.,  1 A1  filters 
for  five  minutes.  This  gives  us  a dose  of  11  Or  and 
an  effective  wave  length  of  0.20  Au  (half  value  layer 
Cu.  0.470).  This  would  represent  the  maximum  in 
penetration  used  in  the  usual  type  of  case  under 
consideration.  These  factors  are  varied  to  suit  the 
individual  case.  During  the  past  year  we  have 
been  using  a slightly  harder  filtration  for  a certain 
type  of  inflammatory  conditions  and  believe  that  re- 
sults have  been  improved. 
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It  must,  of  course,  be  remembered  that  radiation 
is  only  a part  of  the  treatment  in  any  case.  It  is 
often  the  major  part  in  so  far  as  local  therapy  is 
concerned,  but  the  general  condition  of  the  patient 
must  be  considered.  For  example,  it  would  not  be 
advisable  to  treat  cervical  adenitis  caused  by  badly 
infected  tonsils  without  also  giving  proper  considera- 
tion to  the  source  of  the  infection.  A diabetic  with 
carbuncles  should  be  under  treatment  for  diabetes. 

Our  records  for  the  past  four  months  include  ten 
carbuncles,  nine  cases  of  cervical  adenitis,  four  of 
furunculosis,  and  two  of  cellulitis.  Among  those 
suffering  with  carbuncles,  two  have  no  record  in- 
dicating the  result,  seven  healed  rapidly  without  the 
necessity  of  any  surgical  treatment  except  dressings, 
one  healed  slowly  but  satisfactorily. 

The  cases  of  cervical  adenitis  were  treated  only 
when  the  condition  was  causing  considerable  discom- 
fort or  giving  evidence  that  a suppurative  process 
would  probably  develop.  Eight  out  of  the  nine  cases 
recovered  promptly  without  suppuration.  In  one  the 
results  were  not  completely  satisfactory,  probably  due 
to  unusually  badly  infected  tonsils. 

Three  out  of  the  four  cases  of  furunculosis  made 


a satisfactory  recovery,  the  fourth  did  not  return 
so  that  the  record  is  incomplete.  The  two  cases  of 
cellulitis  in  this  group  made  a rapid  recovery. 

This  report  covers  only  a small  part  of  the  field 
of  usefulness  of  roentgen-ray  therapy  in  inflamma- 
tory conditions.  It  is  intended  only  as  an  illustra- 
tion. Reports  from  other  workers  and  our  own 
records  would  add  a much  larger  number  of  in- 
flammatory conditions  in  which  this  form  of  therapy 
is  of  unquestionable  value. 

References 

1.  Butler,  Frank  E.,  and  Wooley,  Ivan  M.:  Roentgen 

Therapy  in  Chronic  Sinusitis.  Radiology,  23:528, 
November,  1934. 

2.  Garland,  L.  H.:  Roentgen  Treatment  of  Certain 

Types  of  Arthritis.  Radiology,  25:  416-423,  Octo- 
ber, 1935. 

3.  Pfahler,  George  E.,  and  Kapo,  Peter  J.:  Amer.  Jour. 

Roentgenology,  32:  293,  September,  1934. 

4.  Archer,  V.  W.:  The  Roentgen  Ray  Treatment  of 

Subacute  Infections.  Virginia  Medical  Monthly, 
1927,  53-649-651. 

5.  Hodges,  Fred  M.:  Roentgen  Therapy  of  Certain  In- 

fections. Amer.  Jour.  Roentgenology  and  Radium 
Therapy,  1936,  February,  145-155. 


RADIUM  IN  THE  TREATMENT  OF  NON-MALIGNANT 
DISEASES  OF  THE  UTERUS.* 


W.  Lowndes  Peple,  M.  D., 

Richmond,  Va. 


Encouraged  by  the  many  letters  and  "expressions  of 
commendation  by  my  friends  after  the  publication 
of  a little  treatise  on  “The  Treatment  of  Cancer  of 
the  Cervix  with  Radium,”  I am  emboldened  to  set 
forth  in  the  same  simple  manner  our  experiences 
and  results  with  this  same  agent  in  the  non-malig- 
nant  diseases  of  the  uterus.  In  doing  this,  I shall 
endeavor  to  keep  strictly  to  the  clinical  rather  than 
the  theoretical,  to  stick  closely  to  the  known,  and 
to  leave  the  unknown  alone,  and  to  avoid  entirely 
the  controversial. 

In  classification  we  follow  the  gross  pathology 
as  the  basic  factor,  and  when  two  or  more  condi- 
tions exist  in  the  same  patient,  we  use  the  pre- 
dominating condition  to  designate  it  for  our  records. 
When  we  stray  off  among  the  finer  points  of  micro- 
scopic structure,  we  are  apt  to  lose  ourselves,  and 

*Read  at  the  sixty-seventh  annual  meeting  of  the  Med- 
ical Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


become  so  ensnared  in  the  meshes  of  this  engaging 
network  that  we  find  it  difficult  to  get  back  on  safe 
practical  ground  again,  where  the  large  majority  of 
our  friends  are  waiting,  possibly  with  some  im- 
patience for  our  return. 

If  we  leave  out  cancer,  the  puerperal  states,  tumors 
of  the  ovary,  and  certain  inflammatory  conditions  of 
the  tubes  and  ovaries,  there  remains  a well-defined 
group  of  intrinsic  uterine  diseases  which  give  rise 
to  abnormal  uterine  bleeding.  “Too  much,  too  often, 
too  uncertainly,  a little  all  the  time,”  this  is  the 
chief  complaint,  the  clinical  picture.  If  this  condi- 
tion be  allowed  to  go  on  over  long  periods  of  time, 
the  blood  forming  mechanism  grows  tired,  slows 
down  and  finally  strikes.  Then  we  have  an  anemia 
which  one  needs  only  a damp  rag  to  demonstrate, 
for  when  the  cosmetics  come  off  the  pale  blanched 
tissues  beneath  plead  eloquently  for  help.  Abnor- 
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mal  uterine  bleeding  in  patients  who  have  no  in- 
fection, either  active  or  smouldering  pent  up  in  the 
tubes,  wTho  have  no  puerperal  remnants  left  behind, 
no  cancer,  women  with  intrinsic  uterine  pathological 
conditions,  whose  loss  of  blood  must  be  stayed  or 
stopped, — this  is  our  practical  problem,  hers,  yours, 
and  mine. 

All  of  these  cases  fall  in,  or  can  be  placed  in, 
one  of  the  following  classes:  1.  Myopathic  bleed- 
ing in  young  girls  and  spinsters,  a clinical  entity 
fortunately  rare,  with  a pathology  as  vague  as  this 
ingenious  title  would  suggest. 

2.  Endometritis.  (a)  Hypertrophic  glandular, 
(b)  Polypoid.  Again  we  have  a rather  vague  title, 
meaning  an  inflammation,  w'hen  we  really  wish  to 
designate  two  slightly  varying  forms  of  hyperplasia 
of  the  endometrium. 

3.  Fibroid  uterus,  a term  that  means  just  what  is 
intended,  an  organ  in  which  the  fibrous  tissue  has 
gained  ascendency  over  the  muscular  tissue. 

4.  Fibroid  tumor  of  the  uterus.  This  will  em- 
brace all  the  tumor  masses  consisting  of  muscular 
and  fibrous  tissue,  which,  singly  or  in  numbers,  form 
in  any  part  of  the  uterus.  That  rarer  group  of 
adenomyomas  are  included  in  this  group  since  their 
treatment  would  be  the  same. 

5.  The  relaxed  subinvoluted  uterus,  an  organ 
usually  of  many  conceptions  and  not  a few  de- 
liveries, with  inadequate  periods  of  rest  between 
times;  large,  indolent,  relaxed,  as  though  it  hesi- 
tated between  the . normal  and  gravid  states,  and 
wept  blood  over  its  mistreatment  and  neglect. 

Let’s  dispose  of  Number  1,  myopathic  bleeding, 
as  it  has  little  or  no  relation  to  the  other  groups. 
The  literature  contains  descriptions  of  many  such 
cases, — young  girls  who  when  their  menses  are  in- 
augurated simply  bleed  on  as  though  the  mechanism 
had  slipped  a cog  and  knew  no  restraint.  In  former 
times,  many  of  these,  after  curettement,  packing,  and 
all  manner  of  medication  had  failed,  were  subjected 
to  hysterectomy  as  a last  desperate  resort.  In  my 
own  hands  a typical  case  of  this,  in  which  the  hemo- 
globin had  gone  down  to  20  per  cent,  yielded  to 
curettement  and  packing.  Another,  in  which  I was 
consulted  recently,  yielded  to  injections  of  pituitary 
extract.  Such  cases,  though  rare,  seem  ideal  for 
glandular  therapy,  for  they  are  in  the  beginning 
functional  disorders,  the  structural  changes  coming 
later,  after  the  bleeding  and  congestion  have  gone  on 
for  a long  time. 


When  simple  curettement  and  glandular  therapy 
have  failed,  radium  is  definitely  indicated.  It  is 
used  in  minimum  doses,  about  250  to  300  mg.  hrs. 
Polak  reports  thirty-one  such  cases  with  but  one  re- 
quiring a second  application  of  radium.  Almost 
uniformly  these  young  women  returned  to  a regular 
menstrual  life  and  several  have  married  and  borne 
children.  I had  one  such  case  in  a young  spinster. 
After  numerous  curettings  had  failed,  she  was  given 
300  mg.  hrs.  of  radium.  Her  periods  stopped  for  a 
year,  then  recurred  regularly  and  normally.  She 
married  and  bore  a child.  When  last  seen,  many 
years  later,  she  was  approaching  an  early  meno- 
pause. 

Number  2,  endometritis.  Clinically  we  see  this 
condition  anywhere  from  the  thirties  to  the  late 
forties.  The  bleeding  here  is  caused  by  an  abnor- 
mally thickened,  highly  vascular  endometrium,  some- 
times presenting  numerous  new  glands  as  a predomi- 
nating picture,  sometimes  portraying  a polyp-like 
structure.  Microscopically  differing,  these  two  con- 
ditions are  clinically  one. 

When  such  cases  are  curetted,  large  plaques  of 
highly  vascular  mucosa  may  slide  out  around  the 
curette,  giving  the  impression  of  an  extremely  early 
pregnancy.  Sometimes,  the  curette  will  find  a hard, 
grating,  unyielding  base,  and  when  the  membrane 
has  been  removed  there  are  revealed  the  co-existing 
fibroid  changes  in  the  uterine  body  beneath. 

Woe  to  one  who  mistakes  an  acute  or  subacute 
suppurative  condition  for  one  of  this  simple  hyper- 
plastic type!  Radium  plays  havoc  in  such  cases. 
There  will  follow  severe  pain,  fever,  nausea,  vomit- 
ing, and  a tremendous  increase  in  size  of  the  uterus 
which  can  be  felt  as  a tender  mass  rising  above  the 
symphysis.  With  rest  and  time  this  will  usually 
subside  in  from  one  to  three  weeks,  but  one  does  not 
wish  to  encounter  it  a second  time. 

There  are  a number  of  things  that  should  be 
borne  in  mind  in  deciding  upon  the  treatment,  be- 
side the  question  of  stopping  the  bleeding, — the  age, 
the  severity  of  the  anemia,  the  desire  for,  and  the 
physical,  mental,  moral  and  financial  capacity  for 
rearing  children.  In  a very  young  woman  where 
the  anemia  is  not  advanced,  one  might  try  curetting 
even  though  it  may  have  to  be  repeated.  Radium 
in  such  a case  should  be  used  in  small  dosage,  hop- 
ing for  a restoration  of  function  or  even  a future 
pregnancy.  In  an  older  woman,  one  would  use  a 
dose  sufficient  to  push  her  well  into  the  permanent 
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menopause.  Sometimes  in  young  women  with  chil- 
dren, who  are  dependent  upon  their  own  efforts  to 
earn  a livelihood,  we  would  be  justified  in  using  the 
larger  initial  dose  and  having  done  with  it. 

In  the  younger  women,  400  to  600  mg.  hrs.  will 
usually  suspend  the  menstrual  function  from  eight  to 
twelve  months,  and  on  its  return  it  may  become 
normal.  In  the  older  women,  1200  to  1800  mg.  hrs. 
will  usually  stop  the  periods  permanently.  This 
comes  as  a great  relief  to  an  industrious  housewife 
who  has  grown  weary  of  semi-invalidism.  The 
choice  of  treatment  and  the  dosage  is  a question  for 
one  of  experience  and  broad  human  qualities,  for 
there  are  many,  many  factors  beside  the  checking  of 
bleeding  that  enter  into  it. 

The  relaxed  subinvoluted  uterus. — Here  we  have 
a large,  boggy  organ,  usually  lying  in  the  culdesac 
from  its  own  weight  and  flaccidity.  Its  os  is  open. 
It  is  pale  or  yellowish  in  color.  It  bleeds  a little 
almost  all  the  time.  There  is  usually  a thick 
vascular  endometrium  secondary  to  the  stasis  and 
congestion.  Since  these  women  are  usually  older 
and  usually  poor  they  are  curetted  and  given  the 
larger  dose,  1200  to  1800  mg.  hrs.,  to  restore  them 
to  a normal  life  again  as  quickly  as  possible. 

The  fibroid  uterus. — This  is  a definite  clinical 
entity  described  many  years  ago,  about  which  one 
hears  very  little.  Its  pathology  consists  of  marked 
fibroid  changes  in  the  uterine  wall  at  the  expense 
of  the  muscular  tissue.  The  uterus  is  large,  hard 
and  unyielding  with  its  cavity  usually  wide  and 
deep.  We  may  have  associated  with  it  a polypoid 
or  hypertrophic  endometritis,  but  oftener  the  mucosa 
is  more  scant  than  in  the  normal.  There  may  also 
be  menorrhagia,  profuse  periods,  prolonged  periods, 
bleeding  precipitated  by  undue  exertion.  It  happens 
in  the  late  thirties  and  early  forties.  Curettement 
alone  gives  little  or  no  relief.  Irradiation  with  ra- 
dium, 1200  to  1800  mg.  hrs.,  is  usually  the  pro- 
cedure of  choice.  It  is  the  benign  alternative  to 
hysterectomy. 

Fibroid  tumors. — When  irradiation  was  first  used 
in  this  condition,  it  was  freely  predicted  that  it 
would  supplant  surgery.  Then  all  tumors  not  reach- 
ing above  the  umbilicus  were  believed  suitable  for 
this  method  of  treatment.  Gradually  experience  has 
sifted  the  matter  out,  until  today  most  conservative 
men  differ  but  slightly  in  their  advice.  In  young 
women,  when  the  internal  secretion  can  be  preserved, 
or,  even  when  the  sentiment  attached  to  it  is  a real 


factor  in  the  decision,  we  operate.  Tumors  present- 
ing many  nodules  had  best  be  operated  upon. 
Tumors  accompanied  by  cystic  or  inflammatory 
disease  of  tube  or  ovary  are  surgical.  Large 
tumors  fall  to  the  surgeon.  The  ideal  growth  for 
irradiation  is  a non-nodular  globular  growth,  not 
larger  than  a grapefruit,  in  a woman  of  suitable  age, 
say  the  late  thirties  or  early  forties.  Here  we  get 
not  only  a symptomatic  cure  but  a marked  shrink- 
age of  the  growth  as  well.  People  with  large  tumors 
accompanied  by  heart  diseases,  high  blood  pressure 
to  an  extent  that  would  lead  an  experienced  man 
to  call  them  hazardous,  naturally  fall  into  this  group. 
It  is  invaluable  as  a temporary  measure  in  the 
dangerously  anemic  cases,  who  have  lost  too  much 
blood.  By  stopping  this  loss  and  by  the  use  of  trans- 
fusions, such  inoperable  cases  are  made  safely  op- 
erable. The  submucous  nodular  cases  which  some- 
times extrude  their  nodules  into  the  uterine  canal 
are  better  surgical  than  radium  risks.  There  is  a 
real  risk  in  cases  with  subserous  nodules,  that  one 
or  more  of  these  might  actually  drop  off  with  the 
shrinkage  of  the  main  tumor  mass,  and  the  cutting 
down  of  its  blood  supply,  thus  leaving  the  nodule 
as  a foreign  body  in  the  peritoneal  cavity. 

To  sum  up  the  question  of  fibroid  tumors,— 
given  a suitable  tumor  in  a suitable  woman  of  a 
suitable  age,  we  may  expect  a safe  symptomatic  cure 
with  a shrinkage  in  the  growth  of  approximately 
one-third  its  size. 

An  analysis  of  250  cases  treated  by  radium  shows 
the  following  distribution: 

Group  1. — Myopathic  bleeding  in  spinsters.  One, 
age  twenty-five,  cessation  of  menses  for  one  year, 
subsequent  marriage  with  one  normal  child. 

Group  2. — Endometritis.  Total  eighty-seven  cases-. 
Youngest  twenty-two,  oldest  sixty-five,  average  age 
forty-three.  Only  six  had  two  treatments. 

Group  3. — Fibroid  uterus.  Total  ninety-five  cases. 
Youngest,  twenty-three,  oldest  sixty-five,  average  age 
forty-four.  Only  seven  had  second  treatment. 

Group  4. — Fibroid  tumors  of  uterus.  Total  cases 
fifty-five.  Youngest  thirty-two,  oldest  fifty-seven, 
average  age  forty-five.  Seven  required  second  treat- 
ment and  one  required  a third  treatment. 

Group  5. — Relaxed  subinvoluted  uterus.  Total 
cases  twelve.  Youngest  thirty-four,  oldest  fifty-two, 
average  forty-eight  years.  None  required  a second 
application. 

We  have  not  followed  each  of  these  cases  year 
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by  year  as  we  have  the  cancers  of  the  cervix,  but 
a review  of  the  histories  with  the  subsequent  re- 
ports in  most  of  them  has  been  most  gratifying. 
The  fact  that  only  twenty-one  of  the  two  hundred 
and  fifty  had  more  than  one  treatment  shows  that  the 
rather  light  dosage  that  we  use  is  justified.  Our 
position  is  that  we  had  rather  give  just  the  right 
amount  in  two  applications  than  too  much  in  one 
application. 

I am  asked  so  many  questions  by  patients  as  to 
results,  immediate  and  remote,  complications  and 
sequelae  to  be  looked  for,  post-operative  and  post- 
hospital management,  that  I tried  to  formulate  a 
printed  sheet  such  as  we  use  in  other  operative  cases 
on  dismissal.  But,  after  working  diligently,  I con- 
cluded that  no  single  paper  of  reasonable  length 
could  be  made  to  cover  all  such  cases.  The  condi- 
tions and  circumstances  surrounding  them  seemed  to 
demand  individual  instruction  rather  than  the  gen- 
eralizations that  are  found  quite  sufficient  in  the  or- 
dinary surgical  cases. 

The  first  question  and  the  one  oftenest  asked  is, 
“Will  radium  bring  on  the  ‘change  of  life’  and  will 
it  cause  me  to  be  terribly  nervous?”  I always  an- 
swer this  question  by  saying,  “The  use  of  radium, 
X-ray  or  surgery  merely  anticipates  what  nature  has 
in  store  for  you.  You  are  paying  a note  before  it  is 
due.  You  will  have  all  the  symptoms  that  were  to 
be  yours,  just  as  you  would  have  had  them  anyway, 
only  you  take  them  sooner  and  are  sooner  rid  of 
them.” 

Some  women  suffer  severely  with  these  symptoms 
of  sweats,  hot  flushes,  and  steams,  and  some  not  at 
all.  I would  not  recommend  the  ovarian  hormones 
as  a routine,  but  would  reserve  them  for  cases  which 
actually  develop  symptoms.  Here  they  may  prove 
helpful.  The  leucorrhea  which  often  follows  will 
not  prove  worrisome  if  it  is  predicted.  Simple 
douches  will  keep  the  patient  comfortable  until  it 
subsides  which  will  happen  in  a month  or  more. 

When  the  dosage  of  radium  has  been  purposely 
small  or  unexpectedly  inadequate,  the  menstrual 
period  usually  returns  in  from  nine  months  to  a 
year.  It  is  odd  how  closely  it  adheres  to  this  almost 
definite  time  limit. 

“How  long  must  the  patient  be  kept  in  bed  after 
radium  treatment?”  is  another  question  that  is  con- 
stantly asked,  for  it  has  both  a personal  and  an 
economic  bearing.  I think  that  the  minimum  should 
be  one  week,  and  as  much  longer  as  is  required  by 


the  exigencies  of  the  individual  case.  Time  is  re- 
quired for  open  dilated  vessels  to  close  and  for  con- 
gested tissues  to  shrink.  Men  often  ask  and  ex- 
pect too  much  of  the  miraculous  of  this  useful  agent. 
They  condemn  radium  when  it  is  their  own  judgment 
that  is  at  fault.  Give  ample  time  and  rest.  Marked 
structural  changes  that  must  precede  recovery  can- 
not take  place  immediately,  and  injudicious  activity 
may  defeat  a well  planned  and  properly  exetuted 
operative  procedure. 

“What  may  the  patient  expect  as  to  stoppage  and 
recurrence?”  In  the  first  place  let  us  differentiate 
between  flooding  and  bleeding.  When  the  menstrual 
cycle  or  a semblance  of  it  remains,  we  speak  of  the 
excessive  flow  as  flooding, — a normal  function,  great- 
ly augmented,  but  still  persisting.  In  a bleeding 
uterus,  the  patient  has  passed  the  menopause  or  the 
mechanism  governing  the  menstrual  cycle  has  been 
lost.  She  bleeds  at  any  time.  If  a patient  is  flood- 
ing we  should  choose  a time  immediately  after  the 
period  has  stopped,  thus  giving  the  longest  possible 
interval  before  the  next  flooding  spell  is  due.  In  a 
bleeding  patient  we  give  absolute  rest  in  bed  with 
hot  alum  douches  until  the  flow  is  as  nearly  stopped 
as  possible.  At  times  we  have  to  give  it  in  the 
presence  of  active  hemorrhage,  putting  packing  in 
along  with  the  radium  to  staunch  the  oozing,  but 
fortunately  such  cases  are  rare. 

It  is  easier  to  stop  bleeding  than  flooding,  for  in 
the  one  we  deal  with  a congested  uterus  that  bleeds, 
while  in  the  other  we  have  this  plus  the  ovario- 
uterine  mechanism  that  must  also  be  broken  down 
to  attain  this  end. 

In  answer  to  the  question,  “Will  my  periods  stop?” 
my  reply  is,  “Yes,  but  you  may  have  one  very  free 
period  and  even  two  before  this  is  accomplished.” 

“Will  my  bleeding  stop?”  “Yes,  and  the  quieter 
you  keep  the  quicker  it  will  come  about.  Remember 
that  this  is  a slow  acting  agent.  Don’t  be  discour- 
aged if  it  keeps  up  a little  for  four  or  even  six 
weeks.  I have  given  you  an  adequate  dose  and 
if  you  give  it  your  cooperation  we  are  bound  to  get 
good  results.”  In  this  connection  I might  add  that 
the  younger  the  patient  the  stronger  is  she  linked 
with  this  mechanism  which  tends  to  persist  and  sur- 
vive and  revive.  If  we  plan,  for  some  good  reason, 
to  stop  a woman’s  periods  permanently,  a relatively 
larger  dose  must  be  given  to  the  younger  woman. 
For  the  older  woman  close  upon  or  actually  in  the 
stormy  breakers  of  the  menopause,  a relatively 
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smaller  dose  will  safely  pilot  her  into  that  safe  haven 
of  quiet  security,  in  that  peaceful  if  less  exciting 
harbor  of  the  “changed  life.” 

I have  said  very  little  about  the  use  of  X-ray 
in  these  cases.  First,  because  as  the  title  indicates, 
this  is  a paper  on  the  treatment  with  radium.  Many 
of  them  can  just  as  easily  be  handled  by  X-rays. 
In  the  younger  woman  I feel  that  radium  is  less  apt 
10  affect  the  ovarian  function  since  it  is  applied 
from  within,  and  the  whole  uterine  wall  acts  as  a 
screen  to  the  ovaries.  Radium  usually  requires  but 
one  application  and  the  treatment  is  over  in  a few 
days.  The  X-ray  is  spread  out  over  a longer  period 
of  time  with  frequent  visits  to  the  operator.  But 
most  important  of  all,  the  radium  patient  takes  a 
general  anesthetic  which  allows  a complete  pelvic 
examination  with  the  patient  relaxed;  and  above  all 
it  includes  a curettement  for  diagnostic  purposes. 
Occasionally  one  picks  up  a cancer  of  the  body  of 
the  uterus  in  this  way,  a condition  still  regarded  by 
most  men  as  strictly  surgical.  I believe  there  are 
few  roentgenologists  who  would  treat  such  a case 
with  X-ray  if  this  fact  were  known  beforehand.  In 
addition  to  the  routine  curettement,  one  has  the  op- 
portunity of  correcting  many  pelvic  conditions.  I 
have  amputated  the  cervix,  repaired  it  unilaterally 
and  bilaterally.  I have  repaired  the  perineum  and 
done  operations  for  hemorrhoids.  Were  X-ray  used 
in  such  cases  there  would  still  be  the  hospitalization 
and  anaesthesia  or  else  these  needed  operations  would 
go  undone. 

The  ideal  arrangement  for  the  proper  treatment 
of  all  the  conditions  just  described  is  to  have  all 
three  agents,  surgery,  radium,  and  X-ray,  readily 
available  so  that  one  may  choose  in  an  impartial 
unbiased  way  the  proper  method  to  suit  the  needs 
of  each  individual  case. 

In  closing,  I would  like  to  say  that  radium  is  a 
powerful  agent,  and  like  all  powerful  agents  it  may, 
if  misapplied,  prove  a very  dangerous  agent.  It  is 
neither  a styptic  nor  a haemostatic,  nor  a universal 
remedy  for  bleeding  at  the  menopause.  It  is  a 
very  potent  agent  in  the  management  of  certain  well- 
defined  pathologic  conditions  whose  chief  symptom 
is  bleeding,  and  for  these  it  should  be  used  with 
careful  discrimination. 

At  the  risk  of  being  tedious  and  seeming  need- 
lessly elementary,  I have  set  forth  most  of  the  per- 
plexing problems  as  they  have  presented  themselves 
to  us  through  the  years,  and  to  which  I have  found 


a satisfactory  solution  so  far  as  I and  my  con- 
science are  concerned.  If  this  simple  narrative  of 
our  difficulties  and  their  solution  should  prove  help- 
ful to  others,  the  time  and  patience  consumed  in  its 
preparation  will  have  been  well  spent  indeed. 
McGuire  Clinic. 

Discussion 

Dr.  A.  P.  Jones,  Roanoke:  Some  years  ago  when  the 
Surgical  Section  of  the  Southern  Medical  Association  was 
holding  its  meeting,  I was  impressed  by  a sign  in  large 
letters  beside  the  Chairman’s  desk:  “Please  omit  the 
Me-too  discussions.”  If  I adhere  to  that  admonition  I will 
have  nothing  to  say  because  I am  fully  in  accord  with 
Dr.  Peple’s  conception  of  the  place  of  radium  in  the  treat- 
ment of  non-malignant  diseases  of  the  uterus.  I know  of 
no  place  in  which  that  rare  and  essential  quality,  surgical 
judgment,  is  more  needed  than  in  the  care  of  these  patients. 

To  take  up  the  different  types  of  condition  as  he  out- 
lined them: — the  young  girl  who  bleeds  excessively  in  spite 
of  currettement,  packing,  etc. — and  in  that  case  we  are 
still  looking  in  vain  to  our  friends,  the  endocrinologists,  for 
a solution  of  the  problem — it  is  much  better  to  give  too 
little  than  too  much  because  you  can  try  again.  In  several 
such  cases  I have  seen  excellent  results. 

I recall  one  girl  of  eighteen  who  had  bled  continuously 
since  the  onset  of  her  menses.  Her  hemoglobin  was  re- 
duced to  28  per  cent.  Something  had  to  be  done.  Her 
periods  were  stopped  for  something  like  nine  months  by 
the  use  of  radium,  and  when  they  returned  were  perfectly 
normal  and  have  remained  normal. 

The  age  factor  is  of  great  importance.  In  excessive 
bleeding  at  or  near  the  age  of  the  menopause,  radium  acts 
like  a charm  and  leaves  nothing  to  be  desired,  provided 
we  can  rule  out  an  underlying  malignancy.  When  we 
consider  fibroid  tumors  the  problem  is  more  perplexing. 
In  a woman  below  thirty-five  years  of  age,  paradoxical 
though  it  may  sound,  hysterectomy  is  more  conservative 
than  the  use  of  radium  because  the  ovaries  can  be  saved. 
I,  therefore,  prefer  to  reserve  radium  in  the  treatment 
of  fibroids  for  those  cases  in  which  there  is  some  consti- 
tutional disease  which  would  render  hysterectomy  unusu- 
ally dangerous. 

It  seems  to  me  that  in  the  past  eight  or  ten  years  the 
contraindications  to  the  use  of  radium  tend  to  increase 
rather  than  to  decrease.  I recall  one  patient  with  a small 
uterus  with  excessive  bleeding  in  which  the  diagnosis  of 
submucous  fibroid  had  been  made.  Radium  was  applied 
by  an  excellent  gynecologist.  I saw  her  one  month  later 
with  a profuse  purulent  discharge  from  the  uterus,  high 
temperature  and  high  leucocyte  count.  A hysterectomy 
seemed  the  only  answer  to  the  problem.  When  we  came 
to  examine  the  uterus  a small  necrotic  submucous  fibroid 
was  found.  A radium  tube  had  been  placed  alongside  the 
pedicle  and  destroyed  the  blood  supply,  so  that  necrosis 
was  inevitable. 

Another  experience:  Radium  was  applied  in  the  case 
of  a woman  forty-five  years  of  age,  who  was  bleeding 
excessively.  Currettement  ruled  out  any  intra-uterine  le- 
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sion,  and  there  was  no  great  enlargement  of  the  uterus 
and  it  seemed  just  the  type  in  which  radium  works  so 
beautifully.  Unfortunately,  we  lighted  up  an  unsuspected 
tubal  infection — another  complication  which  must  always 
be  borne  in  mind. 

In  conclusion,  I wish  to  thank  Dr.  Peple  for  the  charm- 
ingly presented  paper.  No  one  expresses  himself  better 
than  he  does. 

Dr.  J.  Bolling  Jones,  Petersburg:  It  will  be  my  pleasure 
to  read  the  main  body  of  this  paper  another  time;  I have 
never  heard  a paper  that  I felt  was  more  valuable.  I 
think  it  is  generally  impressed  upon  medical  men  and  sur- 
geons that  when  we  consider  radium  we  connect  it  nat- 
urally with  cancer.  That  is  what  we  see  every  day,  arti- 
cles on  the  treatment  of  cancer  with  radium.  I cannot  re- 
call seeing  a paper  devoted  entirely  to  the  use  of  radium 
in  non-malignant  disease  of  the  pelvis  of  women.  Conse- 
quently, I think  Dr.  Peple’s  paper  is  extremely  valuable  to 
us. 

In  looking  over  my  own  work,  I had  a statistician  go 
back  as  long  as  five  years — we  have  been  using  radium 
for  fifteen  years — and  I found  in  the  past  five  years  the 
application  of  radium  12+  times.  In  that  number  of  times, 
there  were  sixty-one  patients  for  non-malignant  disease; 
the  other  applications,  making  fifty-nine,  were  for  cancer 
of  the  uterus.  I would  say  the  applications  of  radium  in 
the  cancer  cases  would  certainly  be  two  or  three  treat- 
ments, which  would  make  in  the  last  five  years  the  use  of 
radium  in  the  non-malignant  uterine  cases  in  the  propor- 
tion of  two  to  one.  Yet,  you  will  not  see  anything  like  the 
discussion  of  it  that  we  do  in  regard  to  cancer. 

I want  to  read  what  Dr.  Peple  left  out.  To  me,  it  is 
especially  wonderful  to  women  at  both  ends  of  their  men- 
strual life,  especially  the  case  of  the  young  girl,  who  after- 
wards married  and  bore  a child. 

In  my  practice  we  have  used  radium  on  two  young 
women;  it  was  used  after  the  use  of  all  the  other  remedies 
had  failed.  We  postponed  the  menstrual  flow  for  eight 
or  nine  months,  and  it  was  followed  by  marriage  and  preg- 
nancy. 

The  next  and  more  spectacular  use  is  at  the  other  end 
of  the  menstrual  life,  in  the  forties,  wh  m the  women  are 
on  the  borderline  of  the  menopause  anyway  and  the  cases 
do  not  require  as  much  thought  as  in  the  younger  subjects. 

As  to  the  use  of  radium  in  fibroids,  I do  not  use  it  as 
much  as  I used  to  do,  because  I wish  to  preserve  the  ovarian 
function.  Most  of  these  women  have  bled  until  they  are 
bad  surgical  risks.  Give  them  112  milligram  hours. 

One  of  the  most  beautiful  things  about  radium,  as  com- 
pared with  X-ray,  is  that  whereas,  in  these  sixty-one  cases 
that  I have  run  over  in  my  own  work  in  the  last  five  years, 
there  has  been  only  one  application  of  radium  in  the  series, 
the  element  accomplished  what  it  was  used  for,  and  put 
the  patient  in  such  shape  that  ultimate  surgery  could  be 
done  with  safety. 

Dr.  Wright  Clarkson,  Petersburg:  Dr.  Peple’s  paper 
is  on  a most  important  subject  and  I enjoyed  it  immensely. 
My  remarks  will  not  be  made  with  any  intention  of 


criticizing  the  good  work  of  Dr.  Peple,  but  rather  with 
the  desire  of  calling  attention  to  certain  recent  advances 
in  radiotherapy. 

The  proper  treatment  of  either  benign  or  malignant 
diseases  of  the  uterus  is  absolutely  dependent  upon  a very 
close  cooperation  between  the  surgeon,  the  pathologist  and 
the  radiologist,  for,  as  Dr.  Peple  has  said,  many  of  these 
conditions  should  be  treated  by  irradiation,  and  mar- 
velous improvements  are  being  developed  in  radiotherapy. 

The  physical  properties  and  the  biological  effects  of 
gamma  rays  of  radium  and  of  very  short  wave  length 
roentgen  rays  are  identical,  and  roentgen  irradiation  in 
these  conditions  offers  many  advantages  over  the  use  of 
radium. 

One  of  the  most  important  things  in  treating  these  con- 
ditions is  to  do  the  patient  no  harm.  At  the  Curie  Insti- 
tute in  Paris,  Dr.  Coutard  emphasizes  the  importance  of 
giving  external  (roentgen)  irradiation  as  the  first  act. 
Many  cases  of  cancer  of  the  uterus  occur  in  women  well 
under  the  age  of  thirty  and  we  should  remember  that  can- 
cer rarely  kills  by  direct  extension  but  by  metastases  to 
deep-seated  vital  areas. 

To  differentiate  the  malignant  from  the  benign  conditions 
of  the  uterus,  with  any  degree  of  certainty,  is  absolutely 
impossible  until  some  of  the  diseased  tissue  has  been 
secured  and  examined  under  the  microscope.  We  know 
that  the  dilatation  and  curettage  of  a malignant  uterus 
for  the  purpose  of  securing  tissue,  or  for  the  purpose  of 
implanting  radium  therein,  frequently,  if  not  always, 
squeezes  cancer  cells  into  the  circulation.  We  also  know 
that  this  danger  may  be  avoided  by  giving  roentgen  irrad- 
iation prior  to  the  diagnostic  curettage,  because  the  ex- 
ternal irradiation  will  so  devitalize  the  cancer  cells  that 
they  will  not  live  if  carried  to  a new  area. 

If,  after  the  curettage,  the  condition  proves  to  be  benign, 
no  other  irradiation  will  be  necessary.  If  the  disease  is 
found  to  be  malignant,  further  external  irradiation,  prop- 
erly administered,  will  be  far  more  efficacious  than  the 
application  of  radium.  However,  it  is  usually  wise  to 
follow  the  roentgen  irradiation  by  radium  therapy  in 
treating  inoperable  malignancies  of  the  body  of  the  uterus, 
for  the  combination  gives  better  results  than  the  use  of 
roentgen  irradiation  alone. 

Another  distinct  advantage  of  roentgen  irradiation  over 
radium  therapy  in  treating  benign  or  malignant  conditions 
of  the  uterus  is  the  fact  that  roentgen  therapy  can  be  used 
in  cases  complicated  by  infection.  It  is  not  necessary  to 
traumatize  the  uterus  nor  to  interfere  with  the  discharge 
of  infected  material.  Roentgen  ray  greatly  benefits  in- 
fections and  it  may  be  administered  without  the  necessity 
of  hospitalizing  the  patient. 

Dr.  J.  L.  Rawls,  Norfolk:  There  is  one  remark  of 
Dr.  Peple’s  that  I want  to  emphasize  by  giving  you  the 
history  of  two  cases  I have  seen  within  the  last  ninety 
days.  He  said  if  you  could  exclude  tubal  infection  and 
cancer,  radium  is  the  choice  treatment.  These  two  cases 
demonstrate  that  question. 

One  of  these  women  I have  had  under  observation 
since  1917,  for  excessive  uterine  bleeding.  When  she  first 
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came  to  me  she  was  a single  girl  in  her  early  twenties. 
She  was  curetted  at  that  time.  She  afterwards  married 
and  had  an  ectopic  pregnancy.  At  the  operation  it  was 
found  that  she  had  a small  fibroid  in  the  fundus  of  the 
uterus  which  was  not  disturbed.  She  made  an  uneventful 
recovery  from  the  operation  but  continued  to  have  exces- 
sive uterine  bleeding;  and,  in  1923,  she  was  given  500 
mgm.  hours  of  radiation.  I have  seen  her  off  and  on 
since  that  time  and  she  has  always  given  the  story  of 
excessive  and  prolonged  menstrual  bleeding.  Since  1930, 
she  has  been  bleeding  quite  freely  and  has  come  in  from 
time  to  time  for  a check  up.  These  examinations  showed 
that  the  fibroid  was  slowly  enlarging.  She  came  in  in 
August,  1936,  and  stated  that  she  was  bleeding  con- 
tinuously and  that  she  had  made  up  her  mind  to  submit 
to  a hysterectomy  which  had  been  advised  for  some  time. 
She  is  now  in  the  forties  and  has  been  forced  to  wear  a 
menstrual  dressing  every  day  for  six  months.  At  the 
operation  a fibroid  was  found  in  the  fundus  of  the  uterus 
and  just  below  it  a second  tumor  which  had  begun  to 
invade  the  broad  ligament.  This  second  tumor  proved 
to  be  an  adeno-carcinoma. 

The  other  woman  came  to  the  hospital  at  the  age  of 
fifty.  I had  seen  her  two  years  ago  with  a forty-eight- 
hour-old  ruptured  appendix.  The  appendix  was  removed 
and  drainage  was  instituted.  She  was  quite  heavy  and 


the  abdominal  wound  became  infected  and  she  developed 
a ventral  hernia.  Several  small  fibroids  were  felt  in  the 
uterus  at  the  time  of  the  operation,  and  she  told  me  that 
she  had  been  advised  to  have  deep  X-ray  therapy  for 
excessive  menstrual  bleeding.  She  came  in  a few  days 
ago  and  told  me  that  she  was  now  bleeding  continuously 
and  would  like  to  have  radiation  to  stop  it.  She  pre- 
ferred radium.  I suggested  that  she  have  a hysterectomy 
done  and  her  ventral  hernia  repaired  which  she  refused. 
When  we  introduced  a sound,  preliminary  to  introducing 
the  radium  capsule,  some  granular  looking  material  oozed 
out  which  did  not  resemble  hyperplastic  endometrium. 
This  sectioned  adeno-carcinoma. 

We  had  planned  to  give  her  twenty-four  hundred  mgm. 
hours  of  radiation,  but  we  ran  it  up  to  thirty-six  hundred. 
We  now  contemplate  doing  a hysterectomy  and  repairing 
her  hernia. 

Both  of  these  cases  have  been  under  observation  for  a 
number  of  years  for  excessive  and  prolonged  menstrual 
bleeding,  but  the  significant  thing  is  that  now  they  have 
lost  the  periodicity  of  their  bleeding.  So  when  a patient 
comes  in  with  such  a history  as  theirs  we  must  be  careful 
to  exclude  all  possibility  of  malignancy  before  using  just 
a sufficient  amount  of  radiation,  either  X-ray  or  radium, 
to  cure  a benign  lesion. 


HEMIHYPERTROPHY, 

A Case,  Probably  Acquired,  Associated  with  Pituitary  Tumor.* 


Frank  A.  Stricki.er,  M.  D., 
Radford,  Va. 


Congenital  hemihypertrophy  is  rare,  there  being 
only  eighty-four  cases1  reported  of  complete  hemi- 
hypertrophy, but  acquired  hemihypertrophy  has  not 
been  described.  Many  theories2  have  been  offered 
to  explain  the  etiology  of  the  congenital  type.  The 
outstanding  ones  are;  (1)  glandular  dysfunction, 
particularly  hyperpituitarism;  (2)  increased  blood 
supply  to  one  side  of  the  body  due  to  some  vaso- 
motor abnormality;  (3)  an  abnormality  of  the  nerve 
supply,3  the  theory  of  which  is  substantiated  in  part, 
by  several  reported  cases  of  neurofibromatosis  with 
enlargement  of  an  extremity;  (4)  an  embryologic4 
developmental  abnormality;  (5)  more  recently  a 
deviation  from  the  normal  process  of  twinning.5  The 
last  two  are  obviously  not  applicable  to  the  acquired 
type. 

The  present  case  is  being  reported  because  it  is 

*From  the  Department  of  Neurology  and  Psychiatry, 
University  of  Virginia  Hospital,  University,  Virginia. 

Read  at  the  sixty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


believed  to  be  the  first  description  of  what  seems 
to  be  acquired  hemihypertrophy.  An  associated 
pituitary  tumor  is  the  potential,  but  not  the  proven 
cause. 

Case  Report 

This  forty-eight  year  old  white  man  came  into 
the  clinic  on  January  18,  1935,  complaining  of 
abnormal  growth  of  the  right  half  of  the  body, 
right  sided  numbness  and  weakness.  He  said  that 
his  trouble  began  in  1930  but  had  only  been  notice- 
able to  others  for  the  past  year.  Until  the  present 
illness  began,  he  had  always  been  w?ell  and  active 
except  for  a ruptured  appendix  in  1918.  Since  that 
time  he  has  had  numbness  in  his  right  lower  quad- 
rant, and  thinks  that  the  operation  had  something 
to  do  with  his  present  condition.  In  1929  he  began 
having  attacks  of  numbness  and  weakness  in  the 
whole  right  side  of  his  body.  The  condition  seemed 
to  progress  and  later  on  in  the  year  he  occasionally 
had  severe  “catching-like”  pains  in  his  right  hip. 
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During  the  Spring  of  1930  he  first  noticed  that  his 
right  leg  was  slightly  longer  than  the  left,  but  this 
was  not  noticeable  in  his  gait  until  one  year  ago. 
In  1932  he  went  to  a government  hospital  because 
of  pain  in  the  right  arm,  and  a diagnosis  of  neuritis 
was  made.  Since  that  time  he  has  had  a tremor 
of  the  right  hand  accentuated  by  w-ork  and  fatigue. 
He  has  not  been  able  to  work  regularly  because  of 
weakness,  numbness,  and  tremor  of  the  right  hand. 
During  the  past  year  the  progression  of  the  above 
symptoms  has  been  quite  rapid  and  the  increase  in 
the  size  of  the  right  half  of  his  body  has  been 
quite  noticeable  to  himself  and  to  others.  His  gait 
has  become  more  and  more  awkward  due  to  length- 
ening of  his  right  leg.  He  has  also  noticed  that  his 
right  shoe  pinches  his  foot.  At  present  he  can 
hardly  do  his  daily  chores  because  of  weakness  of 
the  entire  right  side. 

This  history  was  accepted  with  considerable  hesi- 
tancy, but  it  was  corroborated  from  several  sources. 
First,  several  reliable  citizens  from  the  patient’s  com- 
munity say  that  his  present  condition  has  recently- 
developed.  Second,  his  physical  examination  done 
at  the  time  of  his  enlistment  into  the  Army  in  1917 
did  not  reveal  any  developmental  abnormalities.  The 
following  statement  is  quoted  from  his  enlistment 
record:  “He  was  found  physically  qualified  for 
military  service  with  the  following  defects  noted; 
three  missing  teeth.”  Third,  a physician  of  this  city- 
examined  him  in  1930  and  no  note  of  asymmetry 
was  made  in  his  office  record.  He  also  saw  the 
patient  while  in  the  hospital  and  stated  that  he  was 
quite  certain  that  he  did  not  overlook  such  an 
asymmetry  of  extremities.  Fourth,  he  was  ex- 
amined at  the  Portsmouth  Naval  Hospital  in  June, 
1932,  and  a diagnosis  of  neuritis  of  the  right  arm 
was  made.  The  following  quotation  from  a report 
of  this  examination  indicates  that  the  extremities 
were  carefully  examined:  “Biceps  and  triceps  re- 
flexes of  right  arm  absent — circumference  of  right 
biceps  three-fourth-inch  less  than  left — grip  of  right 
hand  very  much  lessened.”  From  the  above  data 
we  can  conclude  that  the  extremities  did  not  show 
enough  asymmetry  to  be  detected  by  a physical  ex- 
amination as  late  as  1932. 

On  general  inspection  the  patient  appeared  to  be 
a healthy,  large  man  (height  72  inches,  weight  170 
lbs.)  with  prominent  rough  features  and  obvious 
asymmetry  of  the  two  sides  of  the  body.  Except 
for  asymmetry  there  were  no  outstanding  physical 


abnormalities.  The  right  side  of  the  face  looks 
larger  than  the  left,  but  this  is  more  apparent  than 
real  because  of  the  deviation  of  the  nose  to  the  left. 
However,  the  greatest  distance  between  the  supra- 
orbital and  infra-orbital  ridges  was  0.5  cm.  greater 
on  the  right,  which  was  the  only  facial  measurement 
that  could  be  made  with  any  degree  of  accuracy-. 
The  right  arm  was  2.1  cm.  longer  than  the  left 
and  the  right  leg  was  3.5  cm.  longer  than  the  left. 
(See  Table  No.  1).  The  circumferences  of  the 

Table  No.  1 

Body  Measurements  T l 

Right-  Left- 

cm.  cm. 

Greatest  distance  between  infra-orbital  and 


supra-orbital  ridges  4.0  3.5 

Length  of  clavicle  25.0  24.0 

Length  of  arm  in  adduction  from  acromion 

process  to  internal  epicondyle 38.5  37.5 

Length  of  arm  from  internal  epicondyle  to 

styloid  process  of  ulna 31.8  30.5 

Length  of  middle  finger  from  metacarpophal- 
angeal joint  to  end  of  finger 13.2  12.2 

Length  of  arm  from  acromion  process  to  end 

of  middle  finger ’ 87.5  85.4 

Length  of  leg  from  anterior  superior  iliac 

spine  to  internal  condyle  of  femur 52.2  51.0 

Length  of  leg  from  internal  condyle  of  femur 

to  internal  malleolus 48.5  46.8 

Length  of  leg  from  anterior  superior  iliac 

spine  to  internal  malleolus 101.0  97.5 

Length  of  foot  from  tip  to  heel  to  tip  of  great 

toe  27.5  26.3 

Circumference  of  arm  at  insertion  of  deltoid  25.3  27.0 

Circumference  of  arm  midway  between  in- 
ternal epicondyle  and  styloid  of  ulna 24.3  24.3 

Circumference  of  arm  at  wrist 18.0  17.4 

Circumference  of  hand  at  metacarpopha- 
langeal joints 22.9  21.8 

Circumference  of  leg  12  cm.  above  patella  45.0  46.5 

Circumference  of  leg  18  cm.  below  patella  37.0  38.3 

Circumference  of  foot  at  center  of  long- 
itudinal arch 28.8  28.8 


right  arm  and  leg  in  muscular  portions  were  less 
than  on  the  left,  probably  residual  effects  of  the 
trouble  the  patient  had  with  his  right  arm  and  leg 
while  in  the  Naval  Hospital  in  1932.  His  gait  was 
quite  awkward  and  his  pelvis  tilted,  producing 
scoliosis  to  the  right.  The  facial  features  were 
slightly  acromegalic  and  the  fingers  of  each  hand 
spatulated.  Several  fibromata  mollusca  were  noticed 
over  his  body.  There  was  a “cafe  au  lait”  spot 
four  centimeters  in  diameter  over  the  lateral  aspect 
of  the  left  hip.  Skin  marking  seems  to  be  charac- 
teristic of  congenital  hemihypertrophy.2 
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Neurological  examination  revealed  a coarse  tremor 
and  weakness  of  the  right  hand.  Subjectively,  the 
right  leg  was  also  weak  but  no  objective  weakness 
could  be  demonstrated.  There  was  some  diminu- 
tion of  tactile,  temperature,  position,  and  vibratory 
senses  over  the  right  side  of  the  body  with  a com- 
plete loss  of  pain  which  seemed  to  be  an  hysterical 
phenomenon.  Visual  fields  were  normal.  His  in- 
telligence quotient  was  70  per  cent  by  the  Simon- 
Binet  test. 

RoXitine  blood  and  urine  studies  were  normal. 
Wassermann  was  negative.  The  glucose  tolerance 
test  was  within  normal  limits.  The  B.M.R.  was 
minus  six.  Roentgenograms  of  the  skull  were  in- 
terpreted as  follows:  “The  sella  turcica  presents  a 
very  peculiar  appearance  in  that  the  posterior 
clinoids  are  bent  back  with  a partial  erosion  of  the 
posterior  clinoid  on  the  left.  The  anterior  clinoid 
on  the  left  is  slightly  eroded.  Conclusion : The 
findings  noted  in  the  sella  are  consistent  with  an 
intrasellar  tumor.” 


Table  No.  2 

X-ray  Measurements  Right  Left 

cm.  cm. 

Index  finger — total  length  of  phalanges 9.8  9.5 

Middle  finger — total  length  of  phalanges 11.1  10.5 

Ring  finger — total  length  of  phalanges 10.9  10.3 

First  metatarsal  8.3  8.1 

Fifth  metatarsal  9.2  8.9 

First  phalanx  of  great  toe 3.9  3.8 

Crest  of  ilium  to  upper  border  of  acetabulum  16.0  15.6 

Transverse  diameter  of  ilium 15.0  14.0 

X-rays  of  the  right  humerus,  right  lower  arm, 


hands,  pelvis,  right  femur,  right  lower  leg  and  feet 
were  taken,  but  no  abnormalities  were  noted,  other 
than  differences  in  length.  The  X-ray  films  were 
too  short  to  permit  comparative  measurements  of  the 
long  bones.  Table  No.  2,  however  shows  the  com- 
parative measurements  of  the  shorter  bones. 

Deep  X-ray  therapy  over  the  pituitary  was  recom- 
mended but  the  patient  elected  to  go  home  and  has 
not  returned. 
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Photograph  of  patient.  Left  heel  is  elevated  2 cm.  Note  that 
right  knee  is  above  left. 


Comment 

A case  of  complete  hemihypertrophy  is  presented 
with  evidence  that  it  is  acquired  and  not  congenital. 
The  only  evidence  of  possible  etiological  signif- 
icance was  a pituitary  tumor,  demonstrated  by  X-ray, 
with  suggestive  acromegalic  changes  more  marked 
on  the  right.  No  effort  is  made  to  explain  the 
possible  cause  and  effect. 


Discussion 

Dr.  Hugh  II.  Trout,  Roanoke:  Someone  has  very  well 
said,  “Beware  of  the  man  with  only  one  case.”  When  a 
man  gets  up  to  discuss  the  paper  of  another  man  who  has 
reported  only  one  case,  and  he  has  never  had  a case,  you 
know  what  conclusions  to  draw.  The  only  reason  I have 
for  discussing  this  paper  is  that  Dr.  Strickler  is  a former 
house  officer  of  ours  and  has  gotten  in  the  habit  of  asking 
me  to  discuss  his  reports. 
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I think  one  of  the  worst  tragedies  that  can  happen  to  a 
man  who  has  worked  out  a case  as  well  as  this  one  has 
been  worked  out  is  not  to  have  the  treatment  carried  out. 
It  is  very  unfortunate  that  this  patient  did  not  return  for 
his  X-ray  treatment.  Had  it  been  carried  out,  we  should 
have  learned  something  about  unilateral  growth,  partic- 
ularly as  associated  with  tumor  of  the  pituitary.  Espe- 
cially would  this  have  been  valuable  at  the  present  time, 
when  we  are  so  interested  in  tumors  of  different  parts 
of  the  body,  and  especially  their  response  to  irradiation. 

As  many  of  you  know,  Dr.  George  W.  Crile  has  recently 
returned  from  a hunting  trip  in  Africa.  His  experiences 
are  delightfully  told  by  his  wife  in  a book  “Airways  to 
an  Africal  Jungle  Laboratory.”  In  that  Africal  Jungle 
Laboratory  members  of  the  expedition  dissected  a great 
many  animals  and  what  they  were  particularly  interested 
in  was  the  relationship  of  the  size  and  character  of  the 
pituitary  with  the  size  of  the  animal. 

Since  Dr.  Strickler  asked  me  to  discuss  his  paper,  I have 
had  an  opportunity  to  ask  Dr.  Crile  if  he  had  seen  any 
unilateral  hypertrophy  in  animals  that  could  have  been 
attributed  to  disturbance  of  the  pituitary.  He  had  not 
seen  any.  Mrs.  Crile  tells  most  entertainingly  about  Dr. 
Crile  trying  to  locate  the  thyroid  in  the  giraffe.  He  finally 
found  it  high  up  in  the  neck  and  close  to  the  hyoid  bone, 
far  away  from  the  sternum. 

Dr.  David  C.  Wilson,  University  of  Virginia:  This  pa- 
tient came  back  in  the  University  Hospital  in  September, 
1936.  He  was  referred  by  the  Social  Service  Department 
because  of  his  behavior.  Apparently,  he  had  terrified 
his  community.  His  appearance  was  so  grotesque  and  his 
temper  so  fierce,  especially  when  he  was  drinking,  that 
every  one  was  afraid  of  him.  We  really  had  him  in  the 
hospital  to  decide  whether  he  should  be  committed  or  not. 

At  that  time  his  right  side  was  found  to  be  even  larger 
than  on  previous  examination;  his  tremor  was  more 
marked;  the  visual  fields  showed  a more  marked  defect. 
We  found  that  while  in  the  hospital  his  behavior  was  quite 
good.  His  basal  metabolic  rate  was  studied.  X-rays  taken 
at  that  time  showed  no  further  change  in  the  sella.  His 
blood  sugar  studies  • suggested  an  involvement  of  the 
pituitary. 

Finally  then,  we  have  here  a very  valuable  paper  be- 
cause of  two  facts;  first,  a description  of  hemihypertrophy 
which  is  acquired  and,  second,  because  this  hemihyper- 
trophy is  apparently  connected  with  a pituitary  disorder. 

Dr.  James  W.  Hunter,  Norfolk:  Some  years  ago,  in 
conjunction  with  Dr.  Magruder,  of  Norfolk,  a study  was 
undertaken  by  Dr.  L.  T.  Royster,  or,  rather,  I should  say 
that  Dr.  Magruder  and  I did  the  work  and  Dr.  Royster 


studied  the  cases.  We  kept  records  of  350  children  and 
analyzed  the  pituitaries.  We  came  to  the  conclusion, 
finally,  that  there  was  nothing  very  much  in  it,  the  same 
conclusion  that  had  been  reached  by  Dr.  Moore,  of  the 
Mayo  Clinic,  some  time  before.  It  would  be  most  interest- 
ing in  this  case,  as  there  is  a special  roentgen  pathology 
in  pituitary  tumors,  which  is  not  here  present.  I have  seen 
a large  number  of  pituitary  tumors.  These  were  referred 
to  me  by  Dr.  H.  L.  Myers,  of  Norfolk,  and  operated  upon 
by  Dr.  Dandy,  of  Baltimore.  It  is  usually  found  that  the 
normal  pituitary  in  the  adult  will  measure  from  ten  to 
twelve  millimetres  in  length  and,  usually,  about  eight 
millimetres  in  depth,  with  an  interclinoid  space  of  about 
four  millimetres. 

Dr.  Strickler  did  not  give  us,  as  I recall,  the  size  of 
this  sella.  To  look  at  it,  one  would  come  to  the  con- 
clusion that  this  sella  is  a little  small  and  that  there  has 
been  a deposit  of  lime  salts  on  the  clinoid.  The  doctor 
also  did  not  give  us  the  field  of  vision. 

I wish  to  say  that  I personally  am  not  convinced. 

The  speaker  would  call  attention  to  an  article  published 
by  him  in  the  Virginia  Medical  Monthly,  January,  1922, 
“Adenoma  of  the  Pituitary:  Report  of  Five  Cases.” 

Dr.  J.  S.  DeJarnette,  Staunton:  The  pituitary  feeds  the 
whole  body,  doesn’t  it?  For  instance,  if  you  take  out  one- 
half  of  the  thyroid,  the  other  half  of  the  thyroid  will  take 
care  of  the  whole  body,  will  it  not? 

Dr.  Strickler:  Yes,  sir. 

Dr.  DeJarnette:  Then  why  do  you  think  that  injury  to 
one-half  of  the  pituitary  will  cause  this  enlargement  of 
one-half  of  the  body? 

Dr.  Strickler:  I do  not  think  that. 

Dr.  Strickler,  closing  the  discussion:  I thank  everybody 
for  the  discussion.  I agree  with  Dr.  Hunter.  I am  not 
convinced  myself  so  far  as  the  X-ray  is  concerned.  Of 
course,  the  man  is  still  living  and  getting  along  very  well 
after  a year  and  a half,  so  far  as  I know.  He  has  become 
a behavior  problem,  but  that  may  have  been  due  to  his 
bonus.  The  skull  plates  show  up  very  well  in  the  stereo- 
scope. That  is,  the  erosion  of  the  sella,  if  the  technic  is 
correct,  shows  up  very  well  in  the  stereoscope.  The  sella 
does  not  look  very  large.  I did  not  hear  all  of  your  dis- 
cussion. 

Dr.  Hunter:  You  ought  to  have  the  eye-grounds,  I 
think,  Doctor. 

Dr.  Strickler:  Visual  fields  were  normal  and  the  eye- 
grounds  were  normal. 

I do  not  know  that  it  is  of  any  help  to  report  the  case, 
but  I thought  I would  report  it  and  let  everybody  think 
what  they  wish. 
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DEFICIENCY  DISEASE  THE  RESULT  OF  INTERFERENCE  WITH 
ABSORPTION  FROM  THE  GASTRO-INTESTINAL  TRACT: 

CASE  REPORTS.* 


T.  Dewey  Davis,  M.  D., 

Richmond.  Va. 


During  the  past  twenty  years  remarkable  prog- 
ress has  been  made  in  the  study  of  those  diseases 
which  result  from  a lack  of  some  constituent  in  the 
diet  or  from  improper  utilization  of  material  which 
has  been  ingested.  The  literature  is  replete  with 
brilliant  disclosures  in  the  vitamin  field  and  we 
have  at  number  of  well  recognized  syndromes  which 
can  with  certainty  be  ascribed  to  insufficiency  of  one 
of  these  remarkable  substances.  The  outstanding 
contributions  of  Minot  and  his  co-workers  have 
shown  that  certain  organs,  notably  the  liver,  contain 
materials  which  bring  about  maturation  of  red  cells 
and  restoration  of  the  normal  blood  count  in  per- 
nicious anemia.  Castle,  delving  still  deeper  into  the 
problem,  has  demonstrated  that  in  pernicious  anemia 
and  certain  of  the  other  macrocytic  anemias  a factor 
which  he  calls  the  X-factor  is  absent  in  the  gastric 
secretions  of  these  individuals.  The  lack  of  this 
factor  interferes  with  the  proper  utilization  of  cer- 
tain protein  constituents  of  the  normal  diet  and  thus 
permits  the  development  of  the  bone  marrow  diffi- 
culty in  pernicious  anemia.  He  calls  this  g con- 
ditioned deficiency. 

It  has  been  long  known  that  glossitis  and  lingual 
atrophy  are  common  developments  in  pernicious 
anemia.  Also,  it  is  recognized  that  these  tongue 
changes  may  antedate  the  typical  blood  picture  by 
months  or  years.  They  commonly  occur  in  so-called 
idiopathic  hypochromic  anemia,  and  all  of  you  are 
familiar  with  the  beefy  red,  denuded  tongue  of  pel- 
lagra and  sprue.  Commonly,  we  see  a glossitis  in- 
distinguishable from  the  above  in  individuals  whose 
nutrition  is  interfered  with  by  serious  operations, 
debilitating  infectious  diseases,  malignancies  and 
mental  disorders,  though  these  may  not  exhibit  any 
characteristic  blood  changes.  Cases  of  a deficiency 
syndrome,  even  with  macrocytic  anemia,  have  been 
reported  secondary  to  chronic  intestinal  ulceration 
or  obstruction,  the  deficiency  being  the  result  of  dis- 
turbed absorption  of  certain  necessary  food  factors. 

*Because  of  late  hour,  author  requested  that  paper  and 
discussion  be  read  by  title  only  before  the  sixty-seventh 
annual  session  of  the  Medical  Society  of  Virginia  at  Staun- 
ton, October  13-15,  1936. 


During  the  past  fifteen  years  I have  had  the 
opportunity  to  study  eight  patients  who  had  well 
marked  deficiency  syndromes  of  the  sprue  type  and 
on  whom  I made  a diagnosis  of  non-tropical  sprue. 
The  manifestations  varied  considerably  in  each  case, 
which  suggests  that  the  underlying  cause  must  not 
be  exactly  the  same  in  all  cases.  Three  of  these 
patients  will  be  reported  in  some  detail. 

Case  1.  Mr.  D.,  age  45,  was  first  seen  January 
2,  1933.  He  complained  of  diarrhea,  weakness  and 
loss  of  weight.  His  family  history  was  unimportant 
and  he  had  never  lived  or  traveled  south  of  Virginia. 
He  had  had  some  sinus  trouble  in  the  past  but  this 
was  not  serious.  Six  years  before  this  examination 
he  had  had  an  anemia  of  undetermined  nature  last- 
ing three  months.  He  complained  of  some  dyspnea 
on  exertion  since  he  became  anemic  but  no  other 
cardio-vascular  or  respiratory  symptoms.  He  had 
no  urinary  disturbance  and  his  habits  were  good. 
He  had  lost  thirty-five  pounds  since  the  onset  of  his 
present  illness. 

His  illness  began  with  diarrhea  about  July  1, 
1932.  This  was  quite  free,  the  stools  large  and  foul, 
not  associated  with  pain  and  he  did  not  pass  blood 
or  mucus.  In  September  1932,  he  was  examined  in 
a northern  clinic  where  gastro-intestinal  X-ray,  in- 
cluding a barium  enema,  was  negative  except  for 
some  irritability  of  the  colon.  Proctoscopic  exami- 
nation showed  no  ulceration  but  a definitely  hype- 
remic  bowel  mucosa.  His  blood  disclosed  hemo- 
globin 41  per  cent,  erythrocytes  1,700,000,  with 
definite  macrocytosis  on  the  smear.  He  was  given 
two  blood  transfusions  there  and  ordered  full  doses 
of  liver  extract  intramuscularly  and  high  calorie 
diet.  On  this  regime  he  showed  no  improvement 
subjectively  and  did  not  gain  weight. 

When  I first  saw  him  he  weighed  109  pounds, 
he  was  quite  emaciated,  the  tip  of  the  tongue  was 
moderately  red  and  the  teeth  showed  marked  evi- 
dence of  decalcification.  General  physical  exami- 
nation was  otherwise  essentially  unimportant.  Hemo- 
globin 77  per  cent,  erythrocytes  3,410,000;  the  red 
cells  were  large  with  a mean  diameter  of  8.55 
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microns;  the  urine  contained  a few  hyaline  casts; 
blood  calcium  8.7  mgm.  per  100  cubic  centimeters; 
at  sixty-five  minutes  after  an  Ewald  test  meal  free 
HCl  in  gastric  contents  was  twenty  degrees;  the 
stool  showed  no  parasites  or  ova  and  no  significant 
organisms  on  culture. 

He  was  placed  on  high  protein  diet  with  low 
fermentable  sugars,  was  given  large  doses  of  ven- 
triculin  and  the  liver  extract  intramuscularly  was 
continued  in  a dose  of  two  cubic  centimeters  (Lilly 
extract)  twice  a week.  This  program  was  continued 
for  two  months  with  practically  no  subjective  change 
in  his  condition.  A check-up  March  2,  1933,  showed 
weight  115  pounds,  hemoglobin  77  per  cent,  eryth- 
rocytes 3,180,000.  X-ray  of  the  right  tibia  disclosed 
definite  decalcification  of  the  bone.  Without  any 
other  change  in  his  treatment,  he  was  started  on  one 
gram  of  calcium  gluconate  intravenously  every  day 
and  from  the  first  dose  his  improvement  was  rapid. 
His  diarrhea  ceased,  he  acquired  a ravenous  appe- 
tite and  steady  gain  in  weight  was  evident.  His 
ration  of  liver  extract  was  gradually  reduced  to 
1 c.c.  of  extract  343  once  a week,  and  he  took  cal- 
cium regularly  by  mouth.  His  blood  calcium  became 
normal,  the  teeth  recovered  calcium  and  X-ray  evi- 
dence of  decalcification  of  the  tibia  disappeared. 

In  September  1933,  he  was  free  from  symptoms, 
his  blood  picture  was  normal  and  he  weighed  158 
pounds.  When  last  seen  in  February  1935,  he  was 
normal  in  every  respect  and  weighed  167  pounds. 

Comment:  This  patient  presented  all  the  classical 
features  of  non-tropical  sprue,  with  sore  tongue, 
diarrhea,  loss  of  weight,  calcium  deficiency  and 
macrocytic  anemia.  He  showed  very  little  improve- 
ment until  calcium  therapy  intravenously  was  in- 
stituted. From  the  first  dose  his  progress  was 
amazing. 

Case  2:  Mr.  V.,  age  33,  first  seen  December  14, 
1930.  He  complained  of  diarrhea  and  loss  of  weight. 
His  past  history  was  unimportant  except  that  he  had 
had  an  operation  in  May,  1930,  for  prolapse  of  the 
rectum.  He  weighed  1 29 ^2  pounds  with  a loss  of 
forty  pounds  since  onset  of  his  present  illness. 

His  illness  began  rather  acutely  with  nausea, 
vomiting  and  diarrhea.  The  former  symptoms  were 
of  short  duration  but  the  diarrhea  persisted  with 
frequent  movements,  particularly  at  night.  These 
were  foul,  copious,  and  he  described  them  as  having 
the  appearance  of  “soap  suds.”  Prior  to  seeing  me 
he  had  had  a gastric  analysis  which  showed  achlor- 


hydria, and  X-ray  examination  of  the  gastro- 
intestinal tract  which  was  reported  negative.  The 
diarrhea  had  not  been  affected  by  large  doses  of 
liver  extract  by  mouth  and  dilute  hydrochloric  acid. 

My  physical  examination  disclosed  obvious  loss 
of  weight;  the  tongue  was  slightly  atrophic;  the 
rectum  was  moderately  prolapsed  and  through  the 
proctoscope  the  mucosa  of  the  lower  bowel  was  seen 
to  be  congested  but  not  ulcerated.  Smears  from  the 
mucosa  contained  a few  amoebae  which  did  not  have 
the  appearance  of  the  hystolitica  variety.  Stool  cul- 
ture was  not  productive  of  additional  information. 
X-ray  of  the  chest  was  reported  negative.  Hemo- 
globin 60  per  cent,  erythrocytes  4,200,000;  the  blood 
smear  showed  moderate  achromia  of  the  red  cells. 
Gastric  analysis,  using  the  Ewald  test  meal,  dis- 
closed no  free  hydrochloric  acid  until  he  was  given 
0.5  mgm.  of  histamine  subcutaneously,  following 
which  free  HCl  reached  twenty  degrees. 

The  acid  and  liver  extract  were  continued  and  he 
was  given  emetine  hypodermically  and  quinine  irri- 
gations of  the  colon.  This  caused  no  change  in  his 
symptoms.  He  was  then  ordered  high  protein,  low 
residue  diet,  and  large  doses  of  aqueous  extract  of 
liver  by  mouth.  The  diarrhea  continued,  he  de- 
veloped glossitis,  and  his  emaciation  became  extreme 
before  his  death  February  9,  1931. 

Autopsy  limited  to  the  abdomen  was  performed. 
The  essential  finding  was  marked  catarrhal  inflam- 
mation with  atrophy  of  the  entire  gastro-intestinal 
mucosa  and  moderate  enlargement  of  the  mesenteric 
lymph  nodes.  The  pathologist  stated  that  the  find- 
ings were  consistent  with  the  diagnosis  of  sprue. 

Comment:  This  patient  showed  no  improvement 
with  any  therapy.  Perhaps  if  liver  extract  for  intra- 
muscular use  had  been  available  he  might  have  been 
helped  by  it.  The  appearance  of  his  intestinal 
mucosa  at  autopsy  would  certainly  indicate  that  the 
natural  avenues  of  food  absorption  were  practically 
destroyed  and  this  caused  his  death.  One  of  my 
earlier  cases  came  to  autopsy  with  an  almost  iden- 
tical course  and  pathological  findings. 

Case  3.  Mr.  F.,  age  64,  first  seen  April  11,  1934. 
He  complained  of  diarrhea  and  pain  and  numbness 
in  his  hands,  legs  and  feet.  He  gave  a history  of 
having  spent  several  years  in  the  tropics  as  a young 
man  during  which  time  he  had  had  a prolonged 
attack  of  diarrhea.  Otherwise  he  had  had  no 
previous  gastro-intestinal  disturbance.  He  had  lost 
forty  pounds  in  weight  during  the  preceding  year. 


28 


Virginia  Medical  Monthly 


[April 


His  illness  began  in  April,  1933,  with  some  sore- 
ness in  the  muscles  of  the  legs,  numbness  about  the 
ankles  and  the  ends  of  his  fingers.  He  had  diffi- 
culty in  finer  movements  in  his  fingers.  He  grad- 
ually developed  weakness  in  his  legs  so  that  he  was 
unsteady  in  his  gait.  In  October,  1933,  his  bowels 
first  became  loose  with  three  or  four  stools  a day. 
These  were  large,  brown  in  color,  very  offensive  and 
contained  some  blood.  Occasionally  he  had  some 
nausea,  his  appetite  was  poor  and  he  was  troubled 
by  flatulence. 

His  general  physical  examination  was  entirely 
negative  except  that  his  gait  was  of  the  spastic- 
ataxic  type,  the  Rhomberg  test  was  positive,  the  deep 
reflexes  of  the  upper  and  lower  extremities  were 
absent,  sensation  in  the  lower  extremities  was  pre- 
served but  abnormal,  and  sense  of  position  in  the 
extremities  was  disturbed.  The  blood  count  was 
normal  and  mean  diameter  of  erythrocytes  was  7.49 
microns.  The  urine  contained  a moderate  number 
of  casts;  blood  and  spinal  fluid  Wassermann  tests 
were  negative  and  the  fluid  was  otherwise  normal. 
Gastric  analysis  gave  no  hydrochloric  acid  secretion 
even  after  histamine  stimulation.  Gastro-intestinal 
X-ray  examination  was  essentially  negative.  A film 
of  the  spine  showed  marked  changes  of  hypertrophic 
arthritis.  He  was  given  dilute  hydrochloric  acid  and 
liver  in  the  form  of  lextron  capsules  and  returned 
to  his  home.  While  there  his  physician  gaVe  him 
calcium  gluconate  intravenously  and  substituted 
aqueous  extract  of  liver  in  large  doses  for  the  lextron 
with  no  benefit. 

He  returned  on  May  30,  1934,  with  the  report 
that  he  was  steadily  growing  worse.  His  food  passed 
through  him  within  four  hours;  the  stools  were  large, 
brown  in  color  and  contained  much  undigested  food. 
He  had  lost  further  in  weight  and  strength.  A re- 
check of  his  condition  added  nothing  to  the  previous 
findings  except  that  he  was  worse.  It  was  felt  that 
he  had  a chronic  sprue  and  subacute  combined  de- 
generation of  the  spinal  cord  as  is  seen  in  pernicious 
anemia.  He  was  advised  to  consult  Dr.  Thomas  R. 
Brown  in  Baltimore.  He  was  thoroughly  studied 
there  and  in  a letter  Dr.  Brown  stated  that  he  could 
add  nothing  to  the  above  findings. 

I have  a letter  from  his  physician  in  Covington 
who  reports  that  patient’s  condition  became  pro- 
gressively worse  with  no  change  in  the  diarrhea,  ex- 
cept that  finally  he  developed  some  mucus  and  blood 
in  the  stools,  the  latter  mostly  of  tarry  character. 


He  was  given  liver  extract  intramuscularly  as  well 
as  by  mouth,  dilute  hydrochloric  acid  and,  at  the 
suggestion  of  Dr.  Brown,  bananas  freely.  He  died 
apparently  of  general  collapse  July  24,  1935. 

Comment:  This  patient  presented  a different 
picture  from  either  of  the  previous  ones.  He  did  not 
have  any  tongue  symptoms,  his  stools  were  not 
typical  of  the  sprue  type,  he  had  an  achlorhydria 
with  clinical  evidence  of  subacute  combined  degen- 
eration of  the  spinal  cord  as  seen  in  pernicious 
anemia  but  his  blood  never  showed  any  of  the 
changes  of  macrocytic  anemia.  He  failed  to  improve 
with  liver  extract  by  mouth  or  intramuscularly,  and 
calcium  did  not  affect  his  symptoms.  His  progress 
was  steadily  down  hill  to  his  death,  as  in  the 
previous  patient.  It  is  probable  that  his  absorption 
difficulty  was  general  and,  although  he  was  given 
adequate  liver  extract  and  calcium,  these  could  not 
take  care  of  the  other  deficiencies. 

Discussion. 

Haynes  and  McBryde  have  recently  published  the 
results  of  their  studies  of  nine  cases  presenting  the 
sprue  syndrome.  They  concluded  that  tropical  sprue, 
non-tropical  sprue  and  celiac  disease  are  identical  in 
their  etiology  and  dependent  on  deficiency  of  acces- 
sory food  factors.  As  indications  of  deficient  gastro- 
intestinal absorption  in  sprue,  they  corroborated  the 
findings  of  other  investigators  that  the  blood  calcium 
and  phosphorus  are  below  normal  in  this  condition 
and  low  curves  for  sugar  content  in  the  blood  are 
constant  with  dextrose  taken  orally  but  are  more 
nearly  normal  when  the  dextrose  is  given  intra- 
venously. Furthermore,  as  the  patients  improved 
these  laboratory  abnormalities  approached  the  nor- 
mal. Liver  extract  was  the  most  important  agent  in 
restoring  their  patients  to  health. 

X-ray  examination  of  the  small  intestine  has  long 
been  unsatisfactory  but  in  the  past  few  years,  with 
improved  technique,  valuable  information  about  this 
structure  is  being  obtained.  Observations  of  a 
patient  at  frequent  intervals  after  a barium  meal 
have  shown  in  sprue  dilated  loops  of  bowel  with 
pooling  of  barium  in  these  loops.  This  finding  lends 
support  to  the  idea  that  bowel  degeneration  occurs 
with  resultant  interference  with  digestion  and  ab- 
sorption. 

A question  which  naturally  arises  is:  Are  the 
bowel  changes  the  cause  of  the  deficiency  or  the 
result  of  it?  It  seems  probable  that  the  deficiency 
is  the  primary  cause  but  that  eventually  a vicious 
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circle  is  established,  the  result  of  degeneration  abet- 
ting the  deficiency.  The  obvious  lesson  to  be  learned 
is  that  the  earlier  the  condition  is  detected  and  satis- 
factory treatment  instituted  and  continued  indef- 
initely under  competent  supervision,  the  better  will 
be  the  outlook  of  our  patients. 

It  is  perhaps  satisfactory  at  the  present  time  to 
diagnose  the  three  cases  reported  above  as  instances 
of  non-tropical  sprue.  However,  analysis  of  their 
protocols  will  show  definite  variations  which  suggest 
that  different  factors  are  at  work.  On  the  other 
hand,  the  differences  might  be  the  result  of  the  same 
factor  operating  on  different  individual  constitu- 
tions. 

In  the  treatment  of  these  patients,  it  is  my  expe- 
rience, and  that  of  others,  that  a diet  high  in  protein 
content  but  low  in  fermentable  sugars  and  cellulose 
residue  will  make  their  abdomens  more  comfortable. 
Their  carbohydrates  may  be  made  up  with  milk  and 
milk  sugar  or  possibly  with  bananas  or  banana  pow- 
der. Liver  extract  or  concentrated  vitamin  B com- 
plex may  be  very  helpful.  If  absorption  is  not  ade- 
quate, the  former  may  be  given  intramuscularly. 
Adequate  amounts  of  calcium  are  indicated  and 
again  the  injection  method  of  administration  may 
be  advantageous.  Some  of  these  patients  respond 
amazingly  to  treatment  and  I know  of  no  greater 
satisfaction  than  to  see  one  of  these  emaciated,  list- 
less individuals  restored  to  normal  weight  and 
vitality.  It  must  be  realized,  however,  that  some  of 
them  will  have  so  much  degeneration  of  their  in- 
testinal mucosa  that  it  cannot  be  restored  to  function 
and  the  patient  literally  starves  to  death,  even 
though  he  is  ingesting  adequate  quantities  of  food 
stuffs.  Certain  of  these  patients  will  be  found  to 
have  localized  intestinal  lesions  in  the  early  stages 
which  may  be  amenable  to  surgical  resection.  One 
patient  of  mine,  not  included  in  this  series,  has  been 
so  advised  but  to  date  has  refused  operation. 

Conclusions. 

1.  So-called  non-tropical  sprue  is  not  a rare 
disease  in  temperate  climates. 

2.  It  is  a dietary  deficiency  syndrome  which  may 
be  primary  or  may  be  secondary  to  chronic  gastro- 
intestinal lesions. 

3.  If  seen  early  it  may  be  entirely  relieved  by 
appropriate  treatment,  but  in  the  late  stages  perma- 
nent organic  changes  in  the  intestinal  mucosa  may 
preclude  recovery. 


4.  Certain  cases  present  localized  lesions  in  the 
intestinal  tract  which  may  lend  themselves  to 
surgical  resection. 

Professional  Building. 

Discussion 

Dr.  Alex.  F.  Robertson,  Jr.,  Staunton:  Dr.  Davis  has 
reviewed  the  advancement  of  our  knowledge  in  the  study 
of  deficiency  disease,  especially  as  the  result  of  interfer- 
ence with  absorption  from  the  gastro-intestinal  tract,  and 
has  given  in  detail  the  case  histories  of  three  out  of  a 
series  of  eight  cases  of  non-tropical  sprue.  In  connection 
with  these  cases  and  also  with  other  types  of  deficiency 
disease  it  may  be  of  value  to  emphasize  certain  points. 

There  are  four  common  factors  which  may  produce 
deficiency  disease: 

1.  Supply. — Insufficient  quantity  and  kinds  of  essential 
food  elements  (particularly  vitamin  deprivation)  causing 
such  conditions  as  beriberi  and  scurvy  have  been  thor- 
oughly worked  out. 

2.  Production. — Deficiency  of  vital  elements  produced 
by  the  body  itself,  as  hormones  and  vitamin-like  sub- 
stances, causing  such  conditions  as  pernicious  anemia 
have  been  more  recently  established. 

3.  Absorption. — The  author  has  particularly  stressed 
the  production  of  deficiency  disease  by  faulty  absorption. 
This  may  be  due  to  a disturbed  function  of  the  absorp- 
tive mechanism,  or  to  excessive  and  rapid  loss  through 
vomiting  or  diarrhea.  Among  the  causes  of  faculty  ab- 
sorption may  be  listed  achlorhydria,  hypometabolism,  in- 
fection and  imbalance  of  food,  especially  an  excessive  in- 
take of  carbohydrates. 

4.  Utilization,  Storage  and  Demand. — This  factor  may 
be  operative  in  case  of  an  increased  demand  above  normal 
or  interference  with  utilization  and  storage,  as  in  child- 
hood, pregnancy,  infection  and  hyperthyroidism. 

There  are  several  extremely  important  points  to  be 
gained  from  this  subject. 

Deficiency  disease  is  frequently  due  to  multiple  factors 
and  the  resulting  clinical  picture  may  be  vague  instead 
of  clear-cut,  and  present  symptoms  associated  with  various 
deficiencies. 

The  minor  symptoms  of  deficiency  disease  are  usually 
missed  unless  kept  in  mind  and  looked  for. 

His  first  case  report  is  interesting  in  that  no  improvement 
occurred  until  the  calcium  deficiency  was  corrected,  and 
this  deficiency  was  not  suggested  by  the  usual  sign  of 
hyper-irritability  of  the  neuromuscular  system. 

In  this  connection,  it  is  well  to  bear  in  mind  that  the 
following  minerals  need  daily  replacement — iron,  and 
possibly  copper,  calcium,  phosphorus,  sodium  chloride,  and 
iodine. 

The  author  has  suggested  that  the  second  case  might 
have  been  helped  by  liver  extract  intramuscularly,  had 
this  been  available.  With  defective  absorption  so  fre- 
quently present,  it  seems  to  me,  that  the  parenteral  use 
of  liver  extract  is  the  method  of  choice  in  handling  these 
cases. 

The  third  case,  except  for  its  failure  to  respond  to  liver 
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extract,  is  more  suggestive  of  pernicious  anemia  than  of 
sprue.  It  would  be  interesting  to  know  if  an  adequate 
amount  of  liver  extract  was  given  intramuscularly  and  if 
this  failure  to  produce  a rise  of  reticulocytes. 

Some  type  of  restricted  diet  is  prescribed  by  the  phy- 


sician or  taken  up  by  the  patient  in  practically  every  gas- 
trointestinal disturbance  and  is  often  continued  for  a long 
period  of  time  by  the  patient.  A deficiency  disease  should 
be  borne  in  mind  as  a potential  complication  in  every 
chronic  gastro-intestinal  disease. 


THE  ELIMINATION  OF  BACK  FLOW  IN  UTERO-S  ALPINGOGRAPHY.* 


Oren  Douglas  Boyce,  M.  D., 

Rural  Retreat,  Va. 


We  have  experienced  considerable  difficulty  in 
obtaining  satisfactory  X-ray  studies  of  the  uterus 
and  tubes  due  to  leakage  of  the  radiopaque  material 
around  the  acorn  tip  canulae  now  in  general  use. 
It  has  been  almost  impossible  to  secure  satisfactory 
fluoroscopic  studies  because  of  the  difficulty  en- 
countered in  moving  the  patient  about  with  speculum 


1.  Instrument  tip  with  bulb  inflated. 

2.  Complete  instrument  without  bulb  attached. 

3.  Longitudinal  section  of  instrument  tip. 

4.  Instrument  tip  with  bulb  attached  and  before  inflation. 

and  acorn  tip  canulae  in  place.  For  this  reason  we 
have  devised  a simple  but  efficient  canula,  using  the 
Morowitz  principle,  and  find  it  ideal  for  fluoro- 
scopic studies  of  the  uterus  and  tubes,  both  with 
radiopaque  substances  and  with  carbon  dioxide  in 
the  Rubin’s  test. 

*Read  before  the  Southwest  Virginia  Medical  Associa- 
tion, at  Wytheville,  Va.,  September  25,  1936. 


The  instrument  consists  of  a small  eight-inch 
canula  containing  a large  bore  for  the  passage  of 
air  or  radiopaque  media  from  the  syringe  to  the 
uterine  cavity,  and  a small  stainless  steel  tubing 
communicating  with  a rubber  tube  fastened  about 
the  canula  two  millimeters  from  the  tip.  This  tubing 
communicates  with  an  air-containing  syringe  and 
makes  it  possible  to  inflate  the  rubber  tubing  after 
the  canula  has  been  introduced  into  the  cervical 


Plate  No.  2. — Uterine  cavity  distorted  with  a large  fibroid 
tumor.  Arrow  shows  inflated  tip  of  instrument. 

canal,  thus  affecting  a tight  connection  between 
canula  and  uterine  cavity. 

We  have  used  this  instrument  for  a number  of 
cases  recently,  and  find  that  a fluoroscopic  examina- 
tion of  the  uterus  and  tubes  can  be  made  with  rela- 
tive ease  and  without  back-flow  of  radiopaque  mate- 
rial even  when  the  uterus  and  instrument  are 
manipulated.  Filling  defects  can  be  observed  and 
the  injection  stopped  when  the  opaque  media  reaches 
the  fimbriated  extremity  of  the  tubes. 
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Technic 

The  patient  is  placed  in  the  lithotomy  position. 
A bivalve  or  Sims’  speculum  is  introduced  into  the 
vagina,  the  cervix  is  located  and  grasped  with  a 
tenaculum,  a sound  is  passed  into  the  cervix  to  the 
internal  os  to  establish  patency  and  direction.  The 
sound  is  withdrawn  and  the  described  canula  is  in- 


I « ' A 

Plate  No.  3. — Arrow  points  to  small  nodule  in 
the  fundus  uteri. 


troduced.  The  rubber  bulb  is  then  inflated  with 
seven  cubic  centimeters  of  air  and  held  in  place  for 
one  minute.  This  inflation  is  released  and  a reinfla- 
tion is  then  made  with  nine  cubic  centimeters  of  air 


and  again  held  in  place  for  one  minute,  released  and 
another  inflation  is  made  with  from  ten  to  fifteen  c.c. 
of  air,  depending  on  the  size  of  the  cervical  canal. 
The  communicating  tubing  is  then  clamped  to  main- 
tain inflation  of  the  rubber  tip.  The  speculum  and 
tenaculum  are  withdrawn  and  thus  a non-leaking 
connection  is  made  between  the  canula  and  the 
uterine  cavity. 

The  patient  can  then  be  moved  from  place  to 
place  and  the  initial  injection  of  radiopaque  mate- 
rial can  be  made  under  the  fluoroscope  without  dif- 
ficulty. 

Sources  of  Error  in  Technic 

1.  Rapid  inflation  of  the  rubber  tip  causes  spasm 
of  the  cervix  and  pain  to  the  patient. 

2.  Lacerated  cervices  must  be  closed  with  a ten- 
aculum after  the  canula  has  been  introduced  and 
before  inflation  of  the  rubber  tip. 

3.  Occasionally  the  rubber  tip  must  be  placed 
immediately  inside  the  internal  os  before  it  will 
remain  in  place.  This  has  happened  in  one  case  and 
may  prove  to  be  the  method  of  choice  when  a Rubin’s 
test  is  to  be  done. 

4.  Test  patency  of  canula  and  fill  the  system 
with  the  radiopaque  material  before  the  canula  is 
introduced. 

Conclusion 

Back  flow  of  radiopaque  material  is  eliminated 
during  manipulation  of  the  uterus  for  fluoroscopic 
examination. 


APPENDICITIS  AND  CHILDREN— REPORT  OF  A CASE  WITH 

INTESTINAL  PARASITE. 


W.  P.  Frazer,  M.  D., 

Hamilton,  Va. 


Xo  apology  is  needed  for  writing  a paper  on  such 
a common  disease  when  the  diagnosis  is  often  made 
too  late,  and  the  mortality  rates  are  too  high.  In 
this  paper  I wish  to  make  a few  generalized  re- 
marks on  appendicitis  as  occurring  in  children  and 
to  report  a ruptured  case  with  an  intestinal  para- 
site found  in  the  peritoneal  cavity. 

Appendicitis  is  observed  much  more  frequently 
in  adults  than  in  children,  and  in  a large  series  of 
cases  various  writers  give  the  incidence  of  appen- 
dicitis under  five  years  of  age  varying  between  .8 


per  cent  and  2.5  per  cent.1  Bolling2  states  that 
after  the  first  year  of  life  appendicitis  is  the  most 
common  of  all  the  acute  abdominal  diseases.  In 
children  the  mortality  rate  is  much  higher  than  in 
adults,  due  to  the  delay  in  operation  because  the 
condition  is  so  much  more  difficult  to  recognize. 

The  symptoms  of  acute  appendicitis  in  children 
are  the  same  as  those  observed  in  the  adult,  but  not 
so  definite.  Vomiting  is  noted  with  a greater  regu- 
larity in  children  than  adults,  but  the  abdominal 
findings  are  never  so  constant  or  so  reliable  as  in 
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the  adult.  In  children  more  conditions  outside  of 
the  abdomen  give  abdominal  symptoms,  and  the 
constitutional  symptoms  are  more  pronounced  than 
in  adults.  Then,  too,  in  children  the  appendix  is 
oftener  misplaced,  giving  rise  to  diagnostic  diffi- 
culties. This  may  be  partly  explained  by  the  small 
abdomen  of  children,  and  the  appendix  is  often 
as  long  in  a child  as  in  an  adult.  It  often  dips 
down  into  the  pelvis,  causing  confusing  symptoms; 
if  abscess  occurs  in  this  position,  it  will  cause  irri- 
tative symptoms  of  the  bladder  and  rectum.  How- 
ever, in  children  the  inflammation  is  usually  less 
localized  and  peritonitis  is  more  frequent  and  wide- 
spread than  in  adults.  The  omentum  has  a great 
deal  to  do  with  this  because  in  children  it  is  not 
so  well  developed  and  cannot  wall  off  the  inflamma- 
tory process,  and  thus  protect  the  peritoneal  cavity. 
Because  of  the  small  omentum,  and  the  fact  that 
immunity  is  less  than  in  latter  years,  the  Fowler- 
Murphy-Ochsner  treatment  of  appendicitis  after 
perforation  is  not  indicated  in  children.  This  pro- 
cedure, which  originated  over  a generation  ago,  has 
revolutionized  the  mortality  rate  of  appendicitis  in 
the  large  medical  centers  where  it  has  been  ac- 
cepted. In  children,  operation  as  soon  as  the  diag- 
nosis is  made  is  the  procedure  of  choice,  regard- 
less of  the  stage  of  development. 

In  regard  to  the  immediate  cause  of  an  attack  of 
appendicitis  little  is  yet  definitely  known.  The  old 
idea  of  connecting  appendicitis  with  some  food  that 
has  been  eaten,  particularly  grapes,  has  long  been 
abandoned.  Probably  the  most  important  factors 
in  the  etiology  of  appendicitis  are  the  position  of 
the  organ  and  the  size  of  the  lumen.  The  appen- 
dix is  lined  by  a mucous  membrane,  the  secretion 
of  which  — containing  bacteria  — is  discharged 
through  the  narrow  lumen  into  the  cecum.  Inter- 
ference with  this  discharge,  either  by  adhesions,  or 
a kink  in  the  organ,  or  a foreign  body  within  the 
lumen  causes  distention  of  the  appendix,  which  in- 
terferes with  the  vascular  supply,  and  thus  favors 
infection.  During  the  past  fifty  years — the  life 
span  of  the  surgical  treatment  of  appendicitis- — • 
writers,  in  discussing  the  etiology  of  appendicitis, 
mention  intestinal  parasites.  They  have  occasion- 
ally been  noted  as  the  etiological  agent  in  the  adult, 
but  their  incidence  would  naturally  be  much  greater 
for  children,  as  intestinal  parasites  are  much  more 
common  for  this  age  group.  About  twenty  years  ago 
some  writers  discussed  the  relation  of  oxyuris  and 


trichocephalus  trichiura  to  the  disease,  but  as  these 
parasites  are  so  often  found  in  the  submucosa  and 
lumen  of  the  normal  appendix  no  definite  conclu- 
sions could  be  drawn.  Of  the  intestinal  parasites, 
ascaris  lumbricoides  is  the  one  most  often  found. 

On  March  29,  1936,  I was  called  to  see  a two 
and  a half  year  old  colored  boy,  with  history  of 
loss  of  appetite  and  “stomach  ache'’  for  the  past 
twenty-four  hours.  There  had  been  no  vomiting 
or  diarrhea  and  the  bowels  had  moved  normally  the 
day  before.  For  the  past  month  the  child  had  oc- 
casionally passed  a large  round  worm.  Examination 
showed  a moderately  ill  child  lying  perfectly  still 
and  in  no  acute  pain.  P.  126;  T.  100.5;  R.  22; 
W.B.C.  14,500;  otherwise,  the  examination  was  en- 
tirely negative  except  for  the  abdomen.  This  was 
not  distended  and  moved  normally  with  respiration. 
There  was  slight  muscle  spasm  over  the  lower  ab- 
domen, and  some  generalized  tenderness  to  pres- 
sure, this  tenderness  being  more  marked  over  the 
right  lower  quadrant.  A diagnosis  of  acute  appen- 
dicitis was  made,  but  the  family  refused  to  hos- 
pitalize the  child,  stating  that  he  was  too  young. 
The  head  of  the  bed  was  propped  up,  and  an  ice- 
cap placed  over  the  lower  abdomen.  The  family 
was  instructed  not  to  give  any  laxatives  and  nothing 
by  mouth  except  clear  liquids.  The  parents  insisted 
that  nothing  was  wrong  with  the  child  except 
worms  and  insisted  on  a vermifuge.  This  was  re- 
fused. 

The  following  morning  I was  called  back  and  in- 
formed that  the  child  had  passed  a large  round 
worm  during  the  night.  Examination  showed  T. 
101;  P.  130;  W.B.C.  16,000.  There  was  no  change 
in  the  abdominal  findings  except  that  the  tender- 
ness was  more  marked  on  the  right  side,  and  on 
rectal  examination  definite  tenderness  could  be  elic- 
ited on  the  right  side.  This  made  me  more  positive 
that  a diagnosis  of  appendicitis  was  correct,  in  spite 
of  a history  of  passing  a worm.  The  family  still 
refused  to  hospitalize  the  child  and  I told  them  that 
it  would  be  no  use  in  my  seeing  the  patient  any 
more. 

Two  days  later  a member  of  the  family  came  to 
me  and  stated  that  the  child  was  much  worse  and 
that  the  family  wanted  to  send  the  child  to  the  hos- 
pital. I was  also  informed  that  the  child  was  get- 
ting on  better  until  the  day  before,  at  which  time 
he  was  given  a vermifuge  and  that  night  passed 
eight  large  worms.  The  child  was  immediately  sent 
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to  the  hospital  and  examination  at  this  time  (four 
days  after  the  onset  of  the  illness)  showed  an  acutely 
ill  child — T.  103;  P.  140;  R.  28;  the  abdomen 
was  rounded  and  rigid,  and  the  child  cried  if  it 
was  touched.  Dr.  M.  B.  Hiden,  of  Warrenton,  was 
called  and  he  operated  at  once. 

A right  rectus  incision  was  made  and  the  lower 
abdomen  was  found  filled  with  pus.  The  distal 
third  of  the  appendix  had  sloughed  away  and  there 
was  a dead  ascaris  lumbricoides  in  the  pelvis  meas- 
uring six  and  one-half  inches.  The  appendix  was 
removed  and  its  stump  turned  in  twice.  A great 
deal  of  pus  was  removed  along  with  the  worm. 
A rubber  tissue  drain  was  placed  through  the  stab 
into  the  right  lower  quadrant,  and  the  incision  closed 
with  catgut.  During  this  time  he  was  kept  propped 
up  high  in  bed  and  given  fluids  parenterally.  After 
the  fourth  day  his  post-operative  course  was  un- 
eventful except  that  a subcutaneous  abscess  devel- 
oped at  the  end  of  the  incision  which  had  to  be 
opened  on  the  twelfth  day.  The  child  was  discharged 
on  the  eighteenth  post-operative  day  in  fair  general 
condition,  having  been  afebrile  for  five  days.  There 
still  remained  a small  amount  of  drainage  which 
persisted  for  ten  days.  Six  weeks  after  operation 
the  child  was  given  a course  of  santonin  for  in- 
testinal parasites,  and  is  entirely  normal  now  ex- 
cept for  a slight  post-operative  ventral  hernia  which 


is  gradually  disappearing.  I believe  that  as  the 
child  grows  this  hernia  will  disappear  entirely. 

Whether  the  worm  in  the  peritoneal  cavity  was 
the  cause  or  result  of  the  appendicitis  is  hard  to  say. 
It  seems  to  me  that  worms  in  crawling  around  in 
the  intestinal  tract  would  frequently  enter  the  ap- 
pendix if  the  lumen  would  permit,  but  it  also  seems 
that  they  would  find  it  a blind  alley  and  they 
would  get  out  soon  if  death  did  not  ensue.  It  is 
hard  for  me  to  conceive  of  a live  worm  remaining 
in  appendix  long  enough  to  set  up  an  inflammation. 
It  is  interesting  to  note  that  the  above  mentioned 
child  never  became  acutely  worse  until  he  was  given 
the  vermifuge  on  the  third  day.  This  probably 
caused  a spread  of  the  infection  and  a migration 
of  the  worms. 

Conclusions 

1.  Stress  is  placed  on  the  difficulty  of  diagnosis 
of  appendicitis  in  children.  The  importance  of  early 
diagnosis  and  immediate  operation  is  emphasized. 

2.  Report  of  the  recovery  of  a case  of  a rup- 
tured appendix  with  a dead  ascaris  worm  in  the 
peritoneal  cavity. 
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STUDIES  UPON  THE  PERSISTENCE  OF  ACTION  OF 
DIGITALIS  AND  DIGITALIS  BODIES.* 


H.  B.  Haag,  M.  D., 

Richmond,  Va. 


In  the  modern  clinical  usage  of  digitalis  almost 
the  sole  pharmacological  requirement  of  a digitalis 
body  is  that  its  acute  toxicity  be  known,  either  in 
terms  of  “cat  units,”  “frog  units,”  or  otherwise.  It 
is  unquestionably  true  that  the  toxicity  of  digitalis, 
as  that  of  any  drug,  is  of  utmost  practical  impor- 
tance. However,  it  can  be  demonstrated,  for  in- 
stance, that  a digitalis  preparation  of  high  “cat  unit 
activity”  can  be  practically  worthless  when  given  by 
mouth  due  to  poor  absorbability  from  the  gastro- 
intestinal tract.  Again,  a digitalis  preparation  of 

•Department  of  Pharmacology,  Medical  College  of  Vir- 
ginia, Richmond. 

Read  at  the  sixty-seventh  annual  meeting  of  the  Med- 
ical Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


satisfactory  potency  and  absorbability  might  be  so 
rapidly  eliminated  physiologically  as  to  be  essen- 
tially valueless  in  the  treatment  of  cardiac  disorders. 
In  view  of  such  evidence  it  becomes  necessary  fur- 
ther to  rationalize  digitalis  therapy  so  that  due  con- 
sideration is  given  not  only  to  the  usual  biological 
values  as  determined  upon  cats,  frogs,  pigeons  and 
other  laboratory  animals,  but  also  to  two  other 
phases  of  digitalis  pharmacology,  namely  absorp- 
tion and  persistence  of  action. 

The  present  investigation  was  undertaken  in  the 
hope  of  shedding  further  light  upon  the  problem  of 
the  persistence  of  action  or  “cumulative”  effect  of 
several  members  of  the  digitalis  group,  employing 
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pigeons  as  test  animals.  The  typical  response  of 
pigeons  to  digitalis  has  been  described  in  several 
papers  and  biological  values  obtained  with  them 
have  been  compared  to  similar  values  secured  with 
cats  and  also  with  clinical  dosage  in  man.1’  2'  3 The 
results  presented  here  represent  observations  noted 
in  about  1,200  experiments,  details  of  which  appear 
elsewhere4  in  which  publication  also  a more  com- 
plete bibliographic  discussion  is  given. 

The  following  preparations  were  employed  in 
this  study. 

1.  Four  tinctures  of  digitalis  (made  respectively 
one  each  from  an  American  leaf,  an  English  leaf, 
a German  leaf,  and  a Canadian  standard  reference 
leaf). 

2.  One  specimen  of  g-strophanthin-Thoms 
(ouabain). 

3.  Three  specimens  of  Verodigen  (gitalin  con- 
stituent of  Digitalis  purpurea). 

4.  One  specimen  of  digitoxin. 

5.  One  specimen  of  strophanthin  Merck  (k-stro- 
phanthin) . 

These  were  standardized  by  the  intravenous 
pigeon  fatal  dose  method  as  described  in  a paper 
from  this  laboratory  several  years  ago.2  Employing 
this  technic  the  various  preparations  are  made  into 
suitable  dilutions  and  injected  slowly  into  the  wing 
vein  of  an  anesthetized  pigeon.  The  minimal  lethal 
dose  (M.L.D.)  is  determined  by  dividing  the  weight 
of  the  pigeon  into  the  amount  of  digitalis  substance 
necessary  to  cause  death.  The  values  obtained  from 
ten  or  more  birds  are  averaged  in  obtaining  the  aver- 
age minimum  lethal  dose  or  the  “pigeon  unit.”  Some 
of  the  digitalis  preparations  were  also  standardized, 
for  comparative  purposes,  by  the  cat  method  of 
Hatcher  and  Brody. 

The  uniformity  observed  in  the  determinations  of 
the  biological  activity  of  several  batches  of  Verodi- 
gen initially  tested  led  us  to  extend  these  experi- 
ments to  involve  five  other  specimens  of  Verodigen, 
two  other  brands  of  strophanthin,  and  two  other 
specimens  of  digitoxin.  The  agreement  in  potency 
of  the  various  batches  of  Verodigen  and  of  the  three 
brands  of  strophanthin  studied  was  rather  striking 
and  in  marked  contrast  to  the  discrepancies  appear- 
ing among  the  several  samples  of  digitoxin. 
Hatcher5  has  reported  a similar  difference  between 
two  specimens  of  digitoxin  assayed  by  him  upon 
cats.  Table  1 lists  the  biological  values  of  the  indi- 
vidual preparations  mentioned  above. 


Table  1. 

The  Average  M.L.D.  of  Various  Digitalis  Preparations 
for  Pigeons  and  Cats  by  Intravenous  Injection 


Preparation 

Cat  M.L.D. 
MGM.  X KGM. 

Pigeon  M.L.D. 
MGM.  X KGM. 

Tincture  1 

87.8 

“ 2 

106.0 

“ 3 

95.4 

125.7 

“ 4 

102.3 

129.0 

Verodigen  1 

1.04 

“ 2 

.872 

1.06 

“ 3 

1.09 

“ 4* 

.99 

“ 6* 

.831 

.93 

“ 7* 

1.00 

“ 8* 

.93 

Digitoxin  1* 

.294 

“ 2 

.318 

.383 

“ 3* 

.478 

Ouabain 

.089 

.192 

Strophanthin  1* 

.217 

“ 2 

.138 

.235 

“ 3* 

.237 

In  studying  the  persistence  of  action  of  these 
various  preparations  upon  pigeons  the  general 
technic  of  Hatcher5  as  previously  performed  upon 
cats  was  followed.  A series  of  birds  was  injected 
intravenously  with  75  per  cent  of  the  average  acute 
M.L.D.  (in  the  case  of  digitoxin,  for  reasons  which 
will  be  discussed  below,  40  per  cent  of  the  average 
M.L.D.  was  administered).  Then  at  various  inter- 
vals that  amount  of  the  same  preparation  necessary 
to  produce  death  was  established  by  the  slow  intra- 
venous injection  method.  The  difference  between  the 
new  fatal  dose  and  the  one  previously  established 
upon  normal  controls  then  would  represent  the 
digitalis  effectiveness  still  remaining  in  the  animal. 

The  injection  of  75  per  cent  of  the  average 
M.L.D.  of  any  of  the  preparations  led  to  a number 
of  fatalities,  some  occurring  only  after  several  days; 
this  was  least  pronounced  when  the  tinctures  or 
ouabain  were  administered,  most  marked  with  digi- 
toxin. Actually  digitoxin  in  amounts  of  50  per  cent 
of  the  average  M.L.D.  led  to  the  death  of  80  per 
cent  of  all  the  animals  injected  within  24-48  hours, 
so  that  finally  a primary  dose  of  40  per  cent  of  the 
average  M.L.D.  was  selected  for  our  persistence 
studies. 

It  is  obvious  that  the  more  susceptible  animals 

*Specimens  studied  primarily  to  ascertain  constancy. 
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are  those  that  are  killed  by  the  initial  injection;  thus 
actually  these  studies  involve  observations  upon  the 
persistence  of  effect  upon  the  more  tolerant  of  the 
pigeon  population.  To  compensate  for  this  it  was 
necessary  to  evaluate  the  tolerance  of  the  surviving 
animals  and  this  was  done  by  assuming  that  their 
acute  tolerance  wrould  be  the  same  as  that  of  the 
tolerant  group  of  the  same  relative  size  employed 
in  the  standardization  tests. 

Ten  or  more  pigeons  were  selected  to  establish  the 
average  persistence  value  for  any  particular  time- 
interval.  When  persistence  values  of  10  per  cent 
were  obtained,  usually  no  further  attempt  was  made 
to  secure  a closer  approximation  of  continuance  of 
effect  because  of  the  limitations  of  the  biological 
method  of  quantitative  determination. 

It  is  evident  from  Table  2 and  Figure  1*  that  in 
pigeons  three  out  of  the  four  tinctures  showed  a 
rapid  loss  in  persistence  of  action.  This  is  in  keep- 
ing with  the  results  which  Gold6  observed  upon  four 
tinctures  which  he  studied  upon  cats.  Three  of  his 
were  eliminated  in  several  days,  while  one  tincture 
(German  leaf)  showed  persistence  for  twenty-two 
days;  van  Esveld7  obtained  similar  values  for  two 
tinctures  in  cats.  This  observation  stresses  the  view, 
which  should  be  clinically  significant,  suggested  by 

*From  Jour.  Pharmacol,  and  Exper.  Therap.,  58,  42, 
1936. 


Table  2. 

Persistence  of  Effect  of  Digitalis  Substances  in 
the  Pigeon 


Digitalis 

Per  Cent  Persistence 

Preparation 

Days 

12  hr. | 1 2 3 4 S 6 7 10  14  21 

Tincture  1 

1 3 9 i 14 1 1 1 3 1 4|  — |— | — |— | — 

Tincture  2 

43 1 1 9 1 1 7 1 20 1 1|  | j j | | •■ 

Tincture  3 

48 | 38 |25 | 19|21 | |l7|  | 18 | 10  — 

Tincture  4 

37 1 29 1 26 1 1 1 1 |11|  1|— |— |— |— 

Verodigen  No.  1 

| 1 78 | 1 64 1 | | |42 1 10 1 — - 

Verodigen  No.  2 

79 1 82 1 82 1 1 6 1 1 42 1 |55|36|  2|— 

Verodigen  No.  3 

1 9 1 1 78 | 1 57 1 | j 3 6 1 3 1 1 8 — 

Digitoxin 

+ 15  | | j 92  j | j 1 72  j j 38  1 18 

Strophanthin 

77 | | 72 | Mil  | 49 | 24  10 

Ouabain 

1 5 5 1 41 1 28 1 1 6 1 1 0 1 M II 

Gold,6  and  Hatcher  and  Weiss8  that  digitalis  speci- 
mens might  not  only  differ  as  to  acute  activity,  but 
also  as  to  the  persistence  of  effect.  Certainly,  assum- 
ing uniform  absorbability  and  like  persistence  phe- 
nomena in  man,  both  the  digitalizing  dose  and  the 
maintenance  quantity  of  Tr.  3,  in  terms  of  biological 
units,  would  be  different  from  that  of  the  other  tinc- 
tures. 

Several  years  ago  Eggleston9  observed  prompt 
therapeutic  effects  following  the  use  of  a fluidextract 
of  digitalis  by  the  high  dose  method,  in  which,  how- 
ever, the  total  amount  administered  to  one  patient 
within  a period  of  about  twenty-four  hours  was  only 


Fig.  1. — Resume  of  the  persistence  of  action  of  various  digitalis  substances  in  pigeons. 
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about  one-eighth  of  that  given  to  another  patient 
without  notable  effects  over  a very  much  longer 
period.  From  Dooley’s9  observations  upon  this  fluid- 
extract  it  is  suggested  that  this  discrepancy  in  clin- 
ical effectiveness  was  due  to  the  fact  that  the  fluid- 
extract  contained  an  appreciable  percentage  of  a 
quickly  “eliminated”  fraction. 

Figure  1 demonstrates  the  marked  persistence  of 
effect  of  Verodigen  in  the  pigeon.  Clinically,  like- 
wise, the  evidence  is  strong10’ 11  that  Verodigen  is 
quite  persistent,  and  it  might  well  be  that  this  per- 
sistence of  effect  accounts  for  the  fact  that  Verodigen 
is  effective  in  one-third  the  dose  as  calculated  from 
the  “cat  unit”  as  ordinarily  determined.10, 11  This 
view  is  strengthened  by  a comparison  of  the  persis- 
tence curve  of  the  tinctures  with  those  of  Verodigen; 
it  will  be  found  that  Veridogen  activity  endured 
about  three  times  as  long  as  that  of  tinctures  1,  2, 
and  4. 

Our  results  with  one  digitoxin  (Figure  1)  speci- 
men are  in  keeping  with  the  original  observation  of 
Hatcher,5  w’ho  noted  persistence  in  the  cat  for  an 
interval  of  over  three  weeks.  A limited  number  of 
persistence  observations  upon  the  weakest  of  the 
three  specimens  mentioned  in  Table  1,  indicated 
that  this  particular  specimen  was  eliminated  within 
a week,  and  hence  it  might  be  that  the  somewhat 
conflicting  reports  concerning  the  persistence  of  ef- 
fect of  digitoxin  might  be  accounted  for  upon  lack 
of  uniformity  among  the  various  specimens  of  digi- 
toxin, as  suggested  by  Gold.6  Digitoxin  seems  to 
increase  in  its  intensity  of  action  for  a short  time 
following  its  administration;  this  has  been  pre- 
viously remarked  upon  by  Gold6  from  observations 
upon  cats.  Such  findings  should  be  of  distinct  clin- 
ical importance,  particularly  if  digitoxin  is  to  be 
employed  by  the  “massive  dose  method.” 

Strophanthin,  like  ouabain,  is  usually  assumed  to 
be  but  poorly  “cumulative,”  although  Fraenkel  in 
1903 12  from  observations  upon  cats  remarked  that 
the  “prevailing  opinion  that  strophanthin  is  not 
cumulative  is  certainly  not  so.”  It  appears  from  our 
observations  that  it  possesses  a definite  persistency 
of  action;  an  observation  which  is  reinforced  by  the 
recent  findings  of  Kingisepp13  demonstrating  the 
difficulty  of  washing  strophanthin  out  from  a frog 
heart  previously  treated  with  the  drug.  To  cor- 
roborate our  observations  upon  pigeons  we  con- 
ducted similar  persistence  studies  with  strophanthin 
upon  fifteen  cats  (at  3-5-14-day  intervals)  with 


almost  identical  results.  The  accepted  idea  of  the 
low  persistence  of  effect  of  ouabain  (Figure  1)  is 
borne  out  by  our  experiments  upon  pigeons,  there 
being  a complete  loss  of  effectiveness  five  days  after 
the  administration  of  the  initial  dose.  Incidentally, 
it  might  be  mentioned  that  these  two  digitaloids,  so 
effective  by  intravenous  administration,  are  absorbed 
from  the  gastro-intestinal  tract  with  such  uncertainty 
that  they  should  not  be  given  orally. 

Summary  and  Conclusions 

Digitalis  bodies  have  been  assayed  by  slow  con- 
tinuous intravenous  injections  into  pigeons.  Various 
lots  of  Verodigen  and  strophanthin  showed  a re- 
markable constancy  in  acute  toxicity,  the  reverse 
being  true  for  digitoxin. 

Persistence  of  action  of  various  digitalis  sub- 
stances in  pigeons  was  established  by  injecting  75 
per  cent  (40  per  cent  in  the  case  of  digitoxin)  of 
the  average  M.L.D.  of  the  preparation,  and  then  by 
determining  at  various  intervals  the  amount  of  the 
same  preparation  necessary  to  produce  death.  Tinc- 
tures were  found  to  vary  in  their  persistence  of  effect, 
three  showing  no  persistence  of  effect  after  five  days, 
one,  however,  evidencing  persistence  for  a period  of 
over  ten  days.  Ouabain  showed  a continuance  of 
effect  for  five  days;  Verodigen  up  to  about  two 
weeks;  strophanthin  about  three  weeks;  and  digi- 
toxin even  longer.  It  might  be  well  to  mention  that 
Weese14  notes  in  his  recent  monograph  upon  digitalis 
the  desirability  of  using  clinically  a preparation 
possessing  definite  “cumulative”  effects,  thus  obvi- 
ating a “see-saw”  fluctuation  in  the  physiological 
effect  of  the  drug  upon  the  heart. 

In  this  investigation  it  was  shown  that  two  tinc- 
tures (No.  3 and  No.  4)  may  have  approximately 
the  same  biological  potency;  yet  one  (No.  3)  might 
show  a persistence  of  effect  about  twice  that  of  the 
other  (No.  4).  Such  observations  indicate  that  the 
persistence  of  effect  of  digitalis  bodies,  as  well  as 
their  acute  toxicity,  should  be  taken  into  considera- 
tion in  the  intelligent  clinical  usage  of  these  sub- 
stances. 

Digitalis  preparations  might  vary  as  to: 

a.  Toxicity 

b.  Absorbability 

c.  Persistence  of  effect  (cumulative  tendency) 

Hence  it  would  appear  highly  important  for  a 

clinician  to  become  accustomed  to  the  use  of  one 
preparation  of  digitalis,  the  potency  of  which  is 
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constant  from  month  to  month  and  from  year  to 
year,  and  the  absorbability  and  cumulative  tendency 
of  which  likewise  remain  uniform.  It  should  be 
borne  in  mind  that  although  animal  experimentation 
can  supply  valuable  data  as  to  uniformity  of  po- 
tency, absorbability,  and  persistence  of  effect  of 
digitalis  substances,  it  is  still  impossible  in  some 
instances  to  predict  with  much  exactness  the  amount 
of  the  drug  necessary  for  clinical  digitalization  or 
maintenance. 

I would  like  to  close  with  a pertinent  remark 
credited  to  Fraenkel  in  1935, 14  stating  that  “In  spite 
of  the  fact  that  well-standardized  digitalis  prepara- 
tions are  today  everywhere  available,  at  no  time  has 
digitalis  therapy  in  the  various  countries  been  such 
a tower  of  Babel  as  it  is  today.” 
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Discussion 

Dr.  James  P.  Baker,  Richmond:  Dr.  Haag  has  pre- 
sented here  an  excellent  paper,  it  seems  to  me,  covering 
enough  experiments  to  render  his  results  accurate  and  his 
conclusions  amply  justified.  I think  Dr.  Haag’s  paper  is 
particularly  valuable  at  this  time,  when  there  are  hun- 


dreds of  preparations  of  digitalis  and  allied  substances 
on  the  market.  All  of  these  drugs  are  standardized  as 
regards  their  cat-unit  value,  or  measure  of  acute  toxicity, 
and  undoubtedly  this  method  offers  a valuable  measure 
of  dosage  as  applied  to  patients.  This,  however,  is  not 
the  whole  story.  I first  became  aware  of  the  importance 
of  other  factors  last  year,  when  doing  some  work  with 
Dr.  Bloom  at  the  Medical  College  of  Virginia,  treating 
some  patients  with  Verodigen,  which  Dr.  Haag  has  men- 
tioned. This  work  is  to  be  published. 

The  cat  unit  of  Verodigen,  as  determined  by  biological 
assay,  is  about  1/80  of  a grain,  just  as  the  cat  unit  of 
digitalis  is  about  1J4  grains.  We  found  early,  however, 
that  the  amount  of  Verodigen  necessary  to  give  patients 
could  not  be  calculated  from  its  cat-unit  value.  Over 
and  over  again  we  secured  the  total  therapeutic  effect 
with  6/80  to  10/80  grain  instead  of  a calculated  grain. 
When  in  several  cases  we  pushed  the  drug  towards  the 
calculated  dosage  (that  is,  )4  grain),  definite  signs  of 
overdosage  appeared,  namely,  nausea,  extrasystoles,  and 
heart  block.  The  only  way  in  which  we  could  explain 
this  difference  between  the  actual  and  the  calculated 
dosage  is  that  the  drug  has  a very  persistent  effect. 
Certainly,  as  regards  this  drug,  the  persistence  of  effect 
was  as  important  as  the  acute  toxicity. 

I should  like  to  ask  Dr.  Haag  one  question,  and  that 
is  whether  it  is  feasible  to  state  for  any  preparation  its 
persistence  of  effect  as  well  as  its  cat-unit  value,  when 
marketing  such  preparations. 

Dr.  Nathan  Bloom,  Richmond:  I should  like  to  add 
to  what  Dr.  Baker  said  about  Verodigen.  We  used  it 
quite  extensively  in  the  clinics  and  the  outpatient  de- 
partments of  the  Medical  College  of  Virginia,  and  we 
found  what  he  has  stated,  there,  that  we  could  not  find 
the  dosage  for  patients  from  the  cat-unit  value.  We  did 
find,  however,  that  we  could  give  them  1/240  of  a 
grain  and  they  would  apparently  get  the  full  value  from 
the  digitalis.  That  was,  apparently,  the  amount  of 
drug  they  would  excrete  per  day,  also.  We  have  fol- 
lowed that  since  and  have  found  that  1/240  of  a grain 
is  equivalent  to  about  1 1/2  grains  of  digitalis. 

Dr.  Haag,  closing  the  discussion:  I wish  to  thank  Dr. 
Baker  and  Dr.  Bloom  for  their  remarks. 

Answering  the  question  as  to  whether  one  might  de- 
mand from  the  pharmaceutical  manufacturers  informa- 
tion as  to  whether  their  preparation  is  promptly  ab- 
sorbed and  what  the  persistence  of  effect  is,  I think  this 
is  just  as  reasonable  as  to  ask  for  the  cat-unit  or  other 
biological  values.  I think  we  might  ask  them  to  say 
whether  its  effect  is  cumulative,,  as  compared  to  ouabian, 
for  instance,  and  if  it  is  absorbed  promptly  from  the 
gastro-intestinal  tract. 
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DIAGNOSIS  OF  APPENDICITIS  IN  CHILDREN.* 


M.  L.  Carr,  M.  D., 
La  Grange,  N.  C. 


This  paper  does  not  present  any  new  symptoms, 
physical  findings,  or  diagnostic  precedures,  but  at- 
tempts to  review  briefly  the  old  with  the  hope  that 
diagnosis  may  be  made  early  and  with  less  diffi- 
culty. This  accomplished  it  is  obvious  that  mor- 
bidity and  mortality  will  be  reduced. 

The  appendix  is  found  at  the  end  of  the  anterior 
taenia  coli.  It  usually  occupies  the  lower  right  ab- 
dominal quadrant,  but  from  failure  of  rotation  of 
the  colon,  it  may  lie  just  below  the  liver  under  the 
spleen  or  in  the  left  lower  abdominal  quadrant  near 
the  sigmoid.  It  has  been  found  in  the  true  pelvis, 
in  the  sac  of  an  inguinal,  umbilical,  femoral  or 
ventral  hernia.  It  may  be  retrocaecal  or  retro- 
peritoneal. 

The  appendix  in  children  is  fully  developed  at 
birth  and  relatively  longer  than  in  the  adult.  It 
varies  in  size,  shape,  length  and  location,  though 
it  is  usually  about  10  cm.  long.  It  is  found  higher 
and  nearer  the  mid-abdomen  than  in  the  adult  due 
to  the  undeveloped  caecum.  Its  lumen  is  larger 
and  guarded  by  an  imperfect  valve,  the  valve  of 
Gerlach.  It  is  thin  walled  and  so  rich  in  lymphoid 
tissue  that  it  has  been  called  the  abdominal  tonsil. 
The  blood  supply  is  a single  terminal  artery,  the 
appendicular  branch  of  the  ileo-colic.  The  meso- 
appendix  is  short,  impoverishing  the  blood  supply 
of  the  projected  tip. 

The  omentum  in  the  child  is  shorter  and  thinner, 
thus  lacking  the  protective  qualities  of  that  of  the 
adult. 

Appendicitis  may  be  acute,  subacute  or  chronic. 

Acute  inflammation  may  involve  just  the  mucous 
lining  and  be  catarrhal,  necrotic,  ulcerative  or  puru- 
lent. If  involving  the  outer  walls  it  may  be  acute 
hyperplastic,  phlegmonous,  or  gangrenous.  The  con- 
dition may  be  aggravated  by  an  obstruction  of  the 
lumen,  so-called  obstructive  appendicitis  or  charac- 
terized by  a tendency  to  perforate  as  in  ulcerative, 
gangrenous,  and  phlegmonous,  perforative  appen- 
dicitis. 

Chronic  forms  of  appendicitis,  mainly  the  result 
of  acute  attacks,  are  chronic  catarrhal,  chronic  hyper- 

*Read before  the  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina  at  Tarboro,  N.  C.,  December 
1-3,  1936. 


plastic,  chronic  purulent,  atrophic  or  obliterative, 
tuberculous  and  actinomycotic.  I have  observed  few 
cases  of  chronic  appendicitis  in  children. 

Appendicitis  is  a disease  of  civilization  and  the 
white  race,  being  observed  less  frequently  in  negroes, 
aborigines  and  races  dwelling  in  the  tropics.  It  oc- 
curs more  often  in  males  and  there  seems  to  be  a 
familial  influence  due  perhaps  to  environment,  food, 
types  of  infection,  and  common  anatomical  peculi- 
arities favorable  to  infection. 

Appendicitis  often  follows  infections  that  produce 
general  lymphoid  hyperplasia,  such  as  measles,  scar- 
let fever,  tonsillitis,  influenza,  typhoid  fever  and 
enteritis.  Fecal  concretions,  foreign  bodies,  intes- 
tinal parasites  and  trauma  as  from  a blow  or  a fall; 
inflammation  of  adjacent  organs  and  congestion  of 
the  menstrual  cycle  may  be  exciting  causes. 

The  bacteria  in  the  order  of  frequency  associated 
with  appendicitis  are:  Bacillus  coli  communis, 
Staphylococcus  pyogenes  aureus  and  albus,  Strep- 
tococcus, Pneumococcus,  Bacillus  pyocyaneus,  Bacil- 
lus Tuberculosis,  Streptothrix  actinomycosis  and  a 
number  of  anaerobic  organisms. 

An  appendicitis  with  local  peritonitis  or  abscess 
due  to  a streptococcus  infection  carries  a bad  prog- 
nosis as  to  recovery.  If  more  cultures  were  made, 
prognosis  might  be  more  accurate. 

The  classical  symptoms  of  appendicitis  are  pain, 
nausea  and  vomiting,  localized  tenderness  and  rigid- 
ity at  McBurney’s  point,  fever  and  acceleration  of 
pulse.  There  is  a leucocytosis  of  9,000  to  18,000 
and  a relatively  high  polymorphonuclear  leucocytosis. 

Drs.  Muller  and  Ravidin  claim  that  the  pain  when 
inflammation  is  localized  in  the  appendix  is  due  to 
a stimulation  of  the  sympathetic  with  referring  of 
this  stimuli  to  the  cutaneous  branches  of  the  tenth 
and  eleventh  costal  nerves,  thus  the  first  pain  is 
around  the  umbilicus.  And  when  the  inflammation 
has  spread  to  the  outer  wall  and  adjacent  structures, 
the  pain  is  localized  in  whatever  region  the  appen- 
dix happens  to  be.  This  secondary  pain  is  a stimu- 
lation of  the  somatic  nervous  system,  the  result  of 
inflammation  of  sub-peritoneal  tissue. 

Appendicitis  in  children  must  be  differentiated 
from  pneumonia,  throat  infections,  pericarditis,  the 
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acute  infectious  diseases,  typhoid  fever,  enteritis, 
ileo-colitis,  ordinary  colic  from  flatus,  intussuscep- 
tion, intestinal  obstruction,  Meckel’s  diverticulum, 
acute  mesenteric  lymphadenitis,  ureteral  stone,  pye- 
litis, distended  bladder,  ovulation  and  menstrual 
pain,  tubercular  spondylitis,  osteomyelitis  of  ileum 
and  femur,  and  acute  suppurative  arthritis  of  hip 
joint. 

In  pneumonia  the  pain  is  more  superficial  and  not 
intensified  on  pressure.  The  patient  is  more  pros- 
trate, there  are  abdominal  breathing  and  the  usual 
signs  in  the  chest,  the  leucocytosis  is  higher  and  the 
prostration  greater.  Urban  Maes  says,  “The  child 
with  appendicitis  will  not  rest  or  let  anyone  else 
rest.”  The  right  leg  or  legs  are  usually  flexed, 
the  breathing  is  more  of  a costal  type,  not  charac- 
teristic of  children.  The  pain  and  tenderness  are  in- 
tensified on  deep  firm  pressure  and  the  temperature 
and  pulse  are  not  so  high  or  rapid. 

In  throat  infections  and  tonsillitis  the  pain  is 
superficial,  not  intensified  on  pressure,  the  tempera- 
ture and  pulse  are  higher  and  more  rapid,  and  the 
pathology  is  seen  in  the  throat. 

In  pericarditis  the  high  temperature,  rapid  pulse, 
friction  rub,  bulging  precordia,  thrills  and  prostra- 
tion would  be  diagnostic.  In  the  other  acute  infec- 
tious diseases,  the  history  of  onset,  temperature  and 
rapid  pulse,  the  prostration,  the  abdominal  type  of 
breathing  and  skin  rashes  would  serve  to  differen- 
tiate. In  typhoid  fever,  enteritis,  ileo-colitis,  the 
history,  prostration,  and  laboratory  findings  would 
not  indicate  the  appendix.  The  pain  of  ordinary 
colic  from  flatus  is  relieved  by  firm  pressure  and 
upon  expelling  the  gas.  Intestinal  obstruction, 
Meckel’s  diverticulitis,  acute  mesenteric  lymphaden- 
itis would  hardly  be  differentiated.  At  this  point 
it  is  well  to  mention  that  R.  L.  J.  Kennedy  of  Roches- 
ter, Minn.,  writes  that  he  has  observed  the  mesentery 
lymph  nodes,  especially  the  ileo-caecal  nodes,  are 
often  found  enlarged  and  the  appendix  showing  in- 
flammation microscopically  when  grossly  it  appears 
normal.  This  finding  would  infer  that  many  ap- 
parently normal  appendices  are  really  diseased,  and 
the  latter  the  cause  of  symptoms  instead  of  the 
lymphadenitis. 

Intussusception  always  presents  a mass  with  fre- 
quent stools  of  blood  and  mucus.  In  ureteral  stones 
the  urinary  symptoms  and  findings  with  X-ray  ex- 
amination and  an  absence  of  localized  tenderness 
would  direct  one  to  the  urinary  tract.  In  case  of 


pyelitis  the  temperature  is  higher,  there  are  urinary 
symptoms  and  pus  in  the  urine  in  large  amounts. 
A distended  bladder  is  usually  relieved  by  measures 
which  cause  it  to  empty.  Ovulation  and  menstrual 
pain  can  be  differentiated  from  appendicitis  by  the 
history,  absence  of  nausea  and  vomiting,  fever,  rapid 
pulse,  leucocytosis,  the  short  duration  of  the  pain 
without  flank  rigidity,  and  localizing  symptoms. 
Tubercular  spondylitis,  osteomyelitis  of  the  ilium 
and  femur,  and  acute  suppurative  arthritis,  or  as 
Dr.  Hubert  Royster  says,  diseases  outside  of  the  ab- 
domen do  not  have  to  be  differentiated. 

In  the  examination,  the  history  is  very  important. 
Oftentimes  an  intelligent  one  is  not  obtainable;  some- 
times the  child,  if  old  enough,  will  give  a more 
direct  and  better  history  than  parent  or  nurse.  In 
the  absence  of  a satisfactory  history,  one  has  to  rely 
mainly  on  physical  and  laboratory  findings,  experi- 
ence and  intuition. 

In  beginning  the  examination,  the  approach  and 
manner  should  be  kindly  and  quiet.  The  hands 
should  be  warm  and  gentle  palpation  should  be- 
gin on  the  side  opposite  to  the  pain  and  be  grad- 
ually continued  until  the  area  of  pain  or  soreness 
is  reached.  Firm  deep  pressure  over  McBurney’s 
point  will  elicit  pain  sometimes  when  rigidity  and 
more  superficial  tenderness  are  not  present.  To 
release  the  pressure  suddenly  and  elicit  sudden  pain 
is  suggestive  of  peritonitis.  A rectal  examination 
should  always  be  made  in  doubtful  cases.  This 
should  be  accomplished  as  gently  as  possible,  being 
careful  to  palpate  the  side  opposite  the  suspected 
site  of  diseases  first.  The  gloved  finger  can  be 
made  to  enter  the  rectum  with  little  pain  if  firm 
gradual  pressure  is  used.  An  analysis  of  a num- 
ber of  cases  treated  at  the  Memorial  General  Hos- 
pital over  a period  of  years,  showed  increasing  mor- 
bidity and  mortality  with  increasing  delay  of  diag- 
nosis and  treatment.  I will  add  that  I was  sur- 
prised at  the  low  morbidity  and  mortality  although 
many  were  late  cases. 

In  conclusion,  I am  wondering  if  other  writers 
on  this  subject  have  not  found  it  much  easier  to 
write  than  to  diagnose.  For  sometimes  nausea  pre- 
cedes pain  as  is  observed  by  Urban  Maes.  The 
pain  is  not  always  at  first  general  and  around  the 
umbilicus  but  may  begin  and  remain  in  the  right 
lower  quadrant  or  flank.  Appendicitis  is  often  asso- 
ciated with  other  diseases  or  follows  close  on  the 
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heels  of  acute  infectious  diseases  as  observed  by 
Brennan  of  Chicago.  A history  is  not  obtainable 
and  a frightened  child  cannot  be  examined  satis- 
factorily. A mother  is  not  cooperative  in  your  ef- 
forts to  place  the  child  at  bed  rest  so  that  observa- 
tion can  be  carried  out.  Purgatives  of  all  sorts 
are  still  given  to  children  for  abdominal  pains  and 
cramps  by  their  parents  and  nurses.  Nevertheless, 


if  one  approaches  each  probable  suspect  with  a 
thorough  knowledge  of  the  variable  anatomy  of  the 
appendix,  its  histological  structure,  and  the  varied 
causes  of  this  disease,  its  familial  tendencies,  a 
knowledge  of  the  physiology  of  the  pain  together 
with  the  all  important  history,  many  cases  will  be 
diagnosed  early  and  correctly  that  are  now  being 
diagnosed  only  after  local  peritonitis  has  begun. 


ORTHOPAEDIC  TREATMENT  OF  THE  MUSCULAR  DYSTROPHIES 
AND  MUSCULAR  ATROPHIES.* 


George  A.  Duncan,  M.  D., 

Norfolk,  Va. 


The  diagnosis  and  prognosis  of  these  two  diseases 
have  been  recognized  for  many  years,  but  the  con- 
tributions to  the  therapy  for  the  unfortunate  patients 
with  these  diseases  has  yielded  very  little  of  value. 
Recent  attempts  to  adjust  the  unbalanced  amino- 
acid  metabolism  that  exists  in  these  patients  and 
the  use  of  the  glandular  extracts  has  offered  some 
encouragement  from  certain  groups  of  investigators 
and  its  value  discounted  by  others.  I will  not  en- 
ter into  a discussion  of  the  use  of  ephedrine,  gly- 
cine or  any  other  drug  used  in  the  treatment  of 
these  diseases  except  to  state  that  the  concensus  of 
opinion  is  that  their  effect  is  only  transient  in  nature. 
Glycine  is  itself  most  beneficial  in  myasthenia  gravis, 
but  otherwise  its  use  is  of  doubtful  value.  Remis- 
sions are  commonly  found  in  many  of  the  muscular 
atrophies,  so  that  the  use  of  any  drug  during  this 
stage  may  receive  unwarranted  credit. 

In  discussing  the  orthopaedic  treatment  of  these 
two  diseases  it  is  most  important  to  bear  in  mind 
that  their  pathogenesis  is  entirely  different.  The 
progressive  muscular  dystrophies  (primary  myop- 
athies) are  associated  with  very  definite  and  quite 
extensive  muscular  degeneration,  while  the  progres- 
sive (nuclear  or  spinal)  muscular  atrophies  are  pri- 
marily due  to  changes  in  certain  nerve  cells  Y)f  the 
spinal  cord. 

With  this  understanding  of  the  pathogenesis  of 
the  two  diseases  I will  consider  the  orthopaedic  part 
in  the  care  of  the  primary  myopathies. 

Progressive  muscular  dystrophy  is  a condition 
characterized  by  muscular  wasting  that  affects  va- 
rious groups  of  muscles.  It  usually  runs  a slowly 

*Read  before  the  Norfolk  County  Medical  Society, 
November  23,  1936. 


progressive  course  with  or  without  hypertrophy.  It 
may  be  congenital  or  hereditary,  but  usually  begins 
before  puberty  or  adolescence.  As  to  the  course  of 
the  disease,  an  awkwardness  in  movements  are  noted. 
Certain  muscle  groups,  particularly  that  of  the  calf, 
are  enlarged.  The  deltoid,  triceps,  neck  muscles 
and  those  of  the  forearm  may  stand  out.  Simul- 
taneously, others — pectorals  and  latissimi  dorsi — 
may  become  atrophied;  consequently,  there  is  a 
characteristic  attitude  on  standing.  When  the  pelvic 
muscles  are  involved  there  is  an  increase  in  the 
lumbar  lordosis  on  standing,  and  a waddling  gait 
noted  on  walking.  The  disease  is  essentially  bilateral. 
It  runs  a protracted  course  and  has  been  known  to 
persist  for  thirty  or  forty  years.  As  to  its  dif- 
ferential diagnosis,  it  may  be  confused  with  con- 
genital dislocation  of  the  hip  because  of  the  wad- 
dling gait,  but  on  examination  there  is  no  tele- 
scoping of  the  hips,  and  roentgen-ray  examination 
is  negative  for  any  dislocation.  It  may  simulate 
spondylolisthesis,  because  of  the  increased  lumbar 
lordosis,  but  here  too  the  roentgen-ray  establishes 
your  diagnosis.  Because  of  the  clubbing  of  the  hands 
and  feet  that  is  occasionally  seen  it  may  be  con- 
fused with  arthrogryphosis,  but  in  arthrogryphosis 
there  is  a peculiar  spasticity  associated  with  the 
deformities. 

The  following  primary  muscular  dystrophies  are 
varieties  of  the  same  disease  just  described,  but  are 
separately  classified  according  to  the  part  involved. 
Among  these  we  recognize,  faciohumeral,  Erb’s  ju- 
venile scapular,  bulbar  and  the  infantile  hereditary 
types. 

As  to  the  treatment,  all  of  these  types  should  have 
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light  massage  and  exercises  for  the  involved  parts. 
These  exercises  must  be  graded,  such  as  the  use 
at  first  of  light  dumb-bells  for  the  hands  and  upper 
extremities,  and  graduating  to  heavier  ones  as  the 
occasion  arises.  Similar  exercises  may  be  worked 
out  for  the  lower  extremities.  Electrical  stimulation 
of  the  muscles,  but  not  to  the  point  of  fatigue,  is 
of  some  aid.  Decalcification  of  the  bones  caused  by 
the  atrophy  of  disuse  occurs  in  the  late  stages  of  this 
disease,  and  fractures  occasionally  occur.  They  are 
cared  for  in  the  usual  manner. 

In  amytonia  congenita,  another  primary  myopathy, 
in  which  there  occurs  a flabbiness  and  evenly  dis- 
tributed atrophy  of  both  lower  extremities,  massage, 
electrical  stimulation  and  warm  baths  are  indicated. 

In  myotonia  congenita,  where  a rigidity  of  the 
muscles  is  encountered  after  resting,  carefully  regu- 
lated exercises  and  the  advice  to  seek  a warm  climate 
are  indicated.  The  exercises  should  aim  to  teach 
the  individual  to  make  his  motions  slow  at  first 
and.  with  repetition,  confidence  will  be  established 
and  he  will  be  able  to  perform  his  movements  faster 
and  with  more  accuracy. 

Braces  may  be  applied  to  prevent  deformities  in 
this  group  of  diseases,  but,  in  the  main,  they  really 
do  more  harm  than  good,  for  they  are  an  additional 
burden  on  an  already  deficient  muscular  system. 
If  deformities  are  to  be  corrected  it  is  far  better 
to  obtain  this  correction  by  tendon  lengthenings  or 
stabilization  procedures  on  the  involved  joints. 

In  summary  for  this  group,  the  treatment  is  the 
same  as  for  muscle  wasting  from  disuse  as  you  com- 
monly see  following  fractures — that  is,  the  judicial 
use  of  local  heat,  massage  and  exercises.  The 
muscles  are  involved;  therefore,  all  of  our  measures 
are  directed  toward  their  restoration  of  function. 

I will  now  discuss  the  second  group,  consisting 
of  the  progressive  spinal  muscular  atrophies. 

A variety  called  Aran-Duchenne  involves  mainly 
the  small  muscles  of  the  hand  and  later  the  wrist 
and  forearm,  producing  a claw  hand.  Another  type 
is  the  hereditary,  familial  type  of  infancy,  called 
Werdnig-Hoffmann,  in  which  the  trunk  muscles  are 
involved,  producing  a scoliosis;  in  still  another  type, 
the  subacute  or  chronic  poliomyelitic  patients  may 
have  the  l6wer  extremities  involved.  In  general, 
the  treatment  of  this  group  is  rest  and  avoidance  of 


exercises.  Braces  and  splints  may  be  applied  to 
prevent  deformities,  but,  in  the  main,  the  less  done 
the  better.  These  diseases  are  usually  progressive 
and  death  usually  ensues  before  many  years.  There 
is  one  exception,  and  that  is  in  the  patients  with 
subacute  or  chronic  poliomyelitis.  Occasionally  the 
disease  becomes  arrested,  and  then  gentle  massage 
is  indicated. 

In  amvtrophic  lateral  sclerosis,  where  there  is  a 
flaccid  lower  motor  neuron  and  a spastic  pyramidal 
tract,  exertion  of  any  nature  is  avoided.  Treat- 
ment is  palliative,  as  ultimately  death  ensues,  either 
from  asphyxia  or  inanition. 

The  most  common  deformity  associated  with 
Friedreich’s  ataxia  besides  the  ataxic  gait  is  a 
claw  foot,  resulting  in  a high  arch,  dropping  of 
the  forefoot,  contracture  of  the  toes,  resulting  in 
the  formation  of  corns  on  the  dorsal  aspect  of  the 
toes  and  painful  calli  beneath  the  metatarsal  heads. 
Exercises  for  the  feet  are  given  in  an  effort  to  pre- 
vent the  contractures  from  increasing;  metatarsal 
pads  as  insoles  or  bars  on  the  shoes  are  employed 
to  remove  the  pressure  from  these  calli.  In  advanced 
cases,  an  anterior  tarsal  section  is  done  to  decrease 
the  height  of  the  longitudinal  arch  of  the  foot, 
thereby  giving  a better  treading  surface.  However, 
if  there  is  any  lateral  imbalance  of  the  foot  a 
sub-talar  arthrodesis  is  the  better  operative  correc- 
tive and  stabilization  procedure.  Both  of  these  bony 
operations  are  frequently  accompanied  by  tendon 
lengthenings  or  tendon  transplantation  operations 
in  an  endeavor  to  remove  the  contracting  force  of 
the  calcaneal  and  the  long  toe  extensor  tendons. 

In  Charcot-Marie-Tooth  type  of  peroneal  muscu- 
lar atrophy  a foot  drop  occurs.  This  may  be  im- 
proved by  the  use  of  a brace.  Occasionally  an 
equino-cavo-varus  deformity  will  occur  and  most  of 
the  patients  are  very  much  better  off  by  having  the 
foot  deformity  corrected  by  operations  than  wearing 
heavy  cumbersome  braces. 

In  summary  for  this  group,  leave  those  patients 
alone  whose  life  expectancy  is  very  short;  for  the 
others,  give  them  the  advantage  of  enjoying  life 
as  normally  as  possible  by  relieving  them  of  what 
handicaps  you  can,  by  either  the  use  of  braces  or 
corrective  operative  procedures. 

Waimuright  Building. 
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Report  of  the  Committee 

of  the 

Medical  Society  of  Virginia  to  Review  the  Question 

of  Syphilis  Control 


Note. — The  following  paragraph  in  a letter  from  Sur- 
geon General  Thomas  Parran  of  the  U.  S.  Public  Health 
Service  to  the  President  of  the  Medical  Society  of  Virginia 
explains  the  appointment  of  this  Committee  by  Dr.  Hutch- 
eson and  also  the  function  of  the  Committee: 

I would  request  that  your  State  Medical  Society  appoint 
a committee  to  advise  with  your  State  Health  Officer  and 
with  me  regarding  the  syphilis  control  program  in  each 
State.  Specifically,  it  is  my  hope  that  this  committee  will 
(a)  review  the  available  information  on  the  syphilis  prob- 
lem in  the  State;  (b)  cooperate  in  assembling  necessary 
additional  information  concerning  the  nature  and  extent 
of  the  facilities  which  now  exist  for  the  diagnosis,  treat- 
ment, and  public  health  control  of  syphilis;  and  (c)  recom- 
mend such  supplemental  and  new  State  and  local  facilities 
and  measures  as  seem  desirable  in  dealing  with  this  in- 
fection which  is  nation-wide  in  its  importance  and  dis- 
tribution. 


Your  Committee  has  reviewed  the  available  informa- 
tion on  the  syphilis  problem  in  Virginia  and  the  recent 
literature  on  the  control  of  syphilis.  (See  Supplements 
1 and  2 attached  to  Report.)  The  present  program  is 
entirely  inadequate.  The  necessary  changes  and  addi- 
tions will  require  substantial  financial  appropriations. 
I'he  responsibility  of  eventually  eradicating  syphilis  must 
be  accepted  by  the  general  medical  profession.  We  hope 
that  the  organized  Public  Health  facilities  in  the  State 
will  be  able  to  secure  appropriations  which  will  allow 
them  to  take  a more  active  leadership  in  this  program. 

Your  Committee  recommends  the  following  Syphilis 
Control  Program  for  Virginia: 

Introductory  Statement 

Syphilis  is  one  of  the  most  prevalent  of  diseases,  it  being 
estimated  that  there  are  125,000  cases  in  the  State  of  Vir- 
ginia. Syphilis  is  one  of  the  most  pernicious  of  diseases  be- 
cause of  its  effect  in  causing  physical  and  economic  disabil- 
ity. Since  effective  methods  of  public  health  control  exist,  a 
syphilis  control  program  probably  offers  more  return  for 
the  money  spent  than  any  other  phase  of  public  health 
work. 

A program  for  syphilis  control  should  be  organized  as 
a program  to  prevent  the  spread  and  the  progression  of 
an  infectious  disease.  It  should  be  separated  from  but 
should  work  in  harmonious  cooperation  with  programs  of 
sex  education  and  social  hygiene.  Its  organization  should 
be  modeled  after  existing  health  programs  to  control  such 
diseases  as  diphtheria,  typhoid  fever,  or  poliomyelitis.  The 


state  and  local  health  departments  should  be  equipped  to 
consult  and  aid  in  the  diagnosis  of  a case  of  syphilis  and 
should  offer  epidemiological  assistance  in  the  investigation 
of  sources  of  infection  and  contacts  and  the  follow-up  of 
individual  cases  until  adequate  treatment  has  been  admin- 
istered. The  state  and  local  health  departments  should 
offer  assistance  as  funds  are  available  in  the  subsidization 
of  the  treatment  of  syphilis  by  clinics  or  physicians  when 
the  patient  is  unable  to  pay. 

I.  Reporting. 

1.  Morbidity  reports. 

It  is  believed  that  the  State  Health  Department  should 
send  Return  Post  Cards  to  each  physician  at  monthly  in- 
tervals. The  physician  should  be  requested  to  report  only 
the  number  of  cases  treated,  but  there  should  be  some 
I classification  of  the  cases.  The  names  of  the  patients 
should  not  be  requested  on  the  morbidity  reports.  The 
Health  Department  should  analyze  the  reports  at  fre- 
quent intervals  and  make  these  statistics  available  to  the 
profession. 

2.  Epidemiological  reports. 

Physicians  should  have  available  epidemiological  report 
cards  which  should  be  sent  to  the  local  health  officers  when 
requesting  their  assistance  in  following  delinquent  pa- 
tients or  when  investigating  sources  of  infection  or  con- 
tacts. The  physician  will  use  his  discretion  in  reporting 
names  and  addresses.  These  cards  should  also  be  pre- 
pared so  that  they  may  be  used  for  requesting  drugs  and 
literature. 

II.  Laboratory. 

1.  The  State  Health  Department  should  provide  dark- 
field  examinations  for  the  diagnosis  of  early  syphilis.  The 
delayed  dark-field  method  may  be  used  for  outlying  dis- 
tricts. Whenever  it  is  possible,  immediate  dark-field  ex- 
aminations should  be  available.  There  should  also  be  a list 
prepared  of  the  physicians  and  technicians  equipped  and 
qualified  to  make  immediate  dark-field  examinations. 

2.  Serological. 

The  state  laboratory  performs  serological  diagnostic 
tests  free  at  the  present  time.  The  facilities  should  be  in- 
creased as  the  requests  for  examinations  become  more 
numerous. 

It  seems  advisable  that  physicians  cooperate  when  re- 
questing an  examination  by  stating  whether  it  is  for  diag- 
nostic purposes  or  to  check  treatment.  The  laboratory 
should  give  preference  to  diagnostic  tests  and  mail  these 
reports  as  promptly  as  possible. 
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A system  of  cross-checks  between  laboratories  should 
be  set  up  under  the  direction  of  some  laboratory  expert 
and  a plan  of  periodic  checks  should  be  established. 

III.  Drugs. 

The  State  Health  Department  distributes  anti-syphilitic 
drugs  at  cost  at  the  present  time.  The  free  distribution 
of  drugs  would  seem  a justifiable  partial  subsidy,  but  it  is 
believed  that  it  would  also  be  advisable  for  the  state  to 
provide  a more  liberal  subsidy  for  the  treatment  of  indi- 
gent patients. 

IV.  Treatment  of  Those  Unable  to  Pay  Physicians’ 
Fees. 

The  established  clinics  should  be  assisted  financially  by 
state  and  local  health  departments.  New  clinics  should 
be  established  in  selected  localities.  Patients  living  in 
localities  not  served  by  clinics  might  be  treated  by  a local 
physician.  Physicians  treating  a case  of  syphilis  could 
receive  a minimum  fee  for  a minimum  course  of  treat- 
ment from  public  funds.  It  would  be  advisable  to  have 
most  cases  thus  treated  seen  by  a consultant  at  the  begin- 
ing  of  treatment. 

In  certain  localities  situated  near  treatment  centers  it 
may  be  found  economical  to  subsidize  the  transportation 
of  certain  patients  to  clinics  rather  than  have  them  treated 
locally.  This  will  be  a local  problem. 

V.  New  Facilities  Needed 

It  is  necessary  to  have  a State  Director  of  Syphilis  Con- 
trol connected  with  the  State  Health  Department.  There 
should  be  several  field  consultants  working  under  this 
Director.  When  qualified,  a local  health  officer  could  serve 
in  this  capacity.  In  other  localities  some  designated  ex- 
pert should  serve  in  a part-time  capacity.  Arrangements 
should  be  made  to  allow  a physician  to  call  on  these  con- 
sultants without  having  to  subject  his  patient  to  a double 
fee.  The  extent  to  which  the  treatment  of  syphilis  in 
clinics  and  by  private  physicians  can  be  subsidized  by 
public  funds  will  depend  on  the  amount  of  money  made 
available  for  the  syphilis  control  program. 

A list  of  treatment  centers  in  the  state  should  be  pre- 
pared and  distributed  for  the  use  of  transient  and  trans- 
ferred patients.  It  seems  advisable  to  establish  at  the 
present  time  a series  of  new  clinics  at  centers  of  popula- 
tion where  facilities  are  not  available.  Mobile  clinics  may 
be  organized  for  use  in  rural  areas. 

VI.  Epidemiology  by  Physicians 

When  a physician  discovers  a case  of  infectious  syphilis 
he  may  report  the  case  to  his  field  consultant.  The  consul- 
tant will  assist  in  the  diagnosis  and  discuss  the  advisable 
epidemiological  investigation. 

In  addition  to  personal  instruction  the  physician  should 
give  the  patient  an  instruction  sheet.  (This  to  be  sup- 
plied by  the  State  Health  Department.)  The  State  Health 
Department  should  supply  outlines  of  the  procedure  to 
be  used  in  investigating  sources  and  contacts.  There 
should  be  prepared  sample  outlines  of  the  letters  to  be 
used.  (See  Supplement  3.) 


The  physician  should  be  able  to  demand  the  coopera- 
tion of  the  local  and  State  Health  Departments  in  his  in- 
vestigation and  follow-up  work. 

VII.  Standardization  of  Treatment. 

The  Cooperative  Clinical  Group  outline  of  treatment  is 
recommended  as  the  most  authoritative  available.  Copies 
of  this  outline  should  be  sent  to  each  physician  in  the  State. 
(See  Supplement  4.)  It  should  be  used  as  a guide  to  be 
altered  as  indications  arise.  Drug  reaction,  concurrent 
organic  disease,  old  age,  etc.,  will  indicate  individualiza- 
tion of  treatment. 

VIII.  Hospitalization. 

Hospitalization  for  isolation  is  not  required.  Hospitali- 
zation of  cases  with  treatment  reactions  and  severe  mani- 
festations of  late  syphilis  will  continue  to  be  a local  prob- 
lem. 

IX.  Prenatal  Treatment. 

It  is  recommended  that  it  be  the  practice  of  all  clinics 
and  private  physicians  to  make  a serological  test  as  early 
in  pregnancy  as  possible  and  to  repeat  the  test  later  during 
pregnancy — during  the  eighth  month. 

It  is  recommended  that  the  Cooperative  Clinical  Group 
outline  of  treatment  be  used.  (See  Supplement  5.) 

It  is  further  recommended  that  pregnant  women  with 
a history  of  syphilis  be  treated  regardless  of  the  amount 
of  previous  treatment  received  or  the  present  seriological 
status. 

X.  Educational  and  Informative  Program. 

The  Medical  Profession. 

It  is  believed  that  the  profession  will  derive  the  greatest 
educational  benefits  by  cooperation  with  the  plan  as  out- 
lined above.  Additional  instruction  through  post-graduate 
courses  and  periodic  literature  should  be  fostered. 

Adequate  undergraduate  instruction  should  be  provided 
by  medical  schools.  A description  of  a state  syphilis 
program  should  be  included  in  the  undergraduate  course. 

Civilian  Instruction. 

The  discussion  of  syphilis  in  a health  education  pro- 
gram should  be  included  under  the  heading  of  infectious 
diseases  rather  than  under  sex  hygiene.  A program  of 
public  lectures,  radio  talks,  or  newspaper  articles  should 
be  very  conservatively  planned.  Only  well-informed  and 
well-qualified  speakers  and  writers  should  be  used.  The 
instruction  of  the  older  high  school  and  college  students 
would  reach  the  ages  for  optimum  results.  It  would  be 
more  advisable  to  have  these  individuals  instructed  in 
their  regular  physiology  and  biology  courses  rather  than 
by  special  lectures. 

The  most  valuable  lay  instruction  will  probably  be  ac- 
complished by  instructing  patients  and  through  them  reach- 
ing their  contacts. 

XI.  Prophylaxis. 

The  question  of  prophylaxis  should  be  deferred  for  the 
present.  It  may  be  reconsidered  later  when  the  above 
program  is  well  established.  It  is  recognized  that  local 
chemical  or  mechanical  prophylactic  measures  scientif- 
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ically  applied  may  be  important  factors  in  the  prevention 
of  syphilis. 

The  Committee  to  Review  the  Question 
of  Syphilis  Control 

D.  C.  Smith, 

R.  D.  Kimbrough, 

E.  E.  Barksdale, 

Ennion  Williams,  Chairman. 

Supplement  1 

1.  The  Control  of  Syphilis,  A Symposium.  (Supplement 

No.  2 to  Venereal  Disease  Information.) 

2.  Venereal  Disease  Control  Program  in  Virginia.  (Ve- 

nereal Disease  Information,  Vol.  17,  p.  205,  July, 

1936.) 

3.  Form  letters  used  for  epidemiological  investigation  by 

the  Department  of  Syphilology  of  the  University  of 

Virginia  Hospital. 

4.  A scheme  for  the  treatment  of  early  syphilis.  Page 

35  of  Reprint  No.  13  from  Venereal  Disease  Infor- 
mation. 

5.  A scheme  for  treatment  of  the  pregnant  syphilitic 

woman  (from  Venereal  Disease  Information,  Vol. 

17,  p.  42.  February,  1936.) 

Supplement  2 s 

State  Venereal  Disease  Control  Programs,  Virginia 
(V.  D.  I.  Vol.  17,  page  205) 

The  Virginia  Department  of  Health  assists  in  the  opera- 
tion of  clinics  for  the  treatment  of  syphilis  and  gonorrhea. 
The  work  is  under  the  supervision  of  the  State  Health 
Officer.  Free  treatment  is  given  to  indigents  only.  If  the 
patient  is  charged,  the  amount  varies  from  25  cents  to  $5. 

Neoarsphenamine,  sulpharsphenamine,  mapharsen,  and 
bismuth  salicylate  are  furnished  to  clinics  and  physicians. 
A charge  is  made.  No  drugs  are  supplied  for  the  treatment 
of  gonorrhea. 

The  Wassermann  is  the  routine  test  used  at  the  State 
serologic  laboratory;  the  Kahn  test  is  used  as  the  routine 
in  branch  laboratories.  Microscopic  examination  for  the 
gonococcus  is  available.  The  laboratory  services  are  free. 

Efforts  are  made  to  find  sources  of  infections.  Members 
of  the  family  or  other  contacts  are  examined.  This  work 
is  done  by  the  local  health  officer. 

A State  law  requires  reporting.  Cases  are  reportable  to 
the  local  health  officer  and  to  the  State  Health  Department 
by  serial  number,  or  by  name  and  address  when  the  pa- 
tient is  considered  a common  source  of  infection.  Names 
of  patients  discontinuing  treatment  while  still  infectious  are 
available  to  the  health  authorities.  Efforts  are  made  to 
persuade  physicians  to  report  deaths  due  to  syphilis  or 
gonorrhea  as  such. 

The  following  pamphlets  prepared  by  the  United  States 
Public  Health  Service  are  distributed:  (1)  Manpower; 
(2)  Healthy,  Happy  Womanhood;  (3)  Keeping  Fit; 
(4)  Sex  Education  in  the  Home;  (5)  Sex  Education  in  the 
Schools;  (6)  Wonderful  Story  of  Life  (boys);  (7)  Won- 
derful Story  of  Life  (girls)  ; (8)  Facts  About  Venereal 
Diseases. 


Bulletins  prepared  by  the  State  Health  Department  are 
based  on  material  prepared  by  the  Public  Health  Service. 

Educational  work  with  the  schools  is  not  included  in 
the  State  program. 

Supplement  3 

Form  Letters  Used  for  Epidemiological  Investigation  by 

The  Department  of  Syphilology  of  the  University 
of  Virginia  Hospital 

Our  records  show  that  a recent  letter  sent  to  you  in 
regard  to  your  possibly  having  a serious  blood  disease  has 
been  unanswered. 

It  is  quite  important  that  you  return  to  this  Clinic  for 
further  blood  studies  and  treatment  of  your  blood  disease 
if  necessary.  As  was  stated  before,  the  blood  trouble  has 
very  serious  complications  and  dire  consequences  if  left 
untreated. 

If  it  is  impossible  to  return  to  this  Clinic,  I suggest  that 
you  report  to  your  local  physician  and  have  him  corre- 
spond with  us  in  regard  to  the  nature  of  your  difficulty. 

The  blood  test  taken  when  you  were  in  the  hospital 
some  time  ago  shows  that  you  may  be  suffering  from  a 
very  serious  blood  disease.  This  disease  is  often  very  slow 
in  showing  up,  but  may  be  very  serious  if  allowed  to  go 
untreated.  You  should  make  every  effort  to  return  to 
the  clinic  as  soon  as  possible  to  have  the  blood  test  re- 
peated and  to  have  treatment  should  it  be  necessary. 

If  you  find  it  impossible  to  return  to  the  hospital  you 
should  see  your  family  physician  and  have  him  commu- 
nicate with  us. 


A friend  of  yours' is  now  coming  in  to  this  hospital  for 
treatment  of  a very  serious  blood  disease.  This  disease  is 
often  very  slow  in  showing  up,  but  may  cause  a great  deal 
of  trouble  if  allowed  to  go  untreated.  Since  your  friend 
has  this  disease,  it  may  be  possible  that  you  have  contracted 
it  also.  You  should  make  every  effort  to  come  in  to  the 
hospital  for  examination  and  advice. 

If  you  cannot  come  to  the  hospital  you  should  see  your 
family  physician  and  have  him  communicate  with  us. 

Our  records  show  that  you  were  examined  and  treated 
here  some  time  ago.  Your  trouble  is  not  easily  cured,  and 
when  not  cured  may  lead  to  very  serious  consequences. 

It  is  advisable  that  you  return  for  examination  and  ad- 
vice. If  you  cannot  return  or  have  taken  treatment  else- 
where, please  advise  me  by  letter. 

Supplement  4 

A Scheme  of  Treatment  for  Early  Syphilis 
( From  Reprint  No.  13,  Venereal  Disease  Information 
Vol.  X.  February  20,  1929.) 

After  this  brief  but  essential  discussion  of  the  prin- 
ciples of  treatment,  a suggested  outline  of  treatment  is 
presented  in  tabular  form. 

1.  Early  diagnosis  and  immediate  treatment. 

2.  Complete  physical  and  neurologic  examination,  ac- 
curately recorded,  before  treatment  is  begun. 

3.  Treatment: 
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Interim  Treatment 


Blood 

Wasser- 

MANN 

Reaction 


Remarks 


bismuth,  4 doses,  0.2 
gram  and  K.  I.,  or 
Ung.  Hg.  and  K.  I. 


1 Arsphenamine  dosage  for  first  3 injections  at  level  of  0.1  gram 
for  each  25  pounds  body  weight.  Average  subsequent  dos- 
age, 0.4  gram  men;  0.3  gram  women.  In  average  patient 
all  lesions  heal  rapidly  and  blood  Wassermann  reaction 
becomes  negative  during  first  course.  If  arsphenamine  can- 
not be  used,  substitute  8 to  10  doses  0.3  gram  silver  arsphen- 
amine, or  10  to  12  maximum  doses  0.9  gram  neorsphenamine. 

\ This  applies  also  to  subsequent  courses. 

1 If  mercury  is  used  note  overlap  of  1 week  at  end  of  first  and 
start  of  second  arsphenamine  courses.  No  overlaps  neces- 
sary with  bismuth.  At  this  point  a few  days  without  treat- 
ment may  be  dangerous.  Neurorecurrence. 

1 Arsphenamine  starts,  bismuth  stops.  Watch  for  provacative 

1 Wassermann  reaction  after  first  dose  of  arsphenamine. 

Try  to  prevent  short  lapses  in  treatment,  especially  at  this 

early  stage. 


Bismuth,  6 doses,  or 
Ung.  Hg.  and  K.  I. 


1 


Bismuth  is  better  than  mercury.  Use  it  if  possible. 
Examine  cerebrospinal  fluid  routinely  at  about  this  time. 


3ismuth,  8 doses,  or 
Hg.  and  K.  I. 


Bismuth,  10  doses,  or 
Ung.  Hg.  and  K.  I. 


Bismuth,  10  doses,  or 
Ung.  Hg.  and  K.  I. 
'Io  treatment 


1 


6-12 


Patients  with  seronegative  primary  syphilis  may  cease  treat- 
ment here,  if  blood  Wassermann  reaction  has  always  been 
negative. 

Note  that  bismuth  or  mercury  courses  are  gradually  getting 
longer — 4,  6,  8,  and  now  10  weeks. 

The  average  seropositive  primary  or  early  secondary  pa- 
tient should  have  at  least  5 courses  of  arsphenamine. 


It  is  safer  to  finish  treatment  with  bismuth  or  mercury  rather 
than  with  arsphenamine. 

Blood  Wassermann  every  month  if  possible;  at  least  every 
other  month. 

hysical  and  neurologic  examination,  spinal  puncture,  and  if  possible,  fluoroscopic  examination 
ivascular  stripe. 

, yearly  physical  examinations,  blood  Wassermann  every  6 to  12  months.  If  the  two  spinal  fluid 
ions  above  are  negative,  this  need  not  be  repeated. 


commends  10  to  12  doses  to  a course, 
r a woman;  neoarsphenamine  0.6,  or 


The  maximum  arsphenamine  dose  should  be  0.6  gm.,  better 
0.75  gm.  for  a large  man. 


pplement  5 

Pregnant  Syphilitic  Woman 
1.  Vol.  17,  p.  42) 
lade  early,  an  intravenous  injec- 
0.2  to  0.4  g)  or  neoarsphenamine 


(0.3  to  0.6  g)  should  be  given  every  week  for  12  to  15 
weeks,  followed  by  10  weekly  injections  of  either  potassium 
bismuth  tartrate  (0.2  g),  bismuth  salicylate  (0.2  g),  or 
sodium  potassium  bismuth  tartrate  suspended  in  oil,  each 
dose  yielding  from  0.05  g to  0.1  g metallic  bismuth.  If 
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possible  the  schedule  should  be  arranged  to  finish  up  with 
an  arsenical,  and  treatment  should  be  continued  to  term. 
If  the  diagnosis  is  made  late  in  pregnancy  combined  ar- 
senical and  bismuth  therapy  is  indicated.  Even  late 
inadequate  treatment  may  mean  a living  possibly  non- 
syphilitic child. 


Miscellaneous 

The  Importance  of  Coordinating  the  Military 
and  Naval  Medical  Services  With  the  Civil- 
ian Medical  Profession. 

The  following  excerpts  are  quoted  from  a paper 
by  Captain  Harry  G.  Armstrong,  M.  C.,  U.  S. 
Army.  This  was  the  Sir  Henry  Wellcome  prize 
essay  for  1936  and  was  published  in  the  March, 
1937,  issue  of  The  Military  Surgeon. 

“Coordination  of  the  military  and  naval  medical 
sendees  with  the  civilian  medical  profession  is  im- 
portant primarily  because  upon  it  depends  our  whole 
scheme  of  national  defense.  Nothing  is  more  essen- 
tial to  the  welfare  of  our  country  than  that  every  phy- 
sician in  it  have  a clear,  well-defined  understanding 
of  his  obligations  to  self,  to  others,  and  to  country. 

“In  our  attitude  toward  the  probability  of  war, 
it  is  important  to  distinguish  between  being  mili- 
taristic and  being  realistic.  It  makes  no  difference 
whether,  as  individuals,  we  love  war  or  abhor  it; 
seek  war  or  avoid  it;  prepare  for  war  or  ignore  it- — - 
war  will  eventually  come.” 

“Medicine,  or  the  lack  of  it,  has  always  played 
an  extremely  important  part  in  war.  In  past  cen- 
turies the  lack  of  adequate  medical  service  has  de- 
stroyed more  armies  than  have  been  destroyed  by 
enemy  forces.  An  army  can  only  be  as  effective  as 
its  medical  service.” 

“During  our  Revolutionary  War  and  the  War  of 
1812  there  were  no  effective  medical  organizations, 
and  medical  men  distinguished  themselves  as  com- 
manders of  combat  troops.  In  our  Civil  War  the 
ratio  of  deaths  from  disease  to  those  from  wounds 
was  3.4  to  1 ; in  the  Spanish-American  War  7 to  1, 
and  in  the  World  War  2 to  1,  in  our  Army.” 

“Modem  warfare  is  characterized  by  sudden  and 
unexpected  attacks;  large  numbers  of  troops;  mech- 
anized and  highly  mobile  ground  forces;  armament 
and  weapons  of  increased  fire  power;  deadly  aerial 
combat  arms;  all  with  industrial  and  population 
centers  as  the  primary  object  of  attack.” 

“Military  medicine  must  be  kept  abreast  of  arma- 


ments and  tactics.  Two  field  armies  will  require 
47,000  medical  officers.  One-third  of  the  whole 
civilian  medical  profession  in  the  United  States  will 
be  needed.  The  other  two-thirds  of  the  physicians 
in  this  country  will  have  care  of  the  civilian  popula- 
tion. Once  war  starts,  the  civilian  physician  is  as 
important  as  a member  of  the  regular  medical  serv- 
ices. One  may  be  a specialist  in  plastic  surgery  and 
the  other  in  military  medicine;  both  are  equally  obli- 
gated, both  vitally  necessary.” 

“There  are  many  convenient  points  available  for 
contact  between  the  members  of  the  medical  services 
and  the  general  medical  profession:  (1)  Medical 
Schools;  the  importance  of  military  medicine  as  a 
part  of  every  physician’s  mental  equipment  should 
be  emphasized,  and  faculty  members  induced  to  in- 
clude in  their  lectures  the  fundamentals  of  that 
science.  (2)  Local  and  State  Health  Boards;  the 
members  of  local  and  state  health  boards  would  be 
charged  in  wartime  with  the  organization  and  estab- 
lishment of  an  effective  medical  service  for  the  care 
of  the  civil  population.  This  great  task  cannot  be 
undertaken  without  a knowledge  of  military  medi- 
cine. (3)  Medical  Societies;  county  medical  so- 
cieties can  show  their  interest  in  members  of  the  uni- 
formed services  by  extending  an  invitation  to  join 
the  society,  attend  meetings,  clinics,  and  conferences, 
and  by  requests  for  papers  on  medico-military  sub- 
jects. (4)  State  and  National  Medical  Societies  may 
be  expected  to  open  their  journals  to  well-prepared 
papers  on  military  medicine  or  to  discussions  of  the 
role  of  the  civil  practitioner  in  war.  (5)  Special 
Organizations;  Since  members  of  civilian  organiza- 
tions and  institutions  will  become  key  men  during 
a national  emergency,  it  is  the  duty  of  uniformed 
medical  research  personnel  to  keep  them  informed  of 
new  developments,  and  the  obligation  they  will  be 
requested  to  assume.  (6)  Veterans’  Administration; 
its  medical  officers  can  aid  greatly  in  the  selection 
of  personnel  fit  for  war  service,  as  their  field  is 
unique  in  medicine,  being  concerned  with  the  re- 
hibilitation  of  human  wreckage  of  the  last  war. 
(7)  U.  S.  Public  Health  Service  is  concerned  pri- 
marily with  improving  the  general  health  of  the 
civilian  population.  The  control  of  epidemic  disease 
either  in  peace  or  war  depends  on  a close  co-opera- 
tion between  public  health  and  military7  authorities. 
The  spread  of  disease  from  troops  to  civilians  or 
vice  versa  can  be  avoided  only  by  this  mutual  effort. 
The  nation’s  manpower  depends  to  a great  extent 
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upon  the  national  health.  In  the  event  of  an  invasion 
of  our  country  by  a major  power,  the  logical  agency 
to  organize  medical  services  for  population  centers 
open  to  enemy  attack  would  be  the  Public  Health 
Service.  (8)  Organized  Reserves  and  National 
Guard;  these  are  the  backbone  of  our  national  de- 
fense. Owing  to  lack  of  funds,  only  about  one-third 
of  the  active  reserves  required  for  a national  emerg- 
ency are  now  available.” 

“It  is  not  too  much  to  believe  that  cooperation 
of  the  reserve,  National  Guard,  and  regular  sendees 
with  the  general  medical  profession  could  induce 
sufficient  numbers  of  civil  physicians  to  become  ac- 
tively interested  in  military  medicine,  and  that  our 
present  medical  unpreparedness  be  materially  les- 
sened thereby.” 

Nelson  Mercer,  M.  D. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia. 

The  report  of  the  State  Health  Department’s  bu- 
reau of  communicable  diseases,  as  compiled  for  the 
month  of  February,  shows  the  following  cases  com- 
pared with  the  same  month  in  1936: 

1937  1936 

Typhoid  and  Paratyphoid 11  18 

Diphtheria  72  7+ 

Scarlet  Fever 137  218 

Measles  844  384 

Meningitis : 36  94 

Poliomyelitis 2 1 

Rocky  Mountain  Spotted  Fever 1 0 

Typhus  Fever 0 0 

Undulant  Fever  1 3 

Tularaemia 3 1 

Smallpox  1 0 

Industrial  Hygiene  Activities 
The  Department’s  bureau  of  industrial  hygiene 
reports  that  113  plants,  representing  a population  of 
27,180  already  have  been  covered  in  its  preliminary 
survey  activities.  This  part  of  the  work  wdll  be 
completed  by  June  1st.  The  data  being  obtained 
then  will  be  tabulated  for  the  Department’s  use  in 
its  cooperative  effort  with  industry  to  reduce  health 
hazards. 

An  Enlarged  Sanitation  Program 
The  Department  is  applying  a revised  sanitation 
program  in  the  rural  health  areas.  It  involves  all 


the  factors  connected  with  sanitating  the  home,  in- 
cluding sewage  disposal,  wells,  screening,  drainage, 
fly  breeding,  private  milk  supplies,  and  general  sani- 
tation. 

In  order  to  attain  this  objective,  a complete  sur- 
vey of  every  home  visited  by  sanitation  officers  will 
be  required,  together  with  the  necessary  number  of 
follow-up  visits. 

Enlightened  public  cooperation,  through  health 
education  activities  on  the  part  of  the  central  office, 
local  health  departments,  and  field  representatives, 
is  being  relied  upon  to  make  this  program  effective. 

Sewage  Treatment  in  Virginia 

According  to  figures  recently  prepared  by  the  De- 
partment’s bureau  of  sanitary  engineering,  twenty- 
nine  sewrage  treatment  plants  are  maintained  by 
municipalities  and  sanitary  districts.  In  addition, 
there  are  thirty-one  plants  for  State  institutions, 
colleges,  governmental  reservations  and  unincorpo- 
rated communities.  The  aggregate  population  served 
by  these  plants  is  153,180. 

Suicides  in  Virginia 

Figures  compiled  by  the  Department’s  bureau  of 
vital  statistics  indicate  that  the  Virginia  suicide  rate 
has  increased  140  per  cent  since  1913.  This  is  in 
line  wflth  the  rise  reported  for  the  majority  of  other 
jurisdictions  throughout  the  country.  It  indicates 
that  the  tendency  toward  self-destruction  definitely 
is  increasing. 

Ages  from  ten  to  ninety  years  are  represented, 
with  the  largest  number  of  suicides  in  Virginia  dur- 
ing 1936  being  in  the  twenty  to  fifty-five  age  group. 

Self-inflicted  death  claimed  but  twenty-three 
females  to  each  one  hundred  males,  although  the 
proportion  of  Virginia’s  population  at  the  last  cen- 
sus was  50.2  per  cent  and  49.8  per  cent  female. 
Incidentally,  rates  for  cities  were  somewfliat  higher 
than  for  rural  areas. 

Taking  solid  or  liquid  poisons,  poisonous  gas, 
hanging,  drowning,  jumping  from  high  places,  and 
the  use  of  cutting  instruments  and  fire  arms,  the 
last  mentioned  being  employed  by  the  greatest  num- 
ber, were  the  means  used  for  self-destruction. 

Personnel  Notes 

Dr.  L.  W.  Foker,  epidemiologist,  and  George  W. 
Pierce,  sanitary  engineer,  of  the  Minnesota  State 
Department  of  Health,  are  making  a detailed  study 
of  the  activities  now  being  conducted  by  the  Depart- 
ment’s bureau  of  industrial  hygiene.  These  repre- 
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sentatives  came  to  Virginia  for  intensive  training  at 
the  suggestion  of  the  U.  S.  Public  Health  Service. 
Their  work  in  this  Commonwealth  is  preparatory 
to  the  establishment  of  an  industrial  hygiene  pro- 
gram to  be  set  up  by  Minnesota.  The  course  of  in- 
struction, including  administrative  detail,  plant 
surveys,  and  technical  problems,  will  be  concluded 
the  latter  part  of  this  month. 


New  Members 


Doctors  who  have  become  members  of  the  Medi- 
cal Society  of  Virginia  since  the  list  published  in 
the  October,  1936,  issue  of  the  Monthly  are: 

Dr.  John  Willis  Abbitt,  Portsmouth. 

Dr.  Clarence  Edward  Arnette,  Alexandria. 

Dr.  Milton  Hamlin  Bland,  Norfolk. 

Dr.  Nathan  Bloom,  Richmond. 

Dr.  Copeland  Connelly  Bowers,  Dunbar. 

Dr.  Oren  Douglas  Boyce,  Rural  Retreat. 

Dr.  Alexander  Gustavus  Brown,  III,  Richmond. 

Dr.  S.  W.  Budd,  Richmond. 

Dr.  Holmes  Gantt  Byrd,  Louisa. 

Dr.  Edward  Kyle  Disney,  McClure. 

Dr.  Julian  Booth  Doss,  Pen  Hook. 

Dr.  George  Andrew  Duncan,  Norfolk. 

Dr.  Hamilton  Douglas  Fitzpatrick,  East  Radford. 

Dr.  William  Samuel  Francis,  Jr.,  Marion. 

Dr.  Clarence  Dearborn  Freeman,  Jr.,  Portsmouth. 

Dr.  Wesley  Fry,  Alexandria. 

Dr.  Thomas  Lorimer  Gemmill,  Petersburg. 

Dr.  Thomas  Archer  Gibson,  Winchester. 

Dr.  I.  Harry  Goldman,  Richmond. 

Dr.  Holland  Harvey  Green,  Hillsboro. 

Dr.  Randolph  Bryan  Grinnan,  Jr.,  Norfolk. 

Dr.  Herman  Henry  Hines,  Clinchco. 

Dr.  Joseph  Martin  Hitch,  Charlottesville. 

Dr.  Robert  Dewey  Hollowell,  Charlottesville. 

Dr.  William  McCleery  Junkin,  Fredericksburg. 

Dr.  James  Clarence  LeFon,  Dumbarton. 

Dr.  William  Samuel  Lloyd,  Bumpass. 

Dr.  Brooke  Baylor  Mallory,  Lexington. 

Dr.  William  Morison  Moir,  Charlottesville. 

Dr.  Robert  Sterling  Montgomery,  South  Hill. 

Dr.  Joseph  Mahon  Moore,  Alexandria. 

Dr.  William  Perry  Moore,  Jr.,  Norfolk. 

Dr.  Frederick  McCulloch  Morrison,  Lynchburg. 

Dr.  Lawrence  John  Motyca,  Norfolk. 

Dr.  Irwin  Matthew  Nuckols,  Mt.  Sidney. 

Dr.  Edward  M.  Parker,  Emporia. 

Dr.  Rupert  Wendell  Powell,  Roanoke. 

Dr.  John  Gordon  Rennie,  Richmond. 

Dr.  Wyatt  Earle  Roye,  Brook  Hill. 

Dr.  James  Edward  Rudasill,  Markham. 

Dr.  John  Hamilton  Scherer,  Richmond. 

Dr.  Mack  Irvin  Shanholtz,  Bristol. 


Dr.  George  Henry  Smith,  Jr.,  Winchester. 
Dr.  Ralph  Wierman  Stoneburner,  Edinburg. 
Dr.  Robert  Vaughan  Terrell,  Richmond. 
Dr.  Clarry  C.  Trice,  Richmond. 

Dr.  Porter  Paisley  Vinson,  Richmond. 

Dr.  George  Zur  Williams,  Richmond. 

Dr.  Julian  Howard  Yeatman,  Fork  Union. 
Dr.  Louis  Bernard  Ziv,  Portsmouth. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 

Mid-Winter  Board  Meeting. 

The  Executive  Board  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  Virginia  helds  its  mid-winter  meeting 
on  Wednesday,  February  3rd,  in  Norfolk. 

There  were  twenty  members  present. 

The  president,  Mrs.  Franklin  Wilson  opened  the  meet- 
ing with  prayer. 

In  the  absence  of  Mrs.  F.  O.  Plunkett,  Mrs.  Harold 
Potter  acted  as  recording  secretary. 

The  minutes  of  the  Post  Convention  Board  meeting  were 
accepted  as  read. 

Mrs.  King  made  a motion  which  was  seconded  and 
carried  that  henceforth  of  each  year’s  minutes  one  copy 
should  be  filed  with  the  Archives  in  Richmond  and  one 
copy  be  sent  to  the  president. 

A motion  was  made  and  carried  that  reports  be  accepted 
as  a whole. 

Mrs.  Stone,  Organization  Chairman,  reported  forty-two 
letters  had  been  written  to  presidents  of  County  Societies 
with  reference  to  organizing  Auxiliaries.  To  date  six 
replies  had  been  received,  of  these  three  were  favorable, 
and  the  Committee  was  at  present  in  correspondence  with 
the  doctors’  wives  whose  names  had  been  given  as  pros- 
pective auxiliary  organizers. 

Mrs.  Peake,  finance  chairman,  presented  the  following 
budget: 

Income  Received  from  Dues  and  “Sinkinc  Fund” 


Mim. — Dues  $50.00 

Sinking  Fund  30.00 


$80.00 
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Disbursements 

President’s  expense  $25.00 

President-elect 15.00 

Expense  of  State  meeting  (printing) 12.00 

Other  printing 10.00 

Miscellaneous  expense  18.00 


Total $80.00 


The  following  recommendations  were  read  by  Mrs. 
Peake,  as  Finance  Chairman: 

1.  That  a sum  not  to  exceed  $25.00  be  set  aside  an- 
nually for  the  expenses  of  the  president;  a sum  not  to 
exceed  $15.00  for  the  president-elect  as  organization  chair- 
man; that  the  treasurer’s  expenses  be  paid  in  full. 

2.  That  all  chairmen  of  standing  committees  be  asked 
to  assume  their  own  expenses  to  the  amount  of  one  dollar 
($1.00). 

3.  That  each  County  Auxiliary  be  annually  acquainted 
with  the  outstanding  needs  of  the  State  Organization  and 
asked  to  make  the  “Sinking  Fund”  a part  of  their  yearly 
budget. 

4.  That  all  expense  accounts  be  sent  to  the  finance  chair- 
man by  October  1st,  of  each  year. 

5.  That  the  name  “Sinking  Fund”  be  changed  to  “Main- 
tenance Fund”  as  it  is  included  in  the  budget. 

The  motion  was  made  by  Mrs.  Peake  that  the  recom- 
mendations be  accepted  as  read,  Mrs.  King  seconded,  and 
the  motion  was  carried. 

That  the  Chairmen  and  members  of  the  Standing  Com- 
mittees were  actively  at  work  was  shown  by  interesting 
reports  from  the  following:  Program  and  Health;  Public 
Relations;  Historian  and  Hygeia. 

The  chairman  for  Hygeia,  Mrs.  John  R.  Hamilton,  re- 
ported total  subscriptions  and  renewals  numbering  eighty- 
one,  since  October,  1936. 

Mrs.  Reuben  Simms  reported  a balance  of  $71.17  in 
the  treasury. 

Mrs.  Fletcher  J.  Wright,  chairman  of  the  Tuberculosis 
Bed  Fund  reported  that  a sum  of  $109.50  had  been  re- 
ceived to  date.  There  was  some  discussion  as  to  the  dis- 
pensing of  this  fund,  and  a motion  was  made  and  car- 
ried that  it  be  left  entirely  to  the  discretion  of  the  chair- 
man and  committee.  A further  motion  was  made  and 
carried  that  the  name  of  the  patient  benefiting  from  this 
fund  be  known  only  to  the  committee. 

Mrs.  Wilson  announced  that  Mrs.  J.  W.  Smith  of 
Gloucester  had  been  appointed  chairman  of  Belroi. 

Mrs.  Hawes  Campbell  took  the  chair  while  Mrs.  Wilson 
read  the  president’s  report  which  was  accepted  as  read. 

Mrs.  Wilson  in  her  report  recommended  that  a hand- 
book for  County  Auxiliaries  be  adopted,  this  handbook 
to  include  an  Official  Health  Program  and  to  be  revised 
and  simplified  but  patterned  after  the  National  Handbook 
for  State  Auxiliaries,  also  that  a committee  be  appointed 
by  the  president  to  compile  this  handbook  and  that  it  be 
presented  at  the  annual  meeting  for  adoption.  This  recom- 
mendation was  accepted.  Mrs.  William  Lett  Harris,  Mrs. 
Joseph  Bear  and  Mrs.  Fletcher  Wright  were  appointed 
to  compile  the  handbook. 


Reports  were  read  from  seven  County  Auxiliaries,  Alex- 
andria, Norfolk,  Mid-Tidewater,  Princess  Anne,  Warwick, 
James  City,  New  Kent,  and  Petersburg  Unit  to  the  Fourth 
District  Medical  Society. 

Mrs.  Southgate  Leigh  presented  the  following  resolutions 
on  the  death  of  Dr.  J.  Allison  Hodges: 

Therefore,  Be  It  Resolved,  by  the  Auxiliary  to  the 
Medical  Society  of  Virginia  that  in  the  passing  to  a 
higher  service  of  Dr.  James  Allison  Hodges,  this  or- 
ganization has  suffered  the  keen  loss  of  a most  faithful 
friend,  a staunch  supporter  of  our  work,  with  the  abil- 
ity and  will  to  serve  whenever  our  welfare  was  con- 
cerned. He  will  be  greatly  missed; 

And  Resolved,  that  these  resolutions  be  spread  upon 
the  minutes  of  this  meeting,  and  that  they  be  published 
in  the  Virginia  Medical  Monthly. 

The  members  present  stood  in  silent  memory  to  Dr. 
Hodges. 

Mrs.  Harris  read  the  proposed  Constitution  and  By- 
Laws  for  the  Auxiliary  to  the  Medical  Society  of  Virginia 
which  were  accepted  with  a rising  vote  of  thanks  to  Mrs. 
Harris  and  her  committee,  Mrs.  Joseph  Bear  and  Mrs. 
Fletcher  Wright.  The  Constitution  and  By-Laws  will 
be  presented  for  final  adoption  at  the  annual  meeting 
in  October. 

The  meeting  then  adjourned  for  a very  delightful  lunch 
at  the  home  of  the  president,  Mrs.  Wilson. 

After  lunch  the  meeting  was  addressed  by  Dr.  P.  St.  L. 
Moncure,  his  subject  being  venereal  diseases  and  the  part 
to  be  taken  in  educating  the  public  (especially  those  of 
high  school  age)  and  its  prevention  and  cure.  Dr. 
Moncure  reminded  us  that  in  as  far  as  the  public  was 
concerned  the  State  Medical  Society  advised  that  the  mat- 
ter of  venereal  diseases  be  handled  very  carefully,  as  for 
many  reasons  it  was  a difficult  subject  to  bring  to  the  at- 
tention of  the  laity.  Mrs.  King  made  a motion  that  a 
letter  be  sent  to  the  State  Medical  Society  advising  that 
the  Auxiliary  is  at  all  times  willing  and  ready  to  give  its 
services  whenever  needed  in  bringing  before  the  public 
the  widespread  dangers  of  venereal  diseases  and  asking 
that  a plan  of  procedure  be  outlined  for  the  Auxiliary. 
The  motion  was  seconded  and  carried. 

The  following  were  appointed  for  a nominating  Com- 
mittee: Mrs.  M.  N.  King,  Mrs.  Southgate  Leigh,  and  Mrs. 
H.  S.  Snead. 

The  members  were  reminded  that  the  county  reports 
should  reach  the  chairmen  and  president  not  later  than 
April  1st,  in  order  that  Virginia’s  annual  report  to  the 
National  Auxiliary  Meeting  in  June  can  be  sent  by  May 
1st.  Mrs.  Jones  made  a motion  to  invite  Mrs.  Frank  N. 
Haggard,  President  of  the  Auxiliary  to  the  Southern  Med- 
ical Society,  to  the  annual  meeting  to  be  held  this  year  in 
Roanoke,  Va.  Mrs.  Jones  made  a second  motion  to  invite 
also  the  National  President.  Both  motions  were  seconded 
and  carried. 

Mrs.  Wilson  asked  the  privilege  of  appointing  the  dele- 
gates to  the  national  convention  later.  Motion  was  made 


50 


Virginia  Medical  Monthly 


[April, 


and  carried  that  minutes  of  this  meeting  be.  sent  to  each 
member  of  the  Board. 

There  being  no  further  business  the  meeting  adjourned. 

Mabel  Potter  (Mrs.  Harold  W.  Potter), 
Secretary  pro-tem. 

Our  Representatives  at  the  National  Meeting. 

The  following  members  of  the  State  Auxiliary 
have  been  appointed  as  delegates  to  the  meeting  of 
the  Auxiliary  to  the  American  Medical  Association 
in  Atlantic  City,  June  7-11:  Mrs.  Wm.  Lett  Harris, 
Norfolk;  Mrs.  Joseph  Bear,  Richmond;  and  Mrs. 
Fletcher  J.  Wright,  Petersburg.  Their  alternates 
are:  Mrs.  B.  A.  Doggett,  Norfolk;  Mrs.  T.  N.  Hun- 
nicutt,  Newport  News;  and  Mrs.  Reuben  F.  Simms, 
Richmond,  respectively. 

The  Auxiliary  to  the  Richmond  Academy  of 

Medicine 

Is  planning  a card  party  April  9th  at  2:30  at  the 
John  Marshall  Hotel.  The  proceeds  go  to  the  three 
beds  the  auxiliary  has  endowed  in  the  new  Tuber- 
cular Ward  at  the  Crippled  Children’s  Hospital. 

The  auxiliary  has  also  decided  to  give  a certain 
amount  each  year  for  specimen  jars  for  the  Patho- 
logical Museum  in  the  Richmond  Academy  of  Med- 
icine. 

The  auxiliary  has  a Mary  Gray  Hodges 
Memorial  Fund  which  it  expects  to  enlarge  each 
year — part  of  this  fund  goes  for  the  State  bed  fund 
at  the  T.  B.  Sanitarium  for  a doctor  or  his  de- 
pendent. 

Lois  L.  McGee. 

The  New  Kent-James  City  Medical  Auxiliary 

Met  at  the  home  of  Mrs.  J.  R.  Tucker  with  six 
members  present.  A business  session  was  conducted 
by  the  president,  Mrs.  T.  B.  Henderson. 

Several  letters  of  interest  were  read  and  our  health 
program  discussed. 

During  our  social  hour,  we  greatly  enjoyed  sev- 
eral solos  by  our  hostess,  Mrs.  Tucker. 

Our  program  for  our  May  meeting  will  consist  of 
a Memorial  service  for  our  late  Doctor  King,  a 
much  beloved  physician  of  Williamsburg  and  the 
college  for  many  years. 

(Mrs.  L.  V.)  Mabel  Henderson, 

Reporter. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 

Eli  Lilly  & Co. 

Protamine,  Zinc  & Iletin  (Insulin — Lilly). 

Protamine,  Zinc  & Iletin  (Insulin — Lilly),  10  c.c. 
Parke,  Davis  & Co. 

Liver  Extract  (Intramuscular) — Parke,  Davis  & Co., 
10  c.c.  vials. 

E.  R.  Squibb  & Sons. 

Protamine  Zinc  Insulin — Squibb. 

Protamine  Zinc  Insulin — Squibb,  10  c.c. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  inclusion  in  New  and  Nonofficial  Reme- 
dies: 

Ichthammol.— Bitumen  Sulphonatum,  N.  F.  V. — Am- 
monium Ichthosulfonate. — “Ichthammol  is  obtained  by  the 
destructive  distillation  of  certain  bituminous  schists,  sul- 
fonating  the  distillate,  and  neutralizing  the  product  with 
ammonia.”  N.  F.  For  the  actions  and  uses  of  Ichthammol 
see  general  article,  Sulfoichthyolate  Preparations  and  Sub- 
stitutes, New  and  Nonofficial  Remedies,  1936,  p.  424. 

Ichthyol. — A brand  of  Ichthammol,  N.  F.  Merck  & Co., 
Inc.,  Rahway,  N.  J. 

Protamine  Zinc  Insulin. — A preparation  of  insulin  modi- 
fied by  appropriate  addition  of  protamine  and  a zinc  salt. 
When  this  modified  preparation  in  its  precipitated  form 
is  brought  into  uniform  suspension,  each  cubic  centimeter 
contains  40  units  of  insulin  together  with  from  0.30  to  0.50 
mg.  of  protamine  and  from  0.08  to  0.10  mg.  of  zinc.  The 
preparation  contains,  in  addition,  sufficient  disodium  acid 
phosphate  to  maintain  its  hydrogen  ion  concentration  at 
not  more  than  that  corresponding  to  pH=7.1  and  not  less 
than  that  corresponding  to  pH=7.4.  The  preparation  also 
contains  approximately  1.6  per  cent  of  glycerine  as  an 
agent  for  achieving  of  isotonicity,  and  0.20  per  cent  of 
cresol  or  0.25  per  cent  of  phenol  as  a preservative.  The 
effects  of  protamine  zinc  insulin  are  as  described  under 
Insulin-N.N.R.,  except  that  the  blood-sugar-lowering  ac- 
tion of  protamine  zinc  insulin  is  more  prolonged  and  has 
its  greatest  effect  in  above  twelve  or  twenty-four  hours 
after  administration.  In  view  of  this  prolonged  action,  the 
chief  indications  for  its  use  are  in  those  cases  where  un- 
modified insulin  is  unable  to  provide  control,  without  be- 
ing administered  in  several  doses  daily,  or  is  unable  to 
provide  adequate  control  unaccompanied  by  frequent  hypo- 
glycemic reactions,  ketosis,  or  evidence  of  pronounced 
fluctuations  in  blood  sugar  levels.  The  usefulness  of  pro- 
tamine zinc  insulin  in  cases  of  diabetic  coma,  in  diabetes 
complicated  by  infection,  or  in  the  event  of  surgical  opera- 
tion has  not  been  definitely  established.  Protamine  zinc 
insulin  is  to  be  injected  only  subcutaneously.  In  most  cases 
its  administration  more  often  than  once  a day  is  not  re- 
quired. 
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Protamine,  Zinc  & Iletin  (Insulin,  Lilly). — A brand  of 
protamine  zinc  insulin.  It  is  marketed  in  10  c.c.  vials,  each 
cubic  centimeter  containing  40  units  of  insulin,  together 
with  protamine  and  approximately  0.08  mg.  of  zinc.  Eli 
Lilly  & Co.,  Indianapolis,  Inc. 

Protamine  Zinc  Insulin — Squibb. — A brand  of  protamine 
zinc  insulin.  It  is  marketed  in  10  c.c.  vials,  each  cubic 
centimeter  containing  40  units  of  insulin  together  with 
protamine  and  approximately  0.08  mg.  of  zinc.  E.  R. 
Squibb  & Sons,  New  York.  (J.  A.  M.  A.,  February  20, 
1937,  p.  640.) 

Propaganda  for  Reform 

Fresh  Compressed  Yeast,  Dried  Yeast,  and  Yeast  Ex- 
tracts are  Special  Purpose  Foods. — The  Council  on  Foods 
reports  that  these  products  are  useful  for  increasing  the 
vitamin  Bx  and  G content  of  the  diet.  Fresh  yeast  and 
dried  yeast  if  taken  in  sufficient  quantity  have  a mild 
laxative  effect  on  many  persons.  Compressed  fresh  yeast, 
dried  yeast  and  yeast  extracts  therefore  come  within  that 
class  of  foods  designated  as  “special  purpose  foods”  in 
the  Rules  and  Regulations  of  the  Council  on  Foods.  To 
be  eligible  for  acceptance,  the  labels  and  advertising  for 
these  yeast  products  shall  prominently  display  the  desig- 
nation “special  purpose  food,”  list  the  ingredients  other 
promimity  to  product  name,  and  give  the  vitamin  Bj 
and  G unitages  determined  by  biologic  assay.  (J.  A. 
than  yeast  substances,  state  the  percentages  in  close 
M.  A.,  October  17,  1936,  p.  1303.) 

Dextrose — Its  Place  in  the  Diet  of  Normal  Adults. — In 
recent  years  chemically  pure  dextrose,  usually  prepared 
from  cornstarch,  has  become  available  and  is  being  pro- 
moted largely  to  replace  part  of  the  sucrose  of  the  diet. 
Dextrose  occurs  naturally  in  many  ordinary  foods,  in 
honey,  in  grape  juice  and  other  fruit  juices,  and  in  maple 
syrup.  Dextrose  is  obtained  as  one  of  the  products  of 
the  digestion  of  cane  sugar  and  milk  sugar,  and  it  is  the 
end  product  of  the  digestion  of  starches  and  of  maltose. 
The  wide  occurrence  of  dextrose  in  foods,  the  vast  litera- 
ture of  biochemical  and  physiologic  investigations  of  this 
substance,  and  the  claims  made  in  advertising  have  led 
the  Council  on  Foods  to  consider  it  desirable  to  publish 
a brief  report  on  the  significance  of  dextrose  in  the  diet 
of  the  normal  adult.  On  the  basis  of  available  evidence 
the  Council  has  summarized  the  claims  which  in  its  opinion 
are  justified  for  dextrose:  The  sweetness  of  dextrose  is 
about  75  per  cent  of  that  of  sucrose.  Dextrose  should  not 
be  termed  the  physiologic  sugar,  for  such  designation  per- 
mits the  connotation  that  dextrose  is  a preferred  food, 
which  is  not  compatible  with  known  facts.  It  is  incorrect 
to  state  that  it  is  instantly  absorbed.  Dextrose  is  well 
utilized  as  a food,  but  it  possesses  no  practical  advantages 
over  many  other  carbohydrates  in  combating  ketosis  pro- 
duced by  either  a high  fat  diet  or  by  fasting,  nor  does  dex- 
trose itself  have  unique  advantages  when  administered 
by  mouth  to  prevent  or  relieve  fatigue  or  to  maintain 
muscular  efficiency  to  a high  degree.  Dextrose  is  pro- 
duced by  the  digestion  of  the  most  important  dietary  car- 


bohydrate, starch.  The  evidence  which  indicates  any  su- 
periority, under  normal  conditions,  of  dextrose  ingested  as 
the  free  sugar  over  dextrose  ingested  as  the  polysaccharide 
starch  is  not  convincing.  ( J . A.  M.  A.,  February  13,  1937, 
p.  556.) 


Book  Announcements 


Books  Available  to  Readers. 

Among  the  recent  acquisitions  to  the  Medical 
College  of  Virginia  Library  available  to  our  read- 
ers upon  request  are: 

Lewis,  T. — Vascular  Disorders  of  the  Limbs. 

Luten,  D. — Clinical  Use  of  Digitalis. 

MacLean  & Smedley. — Lecithin  and  Allied  Subjects. 
Maliniak,  J.  W. — Sculpture  in  the  Living:  Rebuilding  the 
Face  and  Form  by  Plastic  Surgery. 

Myerson,  A.  et  als. — Eugenical  Sterilization. 

Read,  B.  E. — Chinese  Medicinal  Plants  from  the  Pen  Ts’ao 
Kang  Mu. 

Reid,  E.  G. — The  Life  and  Convictions  of  William  Sydney 
Thayer. 

Roaf,  H.  E. — Physiology. 

Shafer,  H.  B. — The  American  Medical  Profession,  1783 
to  1850. 

Sheehan,  J.  E. — Plastic  Surgery  of  the  Nose. 

Snow,  J. — Cholera. 

Taussig,  F.  J. — Abortion,  Spontaneous  and  Induced. 

Van  Dyke,  H.  B. — The  Physiology  and  Pharmacology  of 
the  Pituitary  Body. 

Verzar,  F. — Abortion  From  the  Intestine. 

Von  Haller,  A. — A Dissertation  on  the  Sensible  and  Ir- 
ritable Parts  of  Animals. 

Warren,  H.  C. — Dictionary  of  Psychology. 

Weil,  A. — Textbook  of  Neuropathology. 

West,  C.  J.,  ed. — Annual  Survey  of  American  Chemistry. 
Whitnall,  S.  E. — The  Study  of  Anatomy. 

Wilder,  L. — The  Mayo  Clinic. 

Zahorsky,  J. — Synopsis  of  Pediatrics. 

Synopsis  of  Ano-Rectal  Diseases.  By  LOUIS  J. 
HIRSCHMAN,  M.  D„  F.  A.  C.  S.,  Ex-Vice-President, 
A.  M.  A.;  Ex-Chairman,  Section  on  Gastroenterology 
and  Proctology,  A.  M.  A.;  Ex-President,  American 
Proctologic  Society;  Professor  of  Proctology, 
Wayne  University,  etc.  St.  Louis.  The  C.  V.  Mosby 
Company.  1937.  12mo  of  288  pages.  With  one 
hundred  and  seventy-four  text  illustrations  and  six 
color  charts.  Leatherette.  Price,  $3.50. 

This  book  offers  student  and  general  practitioner 
an  accurate  and  concise  source  of  information  on  the 
diagnosis  and  treatment  of  the  common-place  ano- 
rectal diseases.  It  avoids  or  passes  with  scant  men- 
tion the  major  affections  of  the  anus,  rectum  or  colon 
of  so  much  interest  to  the  specialist  as  obviously 
beyond  the  scope  of  so  limited  a synopsis. 
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Allergy  of  the  Nose  and  Paranasal  Sinuses.  A Mono- 
graph on  the  Subject  of  Allergy  as  Related  to 
Otolaryngology.  By  FRENCH  K.  HANSEL,  M.  D., 
M.  S.,  Assistant  Professor  of  Clinical  Otolaryngol- 
ogy, Washington  University  School  of  Medicine; 
Fellow  of  the  Association  for  the  Study  of  Allergy; 
etc.  St.  Louis.  The  C.  V.  Mosby  Company.  1936. 
Octavo  of  820  pages.  With  fifty-eight  text  illustra- 
tions and  three  color  plates.  Cloth.  Price,  $10.00. 

Hansel’s  Allergy  of  the  Nose  and  Paranasal 
Sinuses,  a book  of  some  eight  hundred  pages  pub- 
lished in  1936,  is  a compilation  of  the  literature  on 
allergy  and  its  manifold  manifestations  with  the 
major  emphasis,  as  its  title  suggests,  on  its  relation 
to  the  pathology  of  the  nose  and  paranasal  sinuses. 
Each  chapter  is  followed  by  a bibliography  of  the 
articles  and  books  on  which  the  author  has  drawn. 
These  bibliographies  reach  such  gigantic  proportions 
as  159  references  to  one  chapter,  as  that  following 
the  one  on  the  treatment  of  allergy. 

The  object  of  the  book  as  the  author  states  in  his 
introduction  “is  to  familiarize  the  otolaryngologist 
with  the  clinical  features  of  allergy  related  to  the 
field  of  otolaryngology,  to  review  the  various  phases 
of  the  subject  itself,  and  to  point  out  the  frequent 
association  of  the  nasal  with  the  other  manifesta- 
tions, particularly  asthma,  gastrointestinal  allergy, 
allergic  skin  diseases,  and  allergic  headache.  This 
monograph  also  serves  the  purpose  of  familiarizing 
the  allergist  and  the  pediatrician  with  otolaryn- 
gologic phases.” 

He  reviews  the  literature  on  the  physiology,  bio- 
chemistry, bacteriology,  histology  and  pathology  of 
the  nose  and  paranasal  sinuses  with  reference  to 
allergy.  There  are  chapters  on  the  nature  of  allergy, 
its  origin,  its  relation  to  foreign  serums  and  aller- 
gens, its  biochemistry  and  its  clinical  manifestations. 
He  discusses  the  methods  of  diagnosis  by  history 
taking,  testing,  examination,  X-ray  and  broncho- 
scopy. Separate  chapters  are  devoted  to  the  clinical 
manifestations  of  allergy  such  as  skin  eruptions, 
gastrointestinal  symptoms,  headaches,  asthma  and 
hayfever.  The  various  methods  of  treatment  from 
hyposensitization  to  local  measures  such  as  surgery 
and  ionization  are  reviewed.  A chapter  is  devoted 
to  the  special  features  of  allergy  in  the  fields  of  the 
otologist  and  ophthalmologist.  Of  particular  interest 
to  the  pediatrician  is  the  chapter  on  allergy  and  in- 
fections of  the  paranasal  sinuses  in  children  which 
includes  the  author’s  own  observations  and  the  re- 
view of  36  articles  on  this  subject. 


The  book  is  an  excellent  reference  work.  The 
review  of  the  literature  is  extensive  and  complete. 
It  is  well  indexed.  It  is  in  no  way  a handbook  to 
guide  the  general  practitioner,  for  the  mass  of  ref- 
erences which  in  many  cases  are  widely  divergent  in 
results  and  conclusions  would  be  most  confusing  to 
one  with  small  experience  in  the  field  of  allergy. 
The  author  fails  to  summarize  satisfactorily  in  the 
light  of  his  own  experience  the  information  he  has 
presented.  This,  however,  may  not  be  a criticism  of 
the  writer  but  perhaps  rather  the  general  state  of 
confusion  at  present  manifest  in  the  field  of  allergy. 

Emily  Gardner,  M.  D. 

Physical  Therapeutic  Method  in  Otolaryngology.  By 

ABRAHAM  R.  HOLLENDER,  M.  D„  F.  A.  C.  S., 
Associate  in  Laryngology,  Rhinology  and  Otology, 
University  of  Illinois  College  of  Medicine;  Fellow 
of  American  Academy  of  Ophthalmology  and  Oto- 
laryngology. St.  Louis.  The  C.  V.  Mosby  Com- 
s pany.  1937.  Octavo  of  442  pages.  With  189  Illus- 
trations. Cloth.  Price,  $5.00. 

In  textbooks  in  otolaryngology,  physical  measures 
for  the  treatment  of  diseases  in  this  special  field  are 
omitted  or  given  most  cursory  attention.  For  this 
reason  a volume  edited  by  an  authority  and  having 
contributors  whose  standing  is  beyond  dispute  sup- 
plies a real  need.  It  should  therefore  find  a hearty 
welcome  to  the  work-shelf  of  the  library  of  every 
otolaryngologist. 

The  book  although  brief  gives  a clear  and  ade- 
quate account  of  the  methods  available.  It  is  note- 
worthy for  the  restraint  shown  in  appraising  the 
benefits  to  be  derived  from  the  application  of  physi- 
cal methods.  This  is  especially  desirable  since  so 
much  in  this  field  has  been  written  which  has  been 
inspired  more  by  a missionary  than  a scientific 
spirit. 

There  are  two  general  divisions  of  the  book.  The 
first  gives  in  understandable  and  not  too  technical 
language  the  theory  of  the  different  modalities  avail- 
able. There  are  adequate  charts  and  illustrations. 

In  the  second  division,  various  authors  especially 
well  qualified  discuss  the  indications,  clinical  appli- 
cation and  results  of  the  various  methods. 

A bibliography  at  the  end  of  every  chapter  makes 
readily  available  further  study  in  any  subject  of  spe- 
cial interest  to  the  reader. 

For  the  practitioner  whose  college  courses  in 
chemistry  and  physics  are  dim  memories,  the  chapter 
on  definitions  is  of  value. 

Emanuel  U.  Wallerstein,  M.  D. 
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Editorial 


The  Richmond  Bicentennial. 

There  are  many  persons, — and  there  is  some 
excuse  for  their  point  of  view, — who  believe  all  cen- 
tennials, sesquicentennials,  bicentennials  and  tricen- 
tennials, et  cetera,  are  born  of  some  energetic  cham- 
ber of  commerce  with  a propensity  for  advertising 
and  consequently  they  will  have  none  of  them.  But 
to  the  thoughtful,  whatever  their  origin,  these  cele- 
brations cannot  fail  to  appeal,  for  they  offer  an 
opportunity  to  glean  from  the  past  its  lesson  for  the 
inspiration  of  the  present  and  the  molding  of  the 
future. 

Such  an  occasion  is  afforded  the  medical  profes- 
sion of  Richmond  by  the  coming  bicentennial  cele- 
bration of  the  founding  of  their  city.  The  assembl- 
ing of  facts  and  materials  essential  to  the  exhibits 
held  in  connection  with  such  a celebration  will  do 
more  than  stimulate  professional  pride.  It  should 
go  a long  way  toward  promoting  good  will  and 
understanding  among  a large  group  of  lay  visitors. 

The  plans  of  the  committee  in  charge  of  medi- 
cine’s part  in  Richimond’s  Bicentennial  are  elaborate, 
proposing  to  show  two  hundred  years  of  progress 
in  the  professions  of  medicine,  dentistry,  pharmacy 
and  nursing.  They  call  for  an  exhibit  to  be  set  up 
under  three  general  divisions,  the  professional  ex- 
hibits, the  hospital  exhibits  and  the  exhibits  of  the 
Medical  College  of  Virginia.  By  chance  the  medical 
College  of  Virginia  celebrates  its  one  hundredth 


birthday  this  year  and  due  largely  to  the  happy  sug- 
gestion of  President  Sanger  it  will  utilize  the  occa- 
sion of  the  Richmond  Bicentennial  to  put  at  least  a 
part  of  its  own  centennial  exhibit  on  display,  thus 
drawing  a wider  audience  and  more  publicity  than 
would  be  possible  in  any  other  year.  The  College 
exhibits  will  be  put  on  by  departments,  each  de- 
partment not  only  showing  its  own  growth  and  de- 
velopment from  inception  to  the  present  day  but 
also  attempting  to  give  an  insight  by  an  appropriate 
demonstration  into  some  scientific  problems  in  which 
it  is  particularly  interested  or  in  which  it  feels  that 
it  is  making  some  worth  while  contribution.  It  is 
never  unwise  for  taxpayers  and  legislators  to  see 
practical  demonstrations  of  dollars  wisely  spent, 
and  it  is  not  unreasonable  to  hope  that  some  nos- 
talgic home-comer  filled  with  pride  at  the  work  of 
this  growing  institution  will  “come  down  hand- 
somely.” 

The  hospitals  of  the  city  in  a series  of  well 
planned  booths  will  portray  their  work  and  prog- 
ress since  organization,  while  the  remaining  part 
of  the  exhibit  will  be  given  over  to  the  professions. 
Nursing  as  reflected  in  the  I.  V.  N.  A.,  the  teaching 
of  nursing  and  the  practice  of  nursing  will  have 
a prominent  place.  One  hopes  that  the  old  colored 
nurse  who  assisted  at  some  of  the  first  operations 
in  Richmond,  holding  a cold  sweet  potato  in  one 
hand  and  a sponge  in  the  other,  will  be  represented 
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to  set  off  the  smartly  tailored,  immaculate  beauty  of 
the  modem  nurse.  The  reproduction  of  an  old  apoth- 
ecary shop  with  its  aroma  of  pungent  drugs,  long 
rows  of  bottles,  ponderous  scales,  contusion  mortars, 
dazzling  carboys  and  huge  species  jars  will  be 
shown  as  the  strange  ancestor  of  the  modern  drug 
store.  Three  dental  offices  will  show  progress  in 
dentistry  from  the  earliest  times. 

The  medical  profession  will  attempt  to  show  with 
appropriate  models  the  evolution  of  the  doctor’s 
modes  of  transportation,  and  the  evolution  of  the 
doctor’s  dress;  also  changes  that  have  come  in 
medical  literature,  how  a few  Latin  tomes  of  an 
earlier  day  have  multiplied  into  an  enormous  pres- 
ent day  periodical  literature  in  all  languages.  A 
pneumonia  sick  room  of  two  hundred  years  ago  will 
be  reconstructed  by  the  side  of  a modem  pneumonia 
sick  room;  an  operating  room  two  hundred  years 
ago  by  the  side  of  a modern  operating  room.  One 
exhibit  will  display  old  and  new  medical  instru- 
ments; one,  as  many  books  written  by  Virginia  doc- 
tors as  it  is  possible  to  assemble.  The  activities  of 
the  City  Board  of  Health,  the  Richmond  Tubercu- 
losis Association  and  Pine  Camp  Hospital  and  the 
Children’s  Memorial  Clinic  will  be  depicted.  There 
will  be  a booth  devoted  to  Hospital  Insurance  and 
the  Medical  Service  Bureau;  a gallery  of  pictures 
and  a display  of  portraits  of  several  hundred  Rich- 
mond doctors  past  and  present.  The  medical  illus- 
trators and  photographers  will  also  have  a part  in 
the  exhibits. 

From  the  enthusiasm  that  now  prevails  and  the 
number  of  doctors,  dentists,  pharmacists  and  nurses 
taking  part  in  the  plans,  there  is  every  reason  to 
believe  that  organized  medicine  will  be  contributing 
its  bit  to  the  real  value  of  the  celebration  of  such 
an  important  event  in  the  history  of  our  state  as 
the  founding  of  its  capitol. 

Horsley  and  Bigger’s  Surgery. 

Sixteen  years  ago  Dr.  J.  S.  Horsley  published  a 
one  volume  work  on  Operative  Surgery.  Since  that 
time  this  work  has  been  through  four  revisions.  The 
last  is  just  off  the  press  and  is  by  far  the  most 
impressive.  It  is  just  twice  the  size  of  former  edi- 
tions and  the  author  has  for  the  first  time  associated 
with  himself  other  authors.  Isaac  A.  Bigger,  pro- 
fessor of  surgery  at  the  Medical  College  of  Virginia, 
shares  with  him  an  almost  equal  amount  of  con- 
tributed material.  Fully  a third  of  the  volumes  is 


the  work  of  contributors  in  special  fields:  C.  C. 
Coleman  in  neurological  surgery;  John  S.  Horsley, 
Jr.,  in  plastic  surgery;  Austin  I.  Dodson  in  urologi- 
cal surgery,  and  Donald  M.  Faulkner  in  orthopedic 
surgery.  The  two  volumes  consist  almost  entirely 
of  fresh  material,  very  little  of  former  editions  hav- 
ing been  preserved  in  the  studied  efforts  of  the 
authors  to  make  this  a new  and  thoroughly  up  to 
date  work  on  operative  technique. 

The  volumes  are  serviceably  bound  and  are  in 
large  clear  type  on  good  paper.  The  illustrations 
by  Miss  Helen  Lorraine,  artist  also  of  the  former 
editions,  are  excellent  and  add  materially  to  their 
value.  Among  general  surgeons  who  wish  to  brush 
up  on  some  surgical  technique  the  night  before  an 
operation,  among  surgical  internes  and  as  parallel 
reading  for  senior  medical  students  they  should  find 
a wide  field  of  usefulness.  Dr.  Horsley,  Dr.  Bigger 
and  their  collaborators  are  to  be  congratulated  for 
having  brought  out  an  outstanding  work  on  surgery. 
No  other  Virginia  surgeons  have  ever  produced  any- 
thing like  it. 

Polluted  Bathing  Beaches. 

The  problem  of  public  bathing  places  is  always  a 
serious  one  for  the  sanitarian.  It  is  difficult  to  meas- 
ure the  immediate  and  remote  effects  of  submerging 
the  human  body  in  polluted  water  which  must 
enter  eyes,  ears,  nose  and  throat,  and  a fair  portion 
of  which  may  be  actually  swallowed.  Such  is  the 
hazard  of  public  bathing.  It  has  ever  been  hinted 
that  sea  bathing  is  not  as  free  from  pollution  as  is 
usually  thought.  The  statement  has  been  made  that 
in  this  state  communities  adjacent  to  bathing 
beaches  are  discharging  their  sewage  in  unpleasant 
proximity  to  them,  creating  if  not  an  actual  health 
hazard,  at  least  disturbing  thoughts  for  those  of  us 
who  during  some  period  of  the  summer  are  wont  to 
take  our  daily  dip  in  the  surging  sea. 

A Five  Per  Cent  Mortality. 

There  was  a time  when  many  people  died  of  ap- 
pendicitis. Still  too  many  die  of  it,  but  it  is  gener- 
ally recognized  that  the  earlier  the  operation  the 
lower  the  mortality,  and  that  if  all  cases  of  appendi- 
citis were  operated  on  immediately  there  would  be 
practically  no  deaths. 

Can  something  similar  to  this  ever  be  said  of 
pneumonia?  Cecil’s  recent  report  of  a 5 per  cent 
mortality  in  a series  of  160  cases  of  Type  I pneu- 
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mococcus  pneumonia  treated  within  the  first  twenty- 
four  hours  with  specific  serum  raises  this  point. 

The  old  mortality  for  pneumonia  was  33  per  cent. 
For  some  time  it  has  been  known  that  in  Type  I 
serum  treatment  lowered  the  death  rate  to  15  per 
cent,  and  that  even  better  results  could  be  expected 
when  the  serum  was  administered  very  early  in  the 
disease.  Serum  administered  before  the  third  day 
was  believed  to  give  a 10  per  cent  mortality.  Cecil 
believes  that  given  within  the  first  twenty-four  hours 
it  will  reduce  the  mortality  to  5 per  cent. 

This  would  mean  a tremendous  saving  in  lives. 
50,000  persons  die  annually  in  the  United  States  of 
pneumonia.  65  per  cent  of  pneumococcus  pneu- 
monia is  affected  by  serum.  If  the  early  adminis- 
tration of  serum  can  in  these  cases  reduce  the  death 
rate  from  33  per  cent  to  5 per  cent,  there  is  every 
reason  for  the  Medical  Society  of  Virginia  to  push 
vigorously  its  campaign  to  lower  the  mortality  from 
this  disease. 

Why  Use  Polyvalent  Sera? 

In  the  treatment  of  pneumonia  there  are  two 
kinds  of  serum  available.  There  is  no  question 
about  the  efficacy  of  the  monovalent  concentrated 


globulin  that  is  now  being  extensively  employed  in 
Groups  I,  II,  V,  VII,  VIII,  and  XIV  pneumococcus 
pneumonia,  but  grave  doubts  are  to  be  entertained 
concerning  the  general  use  of  polyvalent  pneumonia 
serum.  This  type  of  serum  is  unpurified  and  largely 
due  to  its  high  albumen  content  it  is  frequently 
associated  with  reactions.  Most  of  these  untoward 
effects  are  immediate  and  fall  into  the  well  known 
classification  of  thermic  reactions.  To  see  a criti- 
cally ill  patient  subjected  to  one  of  these  reactions 
is  to  arouse  serious  doubt  as  to  the  wisdom  of  a 
course  which  may  cause  them.  It  is  also  to  be 
remembered  that  polyvalent  serum  is  a shot  gun 
procedure  which  our  present  rapid  and  refined  meth- 
ods of  sputum  typing  rarely  justify.  Moreover 
there  are  few  occasions  when  one  need  use  poly- 
valent serum.  Neither  the  excuse  that  sputum  is  un- 
obtainable from  the  patient,  nor  the  excuse  that  the 
patient  is  seen  first  in  the  middle  of  the  night  is  any 
longer  justification  for  the  use  of  polyvalent  serum. 
When  pneumonia  is  generally  regarded  as  a medical 
emergency  and  the  tempo  of  medical  diagnosis  is 
geared  to  this  idea  monovalent  serum  will  displace 
polyvalent  serum  entirely. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Pediatrics. 

On  March  13  Dr.  Arena  completed  the  postgrad- 
uate course  in  pediatrics  which  he  had  been  conduct- 
ing in  Pittsylvania,  Patrick  and  Henry  Counties. 
Meetings  were  held  each  week  in  Chatham,  Danville 
and  Martinsville  and  were  well  attended  in  each  place. 

During  the  five  weeks  to  April  17  the  course  will 
be  offered  in  Amherst,  Appomattox  and  Campbell 
Counties.  Separate  meetings  for  white  and  colored 
doctors  will  be  held  in  Lynchburg,  and  a third  series 
of  lectures  and  clinics  will  be  held  in  Altavista. 

Preliminary  arrangements  have  been  made  for  giv- 
ing the  course  in  Albemarle  and  Augusta  Counties 
from  April  19  to  May  22. 

Obstetrics  and  Gynecology. 

Dr.  Shamburger,  from  February  8 to  March  13, 
conducted  his  course  in  Mid-Tidewater  and  in  the 
Northern  Neck  of  Virginia.  During  the  next  five 


weeks  he  will  meet  with  the  doctors  on  Church  Hill, 
in  Richmond,  and  will  offer  the  course  in  Mineral, 
for  Louisa  County  and  places  nearby,  and  in  Bowl- 
ing Green,  for  the  physicians  of  Caroline  County. 

At  his  last  meetings  in  Mid-Tidewater  and  the 
Northern  Neck,  Dr.  Shamburger  was  assisted  by 
Dr.  O.  L.  Anderson,  of  the  United  States  Public 
Health  Service,  and  Dr.  L.  J.  Roper,  of  the  Bureau 
of  Venereal  Diseases,  who  discussed  maternal  phases 
of  the  treatment  of  venereal  diseases. 

Future  Programs. 

The  Department  is  arranging  a schedule  for  both 
clinicians  for  the  spring,  summer  and  early  fall  and 
will  be  glad  to  hear  from  societies  interested  in 
either  of  the  postgraduate  courses.  Requests  should 
be  addressed  to  the  Acting  Executive  Secretary, 
John  Alex.  Rorer,  Box  1487,  University  Station, 
Charlottesville,  Va. 
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Proceedings  of  Societies 


The  Petersburg  Medical  Faculty 

At  a special  meeting  on  February  22,  1937,  unan- 
imously adopted  the  following  resolutions  with  re- 
gard to  birth  and  syphilis  control: 

Whereas,  A serious  state  of  affairs  demanding  imme- 
diate attention,  cooperation  and  action  now  confronts  this 
great  Nation  of  ours  in  regard  to  conditions  which  from 
a medical  standpoint  are  preventable  and  controllable 
and  have  a direct  bearing  not  only  on  our  present  genera- 
tion but  the  future  as  well;  and 

Whereas,  Our  venereal  or  so-called  social  diseases  have 
increased  to  an  alarming  extent  necessitating  active  inter- 
vention by  the  Federal  Government  under  the  direction  of 
the  Surgeon-General  of  the  United  States  Public  Health 
Department.  There  are  nearly  2,000,000  people  who  be- 
come infected  with  gonorrhea  annually  in  the  United  States 
and  nearly  700,000  apply  annually  for  treatment.  Over 

500.000  new  cases  of  syphilis  occur  in  the  United  States 
each  year  and  over  600,000  are  under  treatment  at  any 
one  time.  It  is  estimated,  however,  that  only  one  in  ten 
persons  infected  with  syphilis  are  under  treatment.  From 
a survey  made  in  1936  by  the  Medical  Society  of  Virginia 
it  was  reported  that  fifty-one  Virginians  out  of  each  1,000 
suffered  from  syphilis  and  it  is  also  estimated  that  not 
less  than  150,000  need  treatment  at  this  time;  and 

Whereas,  Our  mental  defectives  have  also  increased 
to  an  appalling  extent  within  the  past  ten  years — over  30 
per  cent  for  the  Nation  and  46  per  cent  for  the  State  of 
Virginia.  Recent  estimates  indicate  that  there  are  more 
than  6,000,000  people  in  the  United  States  who  have  been, 
are,  or  will  eventually  be  admitted  to  a mental  institution, 
and  it  is  further  estimated  that  an  additional  12,000,000 
are  of  such  low  mentality  as  not  to  be  self-supporting. 
There  are  400,000  patients  in  our  insane  institutions  against 

400.000  other  medical  and  surgical  patients  in  our  7,000 
hospitals.  There  are  240,000  confirmed  epileptics  and 

600.000  definitely  feebleminded,  and  many  are  at  large  to 
procreate  unchecked.  There  are  12,000  murders  com- 
mitted annually  in  this  country  and  the  maintenance  prison 
cost  for  criminals  alone  in  1928  was  $29,298,640.  There 
is  an  average  increase  of  400  mental  cases  admitted  to 
our  State  hospitals  in  Virginia  yearly  and  in  1932  the  in- 
crease approached  1,000.  According  to  a conservative  esti- 
mate, there  are  approxixmately  18,000  feebleminded  and 
epileptics  alone  in  Virginia,  since  it  has  been  shown  that 
there  is  one  definitely  feebleminded  person  to  every  200 
and  one  confirmed  epileptic  to  every  500  persons  in  the 
United  States.  The  yearly  admission  rate  for  Virginia’s 
five  State  hospitals  is  over  2,000.  If  the  past  ten  years  re- 
peats itself,  the  State  must  provide  for  larger  hospitals 
and  greater  facilities  since  these  institutions  are  already 
filled  beyond  capacity;  and 


Whereas,  California  began  legal  eugenic  sterilization 
in  1910  and  twenty-eight  States  and  as  many  foreign  coun- 
tries have  since  followed  suit.  Virginia,  in  1924  was  the 
second  State  to  see  the  wisdom  of  passing  a similar  law. 
Prior  to  January  1,  1935,  there  have  been  20,063  eugenic 
sterilizations  in  the  United  States.  In  Virginia,  the  State 
hospitals  and  the  Colony  have  eugenically  sterilized  2,203 
defectives  prior  to  July  1,  1935.  During  the  first  year  of 
its  National  sterilization  law,  Germany  sterilized  56,224; 
and 

Whereas,  Our  infant  and  maternal  mortality  rate  in  the 
United  States  is  entirely  too  high.  We  rank  twenty-sixth 
among  the  civilized  nations  of  the  world.  There  are  still 

100.000  babies  dying  annually  in  the  first  month  of  life 
and  there  are  100,000  every  year  born  dead.  Further- 
more, some  16,000  to  18,000  women  die  each  year  in  the 
United  States  from  conditions  associated  with  childbirth; 
and 

Whereas,  There  has  been  a notorious  increase  in  the 
number  of  criminal  abortions  (estimated  at  well  over 

1.250.000  annually)  in  the  United  States  resulting  in  a 
large  percentage  of  deaths  as  well  as  untold  suffering  and 
invalidism;  and 

Whereas,  The  depression  has  emphasized  the  need  for 
reliable,  scientific  birth  control  advice.  Families  on  relief 
rolls  are  having  from  48  to  60  per  cent  more  children 
than  self-supporting  families  of  equal  stratum.  Last  year 
(1936)  65  per  cent  of  the  babies  born  in  this  country 
came  from  women  on  relief;  and 

Whereas,  There  are  at  present  225  birth  control  clinics 
in  the  United  States  under  medical  direction;  and 

Whereas,  Birth  control  has  been  endorsed  by  numerous 
medical  organizations,  many  prominent  individuals  in  the 
medical  world,  and  by  numerous  religious,  political,  social, 
and  educational  groups;  and 

Whereas,  In  a national  poll  conducted  by  the  American 
Institute  of  Public  Affairs  in  1936  every  State  in  the  Union 
approved  the  legalization  of  birth  control  information. 
The  States  voted  in  the  affirmative  from  53  to  90  per  cent 
and  the  nation  70  per  cent.  By  groups,  the  smallest  affirma- 
tive vote — 58  per  cent — came  from  persons  on  relief; 
the  highest — 94  per  cent — from  college  students;  and 
Whereas,  In  1935,  the  medical  profession  of  Virginia 
approved  birth  control  by  an  affirmative  answer  of  86.5 
per  cent  in  a questionnaire  conducted  by  the  Virginia 
Medical  Monthly.  A similar  poll  in  Michigan  disclosed 
83.3  per  cent  favored  Birth  Control ; and 
Whereas,  On  November  30,  1936,  the  United  States  Cir- 
cuit Court  of  Appeals  for  the  Second  Circuit  handed  down 
to  the  medical  profession  its  bill  of  rights  in  the  field  of 
contraception.  The  Court’s  decision  marks  the  successful 
termination  of  a sixty-year  struggle  to  make  clear  that  the 
Federal  obscenity  laws  do  not  apply  to  the  legitimate  ac- 
tivities of  physicians.  That  a doctor  may  now  prescribe 
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a contraceptive  in  the  interests  of  life  and  health,  sym- 
bolizes a notable  victory;  now,  therefore,  be  it 

Resolved  (First),  That  we,  the  Petersburg  Medical 
Faculty  hereby  endorse  reliable,  scientific  birth  control 
conducted  under  medical  supervision  in  the  belief  its  use 
in  the  field  of  preventive  medicine  will  greatly  aid  in 
diminishing  destitution  and  dependency,  in  the  promotion 
of  health,  peace,  and  happiness  and  an  improvement  in  the 
quality  of  the  race ; and 

Resolved  (Second),  That  we  also  endorse  and  recom- 
mend, under  medical  supervision,  compulsory  eugenic 
sterilization  of  every  hereditary  mental  defective  in  our 
State  institutions,  including  the  habitual  criminal  before 
being  paroled  or  discharged,  and  such  inmates  of  Federal 
institutions  should  not  be  exempt;  and 

Resolved  (Third),  That  we  heartily  endorse  the  efforts 
of  those  engaged  in  the  better  management  and  ultimate 
control  of  our  venereal  diseases  and  pledge  our  fullest 
cooperation;  and 

Resolved  (Fourth),  That  we  recommend  the  passage 
by  our  State  Legislature,  after  corroboration  with  the  med- 
ical profession,  of  the  necessary  laws  requiring  an  ade- 
quate health  certificate  before  marriage;  and 

Resolved  (Fifth),  That  in  adopting  the  above  resolu- 
tions we  do  so  with  the  sincerest  interest  of  our  people 
at  heart  not  only  for  the  present  generation  but  for  the 
future  generations  to  come  and  firmly  believe  that  as  an 
important  phase  of  preventive  medicine  they  will  form  a 
strong  link  toward  making  for  a stronger,  healthier,  hap- 
pier and  more  intelligent  race;  and 

Resolved  (Sixth),  That  a copy  of  these  resolutions  be 
given  to  the  press  and  to  the  Vircinia  Medical  Monthly 
for  publication. 

Rockingham  County  Medical  Society. 

During  the  past  several  months,  this  Society  has 
had  splendid  meetings  which  have  been  addressed 
by  Dr.  Hugh  H.  Trout  of  Roanoke,  Dr.  Porter 
Vinson  of  Richmond,  Dr.  W.  W.  Waddell,  Jr.,  of 
the  University  of  Virginia,  and  Dr.  W.  W.  S.  But- 
ler of  Roanoke. 

On  April  the  12th,  Dr.  Wright  Clarkson  of 
Petersburg  will  address  the  Society  on  some  phase 
of  the  cancer  problem,  and  the  May  meeting  will  be 
devoted  to  the  subject  of  tuberculosis. 

Officers  of  the  Society  at  this  time  are : President, 
Dr.  Noland  M.  Canter;  vice-president,  Dr.  Howard 
Armstrong,  and  secretary-treasurer,  Dr.  Paul  S. 
Hill.  All  of  these  are  of  Harrisonburg. 

The  Patrick-Henry  Medical  Society 

Held  its  first  quarterly  meeting  for  1937  at  the 
Riverside  Hotel  in  Bassett,  Va.,  on  January  the  8th, 
with  a good  attendance.  Routine  business  for  the 
year  was  discussed,  after  which  the  following  officers 
were  installed:  President,  Dr.  B.  A.  Hopkins  of 


Stuart;  vice-president,  Dr.  E.  M.  McDaniel  of  Mar- 
tinsville, and  secretary-treasurer,  Dr.  Algernon  R. 
Turner  of  Martinsville. 

Lynchburg  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  held  on 
March  1st,  Dr.  George  Lawson,  of  Roanoke,  pre- 
sented an  interesting  paper  on  Silicosis. 

Dr.  John  Wyatt  Davis  is  president  and  Dr.  C.  E. 
Keefer  secretary  of  the  Academy. 

Albemarle  County  Medical  Society. 

At  the  February  meeting  of  this  society,  Dr.  W.  E. 
Bray,  of  the  University  of  Virginia,  spoke  on 
“Blood  Studies  and  the  General  Practitioner.” 

Dr.  C.  C.  Coleman  of  Richmond  talked  on  “Early 
Treatment  of  Head  Injuries”  at  the  March  meeting. 

The  James  City-New  Kent  Medical  Society. 

Held  its  March  meeting  in  Toano,  with  Dr.  B.  I. 
Bell,  of  Williamsburg,  presiding. 

Drs.  J.  McCaw  Tompkins  and  E.  Trible  Gate- 
wood,  of  Richmond,  presented  papers  entitled 
“Essential  Hypertension”  and  “Throat  Infections 
with  Blood  Disorders,”  respectively. 

Roanoke  Academy  of  Medicine. 

At  the  March  meeting  of  the  Academy,  the  fol- 
lowing program  was  presented:  Care  of  the  Aged 
by  Dr.  Blanton  P.  Seward;  Syphilis — “The  Great 
Imitator,”  by  Dr.  S.  B.  Cary;  The  Physician  as  a 
Citizen  by  Dr.  A.  M.  Showalter,  Christiansburg, 
and  Some  Principles  Governing  Body  Water,  the 
Exchange  of  Body  Fluids  in  Disease  and  Endocrine 
Factors  by  Dr.  Rufus  Morison,  Abingdon. 

Hanover  County  Medical  Society. 

At  the  bi-monthly  meeting  of  this  Society  held 
in  Ashland  on  March  2nd,  papers  were  presented 
by  Dr.  A.  Chambers  Ray,  Jr.,  and  Dr.  Linwood 
Farley,  both  of  Ashland.  Dr.  Judson  Vaughan,  also 
of  Ashland,  is  president,  and  Dr.  T.  E.  Stanley, 
Beaverdam,  secretary. 

The  Southside  Virginia  Medical  Association 

Held  its  regular  quarterly  meeting  on  March  9th, 
in  Franklin,  w'ith  Dr.  G.  M.  Naff,  president,  presid- 
ing. There  were  more  than  thirty  members  present. 
The  program  was  as  follows:  Dr.  T.  Dewey  Davis, 
on  “Dermatomyositis  with  Report  of  Two  Cases”; 
Dr.  Frank  S.  Johns,  on  “Surgery  in  Gall  Bladder 
Disease”;  Dr.  P.  D.  Camp,  on  “The  Treatment  of 
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Congestive  Heart  Failure”;  Dr.  Otis  L.  Anderson, 
on  “The  Problems  of  Early  Syphilis,”  and  Dr.  J.  B. 
Dalton,  on  “Osteomyelitis.”  All  speakers  are  from 
Richmond.  Following  the  meeting,  a banquet  was 
held  at  the  Stonewall  Jackson  Hotel. 

Dr.  R.  L.  Raiford,  Franklin,  is  secretary  of  the 


Association,  and  with  Dr.  J.  J.  Grizzard  of  Drewry- 
ville  and  Dr.  T.  Addison  Morgan  of  Franklin, 
served  as  the  reception  committee  at  the  meeting  in 
Franklin. 

The  next  meeting  will  be  in  Petersburg  the  second 
Tuesday  in  June. 


News  Notes 


Arrangements  Being  Made  for  Roanoke 

Meeting. 

The  Roanoke  Academy  of  Medicine,  hosts  for 
our  sixty-eighth  annual  meeting,  have  named  Dr. 
W.  L.  Powell  general  chairman  in  charge  of  arrange- 
ments for  that  time.  While  all  the  members  are 
interested  in  and  working  for  the  success  of  the 
meeting,  the  following  will  be  the  sub-chairmen: 

Dr.  M.  A.  Johnson,  Jr.,  Committee  on  Halls  and 
Hotels. 

Dr.  Frank  A.  Farmer — Commercial  Exhibits. 

Dr.  W.  W.  S.  Butler — Scientific  Exhibits. 

Dr.  C.  T.  Burton — Entertainment. 

The  Patrick  Henry  has  been  selected  as  hotel 
headquarters  and  the  dates  are  October  12,  13 
and  14. 

Early  Diagnosis  Campaign  for  Tuberculosis. 

With  Virginia  still  losing  nearly  two  thousand 
people  every  year  from  tuberculosis,  and  a death 
rate  which  is  second  from  the  highest  among  the 
Southern  States  and  fourth  in  the  nation  (excluding 
four  health  resort  states),  the  Virginia  Tuberculosis 
Association  is  entering  upon  its  tenth  annual  Early 
Diagnosis  Campaign  to  “Uncover  Tuberculosis  By 
Modern  Methods.” 

Tuberculosis  in  the  high  school  age,  among  young 
mothers  and  in  men  in  industry  is  being  particularly 
stressed.  All  over  Virginia  county  and  city  tuber- 
culosis organizations  are  appealing  to  all  types  of 
groups  to  seek  expert  medical  advice,  take  advan- 
tage of  the  tuberculin  test  and  X-ray,  and  to  try  in 
every  way  to  find  tuberculosis  in  its  early  stages. 
The  importance  of  breaking  the  contact  between 
children  and  an  open  case  of  tuberculosis  is  being 
urged  by  the  speakers  in  an  effort  to  stem  the  spread 
of  the  disease. 

In  1936  there  were  1,912  deaths  in  the  state  from 
tuberculosis  and  an  estimated  total  of  18,000  to 


20,000  people  suffering  from  this  disease — 2,405 
new  cases  were  reported  in  1935.  As  the  average 
length  of  treatment  is  five  and  one-half  years,  and 
the  loss  of  wages  and  the  cost  of  medical  care  is 
estimated  for  this  period  at  nearly  $1,000.00  per 
year,  Virginia  sustains  a loss  of  over  $19,000,000 
annually  from  tuberculosis. 

Literature  on  tuberculosis  is  available  to  physi- 
cians and  their  patients  free  upon  application  to  the 
Virginia  Tuberculosis  Association,  or  its  local 
branches. 

Dr.  A.  E.  Murray, 

Beaverdam,  Va.,  has  been  appointed  medical  ex- 
aminer for  the  World  War  Veterans  by  the  Veterans 
Administration  in  Washington,  D.  C. 

Dr.  R.  S.  Griffith 

Who  has  been  confined  to  his  home  in  Waynes- 
boro, Va.,  as  the  result  of  a recent  automobile  ac- 
cident, is  reported  to  be  getting  along  very  well. 

The  Southeastern  Surgical  Congress. 

Owing  to  flood  conditions,  the  Congress  held  its 
annual  meeting  in  Charlotte,  N.  C.,  instead  of  Louis- 
ville, Ky.,  as  at  first  scheduled,  early  in  March, 
under  the  presidency  of  Dr.  John  Darrington  of 
Yazoo,  Miss.  Dr.  Fred  W.  Rankin  of  Lexington, 
Ky.,  succeeded  to  the  presidency;  Dr.  Thos.  C. 
Davison  of  Atlanta,  Ga.,  was  named  president-elect, 
and  Dr.  B.  T.  Beasley,  Atlanta,  was  re-elected  sec- 
retary. Dr.  Julian  L.  Rawls  of  Norfolk,  Va.,  was 
elected  vice-president. 

Married. 

Dr.  Carroll  Bracey  Robertson,  class  of  ’33,  Medi- 
cal College  of  Virginia,  and  Miss  Mary  Elizabeth 
Peebles,  both  of  Jackson,  N.  C.,  February  27. 

Dr.  Charles  William  Reavis,  class  of  ’36,  Medi- 
cal College  of  Viriginia,  and  Miss  Allie  Virginia 
Cleek  of  Warm  Springs,  Va.,  a recent  graduate  from 
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the  School  of  Nursing  of  the  Medical  College  of 
Virginia,  March  20th.  Dr.  Reavis  has  been  intern- 
ing at  St.  Luke’s  Hospital,  Richmond. 

The  Virginia  Conference  of  Social  Work 

Will  hold  its  second  annual  meeting  in  Rich- 
mond, April  8,  9 and  10,  at  which  time  the  Medical 
Society  of  Virginia  is,  for  the  second  consecutive 
year,  sponsoring  the  Division  on  Public  Health  and 
Medical  Care.  Dr.  Basil  B.  Jones,  of  Richmond, 
was  appointed  chairman  of  this  Division  for  the 
1937  Conference  and  is  being  assisted  by  a com- 
mittee consisting  of  Dr.  P.  W.  Miles  of  Danville, 
Dr.  D.  C.  Wilson  of  the  University  of  Virginia, 
Dr.  W.  P.  Jackson  of  Roanoke,  and  Dr.  Fred  P. 
Fletcher  of  Richmond. 

In  view  of  the  emphasis  which  is  this  year  being 
placed  upon  the  problem  of  syphilis  by  the  U.  S. 
Public  Health  Service,  the  committee  has  felt  it 
appropriate  to  concentrate  the  program  of  the  Di- 
vision on  Public  Health  and  Medical  Care  upon  the 
social  and  public  health  aspects  of  syphilis,  and  will 
hold  its  session  on  Thursday  afternoon,  April  8, 
from  2 to  5 P.  M.,  at  the  Jefferson  Hotel,  with  the 
following  program: 

2 to  3 P.  M. 

A State  Program  for  Venereal  Disease  Control — Dr.  L.  J. 
Roper,  State  Department  of  Health. 

Discussion  by  Dr.  J.  Morrison  Hutcheson,  President, 
Medical  Society  of  Virginia. 

A Local  Program  for  Venereal  Disease  Control — Dr. 
Ennion  Williams,  Assistant  Medical  Director,  Life  In- 
surance Company  of  Virginia. 

Discussion  by  Dr.  W.  Brownley  Foster,  Director,  Depart- 
ment of  Public  Welfare,  Richmond,  Virginia. 

3 to  4 P.  M. 

Social  Aspects  of  Late  Medical  Syphilis — Dr.  Dudley  C. 
Smith,  Professor  of  Dermatology  and  Syphilology, 
University  of  Virginia,  Department  of  Medicine. 
Discussion  by  Dr.  R.  W.  Garnett,  Health  Officer  and 
Director  of  Public  Welfare,  Danville,  Virginia. 
Congenital  Syphilis — Dr.  Kinloch  Nelson,  Physician  in 
Charge  of  Syphilology  Clinic,  Medical  College  of 
Virginia,  Out-Patient  Department. 

Discussion  by  Dr.  Louise  Galvin,  Instructor  in  Pediatrics, 
Medical  College  of  Virginia. 

Joint  Meeting  with  Mental  Hygiene  Division 

4 to  5 P.  M. 

Social  Service  Aspects  of  Syphilis  and  Follow-Up  Care — 
Mrs.  Norman  Ingraham,  Chief  Social  Worker,  Uni- 
versity of  Pennsylvania  Hospital. 

Discussion  by  Dr.  William  Branch  Porter,  Professor  of 
Medicine,  Medical  College  of  Virginia. 

Social  Aspects  of  Neurosyphilis — Dr.  Thomas  L.  Gemmill, 
Psychiatrist,  Central  State  Hospital. 


Discussion  by  Dr.  O.  B.  Darden,  Associate  in  Neuro- 
psychiatry, Medical  College  of  Viriginia. 

Findings  and  recommendations  from  this  meeting 
will  be  presented  at  the  business  meeting  of  the 
Conference  on  Saturday  morning,  April  10.  Dr. 
Edwin  Harper  is  serving  as  chairman  of  the  Find- 
ings Committee. 

In  view  of  the  efforts  which  are  being  made  to 
develop  a statewide  program  of  venereal  disease 
control  by  the  State  Department  of  Health  and  the 
effects  of  this  program  upon  various  localities  in  the 
state,  it  is  hoped  that  the  meeting  of  the  Division  on 
Public  Health  and  Medical  Care  will  be  widely 
attended  by  physicians  and  public  health  officials 
throughout  the  state. 

PROGRAM 

At  this  Conference,  the  Virginia  Mental  Hygiene 
Society  is  sponsoring  the  following  program: 

2 to  3 P.  M. 

The  Mental  Hygiene  Program  for  the  State  of  Virginia — 
Dr.  Howard  R.  Masters,  Associate  in  Neuropsychiatry, 
Medical  College  of  Virginia. 

The  Scope  of  Psychiatry  in  Handling  Social  Problems — 
Dr.  David  C.  Wilson,  Professor  of  Psychiatry,  Uni- 
versity of  Virginia. 

Discussion  by  Dr.  Harvie  DeJ.  Coghill,  Director,  Chil- 
dren’s Memorial  Clinic. 

3 to  4 P.  M. 

A Panel  Discussion  Centering  Around  the  State  Hospital 
Patient: 

a.  The  Problem  of  Getting  Him  Hospitalized. 

b.  The  Problem  He  Presents  in  the  Hospital. 

c.  Hospital  Problems  in  Regard  to  His  Discharge. 

d.  Preparation  for  His  Return  to  Community  Life. 
Discussants: 

a.  Dr.  C.  E.  Holderby,  Psychiatrist,  Eastern  State 

Hospital. 

b.  Mrs.  Margaret  Wyatt,  Supervisor  of  Study  Divi- 

sion, Children’s  Bureau. 

c.  Dr.  James  N.  Williams,  Director,  Bureau  of  Mental 

Hygiene,  Virginia  Department  of  Public  Welfare. 

4 to  5 P.  M. 

Joint  Meeting  with  Division  on  Public  Health  and  Med- 
ical Care. 

This  program  is  given  in  Division  on  Public  Health  and 
Medical  Care. 

Dr.  H.  M.  Taylor, 

Jacksonville,  Fla.,  a past  president  of  the  South- 
ern Medical  Association,  was  the  guest  speaker  at 
the  meeting  of  the  Richmond  Academy  of  Medicine 
on  March  the  9th. 
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Community  Hospital  Nurses’  Home  Opened. 

The  formal  opening  of  the  new  nurses’  home  at 
the  Southside  Community  Hospital,  Farmville,  Va., 
was  held  the  middle  of  March,  at  which  time  the 
afternoon  was  given  over  to  an  informal  reception 
by  the  nurses  and  an  inspection  of  the  home.  This 
addition  to  the  hospital  plant  was  made  possible  by 
private  subscriptions  which  were  met  by  another 
gift  from  the  Commonwealth  Fund  which  gave  a 
large  sum  for  the  hospital  nine  years  ago. 

The  Tri-State  Hospital  Association, 

Composed  of  the  Hospital  Associations  of  Virginia, 
North  and  South  Carolina,  will  hold  its  annual 
meeting  in  the  City  Memorial  Auditorium  at  Raleigh, 
N.  C.,  on  April  22,  23  and  24.  An  attendance  of 
approximately  500  is  expected.  Dr.  Lewis  E.  Jarrett 
of  the  Medical  College  of  Virginia  Hospital  di- 
vision is  president  of  the  Virginia  group. 

Lecture  Open  to  Physicians. 

The  Pi  Chapter  of  Alpha  Epsilon  Iota  extends  a 
cordial  invitation  to  the  medical  profession  to  at- 
tend a lecture  on  “The  Nature  and  Inheritabilitv  of 
Cancer,”  to  be  given  by  Dr.  Maud  Slye,  well-known 
research  worker  in  this  field.  Dr.  Slye  comes  here 
from  the  Otho  S.  A.  Sprague  Institute  of  the  Uni- 
versity of  Chicago,  on  Wednesday,  April  the  21st, 
and  will  speak  in  the  auditorium  of  the  Richmond 
Academy  of  Medicine. 

Campaign  to  Reduce  Cancer. 

Under  the  direction  of  the  American  Society  for 
the  Control  of  Cancer  the  Virginia  Division  of  the 
Women’s  Field  Army  was  organized  last  month  with 
Mrs.  R.  W.  Copeland,  of  Hopewell,  as  state  com- 
mander. The  new  organization,  a part  of  a national 
movement  designed  to  reduce  the  mortality  from 
cancer  through  education  of  the  public  in  the  cancer 
problem,  will  function  as  a permanent  health  organ- 
ization. 

Women  over  the  state  have  formed  in  districts 
and  localities  for  the  purpose  of  carrying  on  the 
work  started  with  a campaign  March  21-27  when 
funds  were  raised  to  place  the  organization  on  a 
permanent  basis.  It  will  be  the  purpose  of  the  or- 
ganization to  urge  the  public  to  present  themselves 
to  their  family  doctors  at  least  once  annually  and 
to  acquaint  people  with  the  earlier  manifestations  of 
cancer  through  an  educational  campaign  which  will 
be  carried  on  through  the  years.  The  movement  is 


under  the  supervision  of  the  American  Society  for 
the  Control  of  Cancer  and  has  the  endorsement  of 
state  and  local  medical  societies. 

Dr.  Wright  Clarkson,  Petersburg,  is  chairman  of 
the  executive  committee  in  Virginia,  with  Dr.  I.  C. 
Riggin,  Commissioner  of  Public  Health,  and  Dr. 
J.  H.  Scherer,  Richmond,  as  the  other  members. 
Dr.  J.  Shelton  Horsley,  Richmond,  Dr.  J.  W.  Cox, 
Alexandria,  field  representative  of  the  American 
Society  for  the  Control  of  Cancer,  and  Mrs.  Cope- 
land are  ex-officio  members.  This  committee  will 
appoint  an  advisory  committee  composed  of  physi- 
cians throughout  the  state  who  will  cooperate  with 
the  Women’s  Field  Army. 

In  addition  there  is  in  each  Senatorial  district  in 
Virginia  a physician  appointed  by  the  executive 
committee  to  act  as  consultant  for  the  movement  in 
that  district.  These  are:  Dr.  Frank  H.  Redwood, 
Norfolk;  Dr.  Vernon  A.  Brooks,  Portsmouth;  Dr. 
H.  G.  Dickie,  Massies  Mill;  Dr.  J.  E.  Rawls,  Suf- 
folk; Dr.  Wright  Clarkson,  Petersburg;  Dr.  F.  R. 
Crawford,  Farmville,  Dr.  G.  A.  Stover,  South  Bos- 
ton; Dr.  J.  R.  Bailey,  Keysville;  Dr.  Don  Preston 
Peters,  Lynchburg;  Dr.  I.  C.  Harrison,  Danville; 
Dr.  Harry  W.  Bachman,  Bristol;  Dr.  S.  B.  Nickels, 
Clinchport;  Dr.  C.  B.  Bowyer,  Stonega;  Dr.  W.  R. 
Williams,  Richlands;  Dr.  W.  C.  Caudill,  Pearis- 
burg;  Dr.  R.  P.  Hawkins,  Jr.,  Clifton  Forge;  Dr. 
Hugh  H.  Trout,  Roanoke;  Dr.  F.  M.  Leech,  Lex- 
ington; Dr.  R.  P.  Bell,  Staunton;  Dr.  J.  H.  Deyerle, 
Harrisonburg;  Dr.  Hunter  H.  McGuire,  Winches- 
ter; Dr.  W.  H.  Goodwin,  University;  Dr.  H.  S. 
Daniel,  Louisa;  Dr.  M.  B.  Hiden,  Warrenton;  Dr. 
Llewellyn  Powell,  Alexandria;  Dr.  E.  T.  Ames, 
Montross;  Dr.  W.  S.  Cox,  West  Point;  Dr.  Horace 
F.  Hoskins,  Saluda;  Dr.  Samuel  Downing,  New- 
port News;  Dr.  Paul  W.  Howie,  Richmond. 

Medical  College  of  Virginia  News. 

A portrait  of  Dr.  Samuel  Chiles  Mitchell,  presi- 
dent of  the  Medical  College  of  Virginia  in  1913-14 
and  an  outstanding  figure  in  education  in  this 
country  for  the  past  forty  years,  was  presented  to 
the  College  at  exercises  held  in  the  auditorium  of 
the  Richmond  Academy  of  Medicine  on  February 
the  25th.  The  portrait  was  presented  to  the  College 
by  Dr.  Allen  W.  Freeman,  dean  of  the  School  of 
Hygiene  and  Public  Health  of  the  Johns  Hopkins 
University,  Baltimore,  and  was  accepted  by  Dr.  Wil- 
liam T.  Sanger  for  the  College.  Remarks  were  also 
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made  by  L.  T.  Stoneburner,  III,  president  of  the 
Student  Body.  Mr.  Wortley  F.  Rudd,  dean  of  the 
School  of  Pharmacy,  presided. 

Commencement  exercises  for  the  ninety-ninth  ses- 
sion of  the  College  will  be  held  on  May  the  30th, 
31st  and  June  the  1st.  At  the  final  exercises  on  the 
1st,  the  honorary  degree  of  Doctor  of  Sceince  will 
be  conferred  upon  Dr.  I.  C.  Riggin,  State  Health 
Commissioner  of  Virginia. 

Dean  Rudd  of  the  School  of  Pharmacy  has  been 
loaned  to  Columbia  University  of  New  York  City, 
to  assist  in  reorganizing  that  institution’s  pharmacy 
department.  Under  the  arrangement  made,  Dean 
Rudd  is  spending  alternate  weeks  at  Columbia. 
Associated  with  him  in  this  work  are  Dr.  W.  G. 
Crockett,  president  of  the  American  Association  of 
Colleges  of  Pharmacy,  and  Dr.  Ernest  Little  of  Rut- 
gers University,  chairman  of  the  executive  committee 
of  the  National  Association. 

Dr.  Rudolf  Leuchtenberger  has  recently  come  to 
Richmond  from  Germany,  and  will  be  associated 
with  the  bacteriological  and  chemistry  department  of 
the  College  as  research  worker  in  immunology  and 
infectious  diseases. 

News  From  the  University  of  Virginia, 

Department  of  Medicine. 

The  second  Alpha  Omega  Alpha  lecture  for  the 
current  session  was  delivered  on  February  15th  by 
Dr.  Julian  M.  Ruffin,  of  the  Medical  Department  of 
Duke  University.  Dr.  Ruffin  spoke  on  the  subject  of 
Pellagra. 

At  the  meeting  of  the  University  of  Virginia  Med- 
ical Society  on  February  22nd,  Dr.  C.  C.  Coleman, 
of  Richmond,  spoke  on  Recent  Advances  in  Neuro- 
Surgery. 

Dr.  I.  C.  Riggin,  State  Cmmissioner  of  Health, 
Richmond,  Dr.  W.  H.  Frost,  Professor  of  Epide- 
miology in  the  Johns  Hopkins  School  of  Hygiene 
and  Public  Health,  Baltimore,  and  Dr.  H.  S.  Mus- 
tard, of  the  Department  of  Public  Health  Adminis- 
tration of  the  Johns  Hopkins  School  of  Hygiene  and 
Public  Health,  have  recently  delivered  addresses 
before  the  senior  medical  class. 

Dr.  Edwin  P.  Lehman  attended  the  Southeastern 
Surgical  Congress,  meeting  in  Charlotte,  N.  C., 
March  8-10,  and  spoke  on  the  subject  of  Subphrenic 
Abscess. 


News  from  New  York  Polyclinic  Medical 
School  and  Hospital. 

Dr.  James  P.  Croce  has  recently  been  appointed 
Professor  of  Internal  Medicine,  and  Dr.  Howard  S. 
Jeck  has  been  appointed  Professor  of  Urology. 


The  School  and  Hospital  has  opened  its  new 
X-ray  Department.  Entirely  new  and  up-to-date 
equipment  has  been  installed  in  the  new  building. 
The  installation  is  completely  shockproof.  There 
are  five  radiographic  rooms  to  cover  all  phases  of 
diagnostic  roentgenology,  and  a shockproof  mobile 
unit  is  included,  as  well  as  a complete  X-ray  Ther- 
apy Department. 


Dr.  Charles  Gilmore  Kerley,  Emeritus  Professor 
of  Pediatrics,  will  deliver  a special  afternoon  lecture 
on  Wednesday,  April  14,  1937,  at  2:30  P.  M.  on 
Making  Milk  Safe  For  Babies  (A’ review  of  the 
progress  made  during  the  past  50  years,  with  lantern 
slides  of  photographs  depicting  pioneers  in  im- 
proved milk  conditions) . 

Dr.  Beverley  R.  Tucker, 

Richmond,  Va.,  was  the  guest  speaker  at  the 
organization  meeting  of  the  North  Carolina  Society 
for  Mental  Hygiene  held  recently  in  Raleigh. 

Dr.  Lewis  Harvie  Taylor, 

Former  Virginian  residing  in  Washington,  D.  C., 
newly  elected  president  of  the  visiting  staff  of  Sibley 
Memorial  Hospital,  Washington,  was  recently  hon- 
ored by  a testimonial  dinner  at  the  Mayflower  Hotel, 
that  city,  with  many  notable  physicians  attending. 

The  Clinch  Valley  Medical  Society 

Will  hold  its  Spring  meeting  at  Norton,  Va.,  on 
April  the  17th  at  which  time  an  excellent  program 
is  expected.  The  speakers  will  include  Dr.  J.  Mor- 
rison Hutcheson,  president  of  the  Medical  Society 
of  Virginia;  Dr.  I.  C.  Riggin,  State  Health  Com- 
missioner, and  Drs.  Otis  Anderson  and  L.  J.  Roper, 
in  charge  of  the  program  for  the  control  of  venereal 
diseases  in  Virginia. 

Dr.  S.  H.  Rivers  of  Calvin  and  Dr.  C.  B.  Bowyer 
of  Stonega  are  president  and  secretary,  respectively. 

Gill  Memorial  Spring  Graduate  Course. 

The  following  doctors  have  registered  for  the  An- 
nual Spring  Graduate  Course  of  the  Gill  Memo- 
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rial  Eye,  Ear  and  Throat  Hospital,  Roanoke,  to  be 
held  at  the  Hospital  on  April  12-17: 

Dr.  George  E.  Adkins,  Jackson,  Miss. 

Dr.  J.  T.  Allison,  New  Kensington,  Pa. 

Dr.  Frank  L.  Alloway,  Kingsport,  Tenn. 

Dr.  A.  L.  Bass,  Louisville,  Ky. 

Dr.  K.  S.  Blackwell,  Richmond,  Va. 

Dr.  Arthur  A.  Bobb,  Reading,  Pa. 

Dr.  Malcolm  Bronson,  Hamilton,  Ohio. 

Dr.  E.  C.  Bryce,  Richmond,  Va. 

Dr.  G.  Edward  Campbell,  Johnson  City,  Tenn. 

Dr.  H.  B.  Chalfant,  Kennett  Square,  Pa. 

Dr.  Price  Clayton,  Russellville,  Ala. 

Dr.  V.  F.  Couch,  Winston-Salem,  N.  C. 

Dr.  Gilbert  L.  Dailey,  Harrisburg,  Pa. 

Dr.  J.  P.  Donahoe,  Scranton,  Pa. 

Dr.  W.  F.  Elliott,  Lincolnton,  N.  C. 

Dr.  George  B.  Garlick,  Bridgeport,  Conn. 

Dr.  W.  Wallace  Gill,  Richmond,  Va. 

Dr.  L.  R.  Hedgpeth,  Lumberton,  N.  C. 

Dr.  R.  E.  Houston,  Greenville,  S.  C. 

Dr.  Thomas  H.  Huey,  Jr.,  Anniston,  Ala. 

Dr.  J.  K.  Hutcherson,  Louisville,  Ky. 

Dr.  J.  W.  Jervey,  Greenville,  S.  C. 

Dr.  Emmett  L.  Jones,  Cumberland,  Md. 

Dr.  Daniel  F.  Keegan,  Bridgeport,  Conn. 

Dr.  T.  J.  King,  Thomasville,  Ga. 

Dr.  Edwin  N.  Maner,  Savannah,  Ga. 

Dr.  J.  F.  Martin,  Dunn,  N.  C. 

Dr.  J.  E.  Miller,  Huntsville,  Ala. 

Dr.  C.  D.  Miller,  Carbondale,  Pa. 

Dr.  E.  P.  Mitchell,  Defiance,  Ohio. 

Dr.  H.  L.  Mitchell,  Lexington,  Va. 

Dr.  B.  F.  Mowry,  Findlay,  Ohio. 

Dr.  Edward  L.  McCarthy,  Canonsburg,  Pa. 

Dr.  R.  B.  McCord,  Rome,  Ga. 

Dr.  J.  J.  Nowak,  Buffalo,  N.  Y. 

Dr.  G.  T.  Almstead,  Savannah,  Ga. 

Dr.  Will  R.  Pryor,  Louisville,  Ky. 

Dr.  W.  C.  Parsons,  Birmingham,  Ala. 

Dr.  E.  C.  Pope,  Birmingham,  Ala. 

Dr.  Richard  D.  Roderick,  Jermyn,  Pa. 

Dr.  E.  D.  Root,  Jamestown,  N.  Y. 

Dr.  J.  L.  Sanders,  Greenville,  S.  C. 

Dr.  W.  Hamilton  Smith,  Hagerstown,  Md. 

Dr.  Jay  D.  Smith,  Harrisburg,  Pa. 

Dr.  Charles  D.  Sneller,  Peoria,  111. 

Dr.  C.  Dwight  Townes,  Louisville,  Ky. 

Dr.  Erwin  W.  Troutman,  Columbus,  Ohio. 

Dr.  Frank  Turchik,  Bridgeport,  Conn. 

Dr.  E.  Vermillion,  Welch,  W.  Va. 

Dr.  J.  R.  Vermillion,  Princeton,  W.  Va. 

Dr.  Earl  LeRoy  Wood,  Newark,  N.  J. 

Dr.  Claude  T.  Wolfe,  Louisville,  Ky. 

Dr.  J.  D.  Williams,  Ashland,  Ky. 

Dr.  Robert  A.  G.  Jones, 

Class  of  ’33,  University  of  Virginia,  Department 
of  Medicine,  has  opened  offices  at  Yorktown,  Va., 


for  general  practice.  He  served  an  internship  at  the 
Delaware  Hospital  in  Wilmington,  and  was  later 
acting  health  officer  of  Albemarle  County  during 
part  of  1934  and  1935.  Dr.  Jones  has  recently  been 
doing  special  work  in  tuberculosis  and  mental  hos- 
pitals. 

Dr.  D.  C.  Smith, 

Professor  of  dermatology  and  syphilologv  at  the 
University  of  Virginia,  was  the  guest  speaker  at  the 
March  meeting  of  the  Alexandria  Medical  Society. 

Grace  Hospital  Celebrates  Twenty-Fifth 

Anniversary. 

On  March  12th,  Grace  Hospital  in  Richmond 
held  open  house  to  which  the  public  was  invited, 
the  occasion  being  the  celebration  of  its  twenty-fifth 
anniversary.  In  1932,  a five-story  annex  was  added 
and  the  original  building  completely  done  over  and 
refurnished  with  the  most  modern  furniture  and 
scientific  equipment  available. 

Dr.  D.  C.  Boatwright, 

Marion,  Va.,  was  elected  a member  of  the  new 
Board  of  Directors  of  the  Bank  of  Marion,  the 
middle  of  March. 

The  Southwestern  Virginia  Medical  Society 

Is  holding  its  Spring  meeting  in  Pulaski,  April 
the  8th  and  9th,  under  the  presidency  of  Dr.  John 
J.  Giesen  of  Radford.  The  guest  speaker  at  this 
time  will  be  Dr.  Emil  Novak  of  the  Johns  Hopkins 
University,  Baltimore,  whose  subject  will  be  “The 
Endocrine  Basis  of  Gynecological  Organotherapy.” 
Members  presenting  papers  will  be:  Drs.  H.  W. 
Bachman,  M.  I.  Shanholtz,  Guy  C.  Richardson 
and  Nat  H.  Copenhaver  of  Bristol;  Dr.  F.  H.  Smith 
of  Abingdon;  Dr.  T.  K.  McKee  of  Saltville;  and 
Drs.  W.  P.  Jackson,  R.  M.  Hoover  and  J.  D.  Willis 
of  Roanoke.  The  meeting  will  open  with  a banquet 
on  Thursday  evening  and  close  with  luncheon  on 
Friday.  Dr.  H.  W.  Bachman  of  Bristol  is  secretary- 
treasurer  of  this  organization. 

The  local  committee  in  charge  of  arrangements 
for  the  meeting  is  composed  of  Drs.  D.  S.  Divers, 
Wm.  I.  Owens,  R.  H.  Woolling  and  Booker  Lee. 

Dr.  William  F.  Wild, 

For  some  time  in  charge  of  the  Nansemond-Suf- 
folk-Isle  of  Wight  Health  District,  is-  now  con- 
nected with  the  New  York  City  Department  of 
Health  in  a Civil  Service  capacity,  as  District 
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Health  Officer,  assigned  to  the  Williamsburg-Green- 
point  District  of  Brooklyn. 

Dr.  W.  B.  Castle 

Of  the  Boston,  Mass.,  City  Hospital,  was  the 
guest  speaker  at  the  regular  meeting  of  the  Norfolk 
County  Medical  Society  on  March  the  15th,  his 
subject  being  “Treatment  of  Anemia  from  the  Stand- 
point of  the  General  Practitioner.” 

Dr.  Wright  Clarkson, 

Petersburg,  Va.,  upon  invitation,  recently  gave  an 
address  before  the  York,  Pa.,  Medical  Society  on 
the  subject  of  Cancer  Control. 

Interested  in  Civic  Work. 

Dr.  William  D.  Prince  of  Stony  Creek,  Va.,  and 
Dr.  T.  F.  Jarratt  of  Jarratts,  Va.,  have  been  named 
as  members  of  the  committee  for  membership  in  the 
Sussex  Unit  of  the  Citizens  Road  League  of  Vir- 
ginia. 

Dr.  Charles  H.  Bondurant, 

Recently  of  Bedford,  Va.,  has  given  up  general 
practice  and  accepted  a position  as  Assistant  Surgeon 
in  the  Reserve  Corps,  U.  S.  Public  Health  Service 
Dispensary  in  Washington,  D.  C.,  February  2,  1937. 

American  Medical  Golfers  Play  in  Atlantic 
City. 

The  American  Medical  Golfing  Association  will 
hold  its  twenty-third  annual  tournament  at  Seaview 
Country  Club,  Atlantic  City,  on  Monday,  June  7th. 
Thirty-six  holes  of  golf  will  be  played  in  competition 
for  the  seventy  trophies  and  prizes  in  nine  events. 

Dr.  W.  Albert  Cook  of  Tulsa,  Okla.,  is  president 
of  the  Association.  All  male  Fellows  of  the  Ameri- 
can Medical  Association  are  eligible  and  cordially 
invited  to  become  members  of  the  A.  M.  G.  A. 
Write  the  secretary,  Bill  Burns,  at  2020  Olds  Tower, 
Lansing,  Michigan.  Participants  in  the  tournament 
are  required  to  furnish  their  home  club  handicap, 
signed  by  the  club  secretary,  and  no  handicap  over 
30  is  allowed  except  in  the  Kickers’  (Blind  Bogey). 
Only  active  members  may  compete  for  prizes. 

Doctors  Active  in  Sons  of  American  Revolu- 
tion. 

At  the  recent  election  of  officers  of  the  Sons  of 
the  American  Revolution,  Dr.  L.  S.  Foster  of  Wil- 
liamsburg and  Dr.  Cary  E.  Via  of  Norfolk  were 


re-elected  as  members  of  the  board  of  managers  for 
the  coming  year. 

Veterans  of  Base  Hospital  No.  45  Meet. 

At  the  annual  meeting  of  the  Veterans  of  Base 
Hospital  No.  45,  familiarly  known  as  the  McGuire 
Unit,  held  the  latter  part  of  February,  Dr.  Greer 
Baughman  w7as  elected  commander  for  the  following 
year;  Robert  Quarles,  vice-commander,  and  L.  C. 
Bird,  adjutant.  All  are  of  Richmond.  Following 
the  business  session  at  the  McGuire  Clinic,  there 
was  a banquet  at  the  John  Marshall  Hotel. 

Dr.  J.  Meriwether  Hurt, 

Blackstone,  Va.,  has  been  named  president  of  the 
Rotary  Club  of  that  place  for  the  year  beginning 
July  1. 

Dr.  Andrew  D.  Parson 

And  family  of  Richlands,  Va.,  recently  returned 
from  a pleasure  trip  to  St.  Augustine,  Miami  and 
other  points  of  interest  in  Florida. 

Changes  Among  Health  Officers. 

Dr.  Charles  C.  Hedges,  graduate  of  the  Univer- 
sity of  Virginia  Medical  School,  has  been  appointed 
Health  Officer  of  the  Isle  of  Wight-Nansemond 
Health  District. 

Dr.  R.  Campbell  Manson  is  now  Acting  Health 
Officer  of  the  Arlington  County  Health  Department. 

One-Hundredth  Anniversary. 

The  St.  Louis  Medical  Society  from  April  the  5th 
to  7th  will  commemorate  its  one-hundredth  anni- 
versary with  interesting  exercises.  The  program  will 
include  a Reenactment  of  the  First  Meeting,  History 
of  the  St.  Louis  Medical  Society,  Aims  and  Accom- 
plishments of  Medical  Societies  and  Ours  in  Par- 
ticular on  the  first  evening;  Medical  Progress  in  the 
Last  One  Hundred  Years,  Our  Library,  and  a Play — 
“Mushrooms  Coming  Up,”  on  the  evening  of  the 
6th,  and  the  last  evening  will  be  held  the  centennial 
dinner,  followed  by  talks  on  The  Art  of  Medicine, 
The  Great  Physician,  and  the  Doctor  and  the  State. 
This  scientific  program  is  to  be  followed  by  danc- 
ing and  a social  evening. 

To  Represent  Society  at  Statewide  Safety 
Conference. 

Dr.  J.  Morrison  Hutcheson,  president  of  the  Medi- 
cal Society  of  Virginia,  has  appointed  Dr.  J.  W. 
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Preston  of  Roanoke  to  represent  this  organization 
at  the  Statewide  Safety  Conference  which  is  to  be 
held  at  the  Patrick  Henry  Hotel,  Roanoke,  Va.,  on 
May  17th  and  18th. 

For  Sale — 

Victor  V255S  Vertical  Fluoroscope  complete  with 
Patterson  screen  and  Coolidge  5-30  X-ray  tube.  In 
good  condition.  Dr.  T.  G.  Hardy,  Farmville,  Va. 
( Adv.) 


Obituary  Record 


Dr.  William  Ashton  Reese, 

Prominent  physician  of  Petersburg,  Va.,  died  at 
his  home  in  that  city  on  March  the  21st,  after  a 
long  illness.  He  was  forty-seven  years  of  age  and  a 
graduate  in  medicine  from  the  Medical  College  of 
Virginia  in  1915.  Dr.  Reese  had  practiced  in 
Petersburg  since  1920,  coming  there  from  Prince 
George  County.  He  was  a member  of  his  State  and 
local  medical  societies,  the  staff  of  the  Petersburg 
Hospital,  and  of  a number  of  civic  and  fraternal 
organizations.  His  wife  and  three  daughters  sur- 
vive him. 

Dr.  William  Preston  Hoy, 

Leading  physician  and  civic  worker  of  Peters- 
burg, Va.,  died  March  23rd  in  a Philadelphia  Hos- 
pital following  an  operation.  He  had  been  in  bad 
health  for  about  a year.  Dr.  Hoy  was  a native  of 
Petersburg  and  sixty  years  of  age.  He  graduated 
from  the  former  University  College  of  Medicine, 
Richmond,  in  1899,  and  practiced  for  a while  in 
Williamsburg,  since  which  time  he  has  been  in  his 
native  city.  Dr.  Hoy  was  a prominent  Rotarian 
and  a Mason  and  had  been  a member  of  the  Medi- 
cal Society  of  Virginia  for  thirty-seven  years.  His 
wife  and  a daughter  survive  him. 

Dr.  Robert  Lemmon, 

Post  Surgeon  at  the  Virginia  Military  Institute, 
Lexington,  Va.,  died  at  his  home  in  that  place  on 


March  the  6th,  after  an  illness  of  nearly  a year. 
He  was  born  near  Lynchburg,  Va.,  fifty-eight  years 
ago  and  graduated  in  medicine  from  the  University 
of  Virginia  in  1902.  For  several  years  thereafter, 
he  served  in  hospitals  in  New  York,  Norfolk  and 
Baltimore,  and  for  eight  years  he  was  post  surgeon 
in  the  U.  S.  Army.  Retiring  from  that  service  in 
1912,  he  engaged  in  private  practice  in  Lynchburg 
until  he  accepted  the  post  at  V.  M.  I.  in  August, 
1930.  He  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  some  years.  His  wife  and  two' 
sons  survive  him. 

Dr.  Baxter  C.  Culler, 

Martinsville,  Va.,  died  at  his  home  in  that  place 
on  March  the  15th,  after  a short  illness  with  lobar 
pneumonia.  He  was  bom  in  Kernersville,  N.  C., 
thirty-nine  years  ago  and  studied  medicine  at  Tu- 
lane  University  of  Louisiana  from  which  he  gradu- 
ated in  1922.  He  is  survived  by  his  wife  and  two 
children. 

Dr.  John  Joseph  Cullinan 

Died  at  his  home  in  Hampton,  Va.,  on  February 
the  26th,  after  a short  illness  with  pneumonia.  He 
was  a native  of  Knoxville,  Tenn.,  and  forty-eight 
years  of  age.  Dr.  Cullinan  graduated  in  medicine 
from  the  former  Lincoln  Memorial  University  of 
Knoxville  in  1910  and  later  took  up  post-graduate 
study.  He  came  to  Virginia  in  the  Fall  of  1920  as 
senior  surgeon  in  the  psychopathic  ward  at  the  Vet- 
erans Administration  Hospital  (formerly  the  Soldiers 
Home)  and  had  since  had  charge  of  that  work.  His 
wife  survives  him. 

Dr.  William  Alanson  White, 

Internationally  known  psychiatrist  and  superin- 
tendent of  St.  Elizabeth’s  Hospital,  Washington,  D. 
C.,  for  more  than  thirty  years,  died  on  March  the 
7th,  death  being  due  to  pneumonia.  He  held  many 
positions  of  honor,  including  the  first  presidency  of 
the  International  Congress  on  Mental  Hygiene  in 
1930,  and  was  the  author  of  a number  of  books  on 
neurology  and  psychiatry.  His  wife  and  a brother 
survive  him. 
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PROTAMINE  ZINC  INSULIN,  Squibb 


Hagedorn,  Jensen,  Krarup  and  Wodstrup-Nielsen 
of  Copenhagen  reported,  in  1935,  that  by  addition 
of  protamine  to  aqueous  solutions  of  the  active 
anti-diabetic  principle  they  had  succeeded  in  ob- 
taining a modified,  precipitated  preparation  hav- 
ing an  effect  much  more  prolonged  than  that  of 
unmodified  Insulin.  Later  it  was  demonstrated,  at 
the  University  of  Toronto,  that  by  adding  a small 
amount  of  zinc  to  a preparation  of  Insulin  and 
protamine,  both  the  stability  of  the  preparation 
and  the  duration  of  its  blood-sugar-lowering  effect 
could  be  increased.  These  findings  have  led  to  the 
evolution  of  a product  now  designated  Protamine 
Zinc  Insulin.  This  product  has  been  given  exten- 
sive clinical  trial  and  signifies  a distinct  advance  in 
treatment  of  diabetes  mellitus. 

ADVANTAGES  OF 
PROTAMINE  ZINC  INSULIN 

1 — The  duration  of  action  of  a single  dose  is 
from  about  three  to  six  times  that  of  unmodified 
Insulin. 


2 —  Hypoglycemic  reactions  both  in  children 
and  in  adults  are  not  so  frequent  as  those  follow- 
ing use  of  unmodified  Insulin.  The  incidence  of 
ketosis  is  markedly  reduced. 

3 —  Results  suggest  that  a somewhat  less  rigid 
dietary  regimen,  and  an  ample  carbohydrate  al- 
lowance may  be  permissible. 

4 —  For  most  patients  receiving  the  product,  one 
injection  a day  is  adequate. 

5 —  Lessening  of  fluctuations  in  blood-sugar 
levels  has  a favorable  effect  upon  patients’  sense  of 
well-being. 

PROTAMINE  ZINC  INSULIN,  Squibb  complies 
with  the  rigid  specifications  of  the  Insulin  Commit- 
tee, University  of  Toronto,  under  whose  control  it 
is  manufactured  and  supplied.  It  is  available  in 
10-cc.  vials.  When  this  preparation  is  brought  into 
uniform  suspension,  each  cc.  contains  40  units  of 
Insulin  together  with  protamine  and  approximately 
0.08  mg.  of  zinc. 
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MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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Gastric  Tissue  Juice  Extract 


ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 

ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 

It  is  made  ready  for  use,  simply  by  the  addition  of  water. 

These  are  simply  notes  of  clinical  application  during  many  years: 


ABSCESS  CAVITIES 
ANTRUM  OPERATION 
SINUS  CASES 
CORNEAL  ULCER 
CARBUNCLE 
RECTAL  FISTULA 


DIABETIC  GANGRENE 
AFTER  REMOVAL  OF  TONSILS 
AFTER  TOOTH  EXTRACTION 
CLEANSING  MASTOID 
MIDDLE  EAR 
CERVICITIS 


Originated  and  Made  by 

Fairchild  Bros.  & Foster 

New  York 


The  Standard  and  Accepted 

Elliott  Treatment  Regulator 


For  Administering 

the  Elliott  Treatment 


in 

Acute  and  Chronic 
Pelvic  Inflammation 
and  Infections  . . . 

Accepted  by  the 
Council  on  Physical  Therapy 
of  the 

A.  M.  A. 

For  information  write 

W.  O.  HESTER, 

3122  West  Grace  Street.  Richmond,  Va. 

Virginia  Representative 

A.  S.  ALOE  COMPANY 
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Loose  Stools  in  Infants 

require  extra  diapering  and  inconvenience  the  mother 

Clinically,  loose  stools  are  accompanied  by  a dehydration  which,  when  excessive  or 
long  continued,  interferes  with  the  baby’s  normal  gain.  A long-continued  depletion 
of  water  is  serious,  since  “the  fluid  requirements  of  an  infant  are  tremendous.  A 
normal  infant  15  pounds  in  weight  will  frequently  excrete  as  much  as  one  litre  of 
urine  per  day.  A negative  water  balance  for  more  than  a very  short  period  is  incom- 
patible with  life.”  (Brown  and  Tisdall) 

Moreover,  when  the  condition  is  superimposed  by  chance  infection,  the  delicate  bal- 
ance may  be  seriously  upset,  since  the  infant’s  reserves  have  already  been  drawn 
upon,  so  that  resistance  to  infection  and  dangerous  forms  of  diarrhea  may  be  too  low 
for  safety.  Every  physician  dreads  diarrhea,  which  Holt  and  McIntosh  call  “the 
commonest  ailment  of  infants  in  the  summer  months.” 

If  you  have  a large  incidence  of  loose  stools 
in  your  pediatric  practice — 

TRY  CHANGING  TO  A DEXTRI -MALTOSE  FORMULA 

When  requesting  samples  of  Dextri- Maltose  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
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— not  only  because  it  equips  you  for  a more  complete 
diagnostic  service  which  patients  appreciate,  but  also 
because  the  quality  of  films  it  enables  you  to  produce 
will  reflect  credit  to  yourself. 

Everywhere,  the  G-E  Model  R-36  Shockproof  Unit  is 
acclaimed  the  most  practical  and  efficient  moderately- 
priced  apparatus  ever  designed  for  general  radiographic 
and  fluoroscopic  diagnosis.  Here  you  find  ample  power 
for  radiography  of  all  parts  of  the  body,  including  frac- 
tional-second chest  exposures  at  a 6-foot  distance.  Fluor- 
oscopic examinations,  too,  over  the  entire  table -top,  in 
all  angular  positions,  with  new  conveniences  providing 
distinct  advantages. 

Compact  and  self  contained,  the  R-36  requires  very 
little  floor  space.  With  both  tubes  oil -immersed,  it  is 
100°o  electrically  safe,  with  operation  independent  of 
climatic  conditions.  A double-focus  Coolidge  tube  pro- 
vides for  both  light  and  heavy  types  of  radiography. 
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During  the  past  several  years  the  problems  inci- 
dent to  the  various  aspects  of  the  pneumonia 
situation  have  been  subjected  to  a more  thorough 
scrutiny  through  the  establishment  of  commissions 
to  study  this  disease  in  several  New  England  states. 
The  impetus  towards  this  method  of  study  was  given 
by  the  successful  operation  of  similar  groups  in  New 
York  and  Massachusetts.  A number  of  careful 
analyses  of  the  situation  in  the  north  have  appeared, 
but  there  is  a striking  lack  of  similar  studies  from 
anywhere  south  of  New  York.  It  is  not  possible, 
therefore,  to  make  with  any  degree  of  accuracy  state- 
ments regarding  this  disease  as  it  exists  in  Virginia. 
Your  committee  is  now  engaged  in  an  attempt  to 
gather  such  data — not  only  as  it  pertains  to  cases 
hospitalized,  but  also  particularly  to  the  problem 
met  with  in  general  practice. 

Pneumonia  remains  among  the  leaders  in  the 
causes  of  death  listed  in  vital  statistics.  In  Virginia 
the  rate  of  reported  cases  per  100,000  inhabitants 
has  varied  from  97.5  to  185.3  in  the  years  1929  to 
1935,  inclusive.  It  is  our  impression  that  the  dis- 
ease is  not  as  serious  and  that  the  mortality  rate  is 
lower  in  this  section  than  in  the  north.  Blackford1 
has  accumulated  the  material  from  this  hospital, 
which  supports  this  in  so  far  as  our  local  experience 
is  concerned. 

Numerous  excellent  studies  in  regard  to  the  in- 
cidence of  the  various  types  have  appeared  from 
New  York,  Boston  and  other  northern  cities.  A recent 
report  by  Bullowa  and  Wilcox2  emphasizes  the  fact 

*From  the  Department  of  Internal  Medicine,  University 
of  Virginia  Hospital. 

Editor’s  Note:  This  and  the  following  three  articles 
written  by  members  of  the  Pneumonia  Commission  of  the 
Medical  Society  of  Virginia  are  designed  to  set  briefly 
before  the  profession  of  Virginia  the  leading  facts  con- 
cerning the  incidence,  diagnosis  and  treatment  of  pneu- 
mococcic  pneumonia. 


that  types  vary  in  their  incidence  from  year  to  year, 
and  that  mortality  rates  may  show  quite  a wide 
variation  in  the  same  manner. 

In  an  analysis  of  4,048  cases  they  found  the 
mortality  rate  to  vary  from  21  to  27  per  cent  in 
adults  and  7 to  20  per  cent  in  children  from  year 
to  year.  It  was  also  noted  that  the  types  common 
to  adults,  namely  I,  II,  III,  V,  VII  and  VIII,  with 
the  exception  of  I,  were  infrequently  found  in  chil- 
dren; types  VI  and  XIV  occurring  more  commonly 
in  the  latter.  In  causing  death  types  II,  III,  XV  and 
XXIII  were  the  most  fatal  for  adults,  whereas  other 
types  were  found  to  be  more  serious  for  children. 
Pneumonia  in  general  takes  its  toll  more  frequently 
before  two  years  of  age  and  beyond  sixty  and  the 
fact  that  type  III  has  been  considered  to  be  the  most 
virulent  is  seemingly  due  to  its  increasing  incidence 
in  persons  over  sixty  years  of  age. 

The  separation  of  the  pneumococcus  into  its  vari- 
ous types  is  important  not  only  from  the  standpoint 
of  etiology  but  from  the  possibility  of  future  develop- 
ment of  specific  anti-sera  by  which  the  condition 
may  be  treated.  Furthermore,  it  seems  more  logical 
to  classify  the  disease  on  an  etiological  basis  rather 
than  by  anatomical  distribution,  which  at  best  is 
exceedingly  inaccurate. 

Your  committee  hopes  that  through  the  coopera- 
tion of  the  State  Society  in  general  a more  compre- 
hensive and  critical  estimate  of  the  incidence  and 
importance  of  this  condition  as  it  now  exists  in  this 
State  may  be  formulated  and  that  this  may  lead  to  a 
curtailment  of  the  number  of  cases  and  a lower  mor- 
tality rate  in  those  who  contract  the  disease. 

References 

1.  Blackford,  S.  D. : To  be  reported. 
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II.  DIAGNOSIS  OF  LOBAR  PNEUMONIA.* 


Harry  Walker,  M.  D., 

Richmond,  Va. 


Prodromal  symptoms  occur  in  approximately  50 
per  cent  of  all  cases  of  lobar  pneumonia;  however, 
these  symptoms  are  often  of  such  a vague  nature 
that  it  is  impossible  to  recognize  their  significance. 
The  most  important  forerunner  of  this  disease  is 
the  common  cold.  In  fact,  acute  coryza  so  often 
precedes  this  disease  that  every  case  should  be  con- 
sidered as  a potential  case  of  pneumonia. 

In  adults  in  its  typical  form,  primary  acute  lobar 
pneumonia  is  in  all  probability  the  easiest  of  all 
infectious  diseases  to  recognize.  The  history  of 
chill,  pain  in  the  chest,  fever,  cough  and  expectora- 
tion of  rusty  tenacious  sputum,  rapid  respiration 
accompanied  often  by  herpes,  makes  the  diagnosis 
practically  certain  even  in  the  absence  of  local 
physical  findings  in  the  lungs.  Other  cases  (ap- 
proximately 40  per  cent)  are  by  no  means  so  typical. 
Consequently,  one  should  constantly  keep  in  mind 
not  only  the  protean  manifestations  of  lobar  pneu- 
monia, but  also  the  fact  that  no  one  symptom  or 
sign  is  consistently  present  in  all  cases. 

Symptoms 

Chill:  True  chill  is  present  in  about  60  per  cent 
of  cases  as  the  initial  symptom.  Chilliness  occurs 
in  another  10  per  cent.  The  more  rapid  the  rise  in 
temperature,  the  more  likely  the  patient  is  to  have 
a chill.  In  the  old  and  in  those  who  are  subject  to 
chronic  diseases,  a chill  is  less  common  than  in  those 
who  are  robust  and  in  good  health  at  the  beginning 
of  the  attack. 

Fever:  Fever  is  practically  always  present,  al- 
though we  have  seen  several  cases  in  which  it  was 
absent.  The  absence  of  fever  is  usually,  though  not 
always,  found  in  those  suffering  from  shock  or 
cachexia  when  the  attack  of  pneumonia  begins. 
In  the  typical  case  the  temperature  rises  rapidly  and 
within  a few  hours  reaches  a level  by  mouth  of  about 
104°  F.  or  higher,  and  remains  almost  constant 
throughout  the  disease  except  for  slight  morning 
remissions.  Apical  pneumonia  patients  are  apt  to 
have  higher  temperatures  than  those  in  which  other 
lobes  are  involved.  The  same  is  true  of  children 
while,  in  the  aged  and  debilitated,  lower  temperature 

*From  the  Department  of  Medicine,  Medical  College 
of  Virginia. 


readings  are  the  rule.  The  fever  is  often  readily 
influenced  temporarily  by  antipyretic  drugs  and 
hydrotherapy.  In  about  40  per  cent  of  the  cases  a 
febrile  curve  is  either  remittent  or  intermittent.  In 
about  60  per  cent  of  the  patients,  the  temperature 
falls  by  crisis,  in  40  per  cent  defervescence  takes 
place  by  lysis,  and  as  a general  rule  the  more  abrupt 
the  beginning  the  more  abrupt  the  ending.  It  should 
be  remembered,  however,  that  a rapid  fall  in  tem- 
perature is  not  always  followed  by  a termination  of 
the  disease.  If  the  respiratory  and  pulse  rate  do  not 
also  fall  to  normal  at  the  same  time,  a true  crisis 
has  not  taken  place.  This  condition  is  known  as  a 
pseudo-crisis  and  is  of  serious  omen. 

Pain:  Pain  occurs  in  about  85  per  cent  of  all 
cases.  In  the  beginning  it  is  often  agonizing  but, 
as  the  disease  progresses,  it  becomes  less  severe. 
It  is  made  worse  by  coughing,  deep  breathing  or 
sneezing.  In  general,  it  is  referred  to  the  nipple 
or  axilla  of  the  affected  side.  In  central  or  apical 
pneumonia  it  may  be  absent.  When  the  peripheral 
portion  of  the  diaphragmatic  pleura  is  involved,  the 
pain  is  often  referred  to  the  abdomen;  this  occurs 
in  about  7 per  cent  of  cases  of  pneumonia.  When 
the  central  portion  of  the  diaphragmatic  pleura  is 
involved,  the  pain  is  usually  referred  to  the  neck 
along  the  trapezius  muscle  of  the  same  side.  Con- 
tra-lateral pain  is  rare  and  should  always  be  ques- 
tioned. 

Respiration:  Not  only  is  there  difficulty  in 
breathing,  dyspnea,  but  there  is  tachypnea  as  well. 
In  adults  the  rate  is  usually  from  thirty  to  fifty 
per  minute,  about  twenty  per  minute  at  first  with 
a rise  in  rate  as  the  disease  progresses.  In  children 
the  rate  sometimes  reaches  80  to  100  per  minute. 
The  increased  respiratory  rate  is  partially  due  to 
pain  in  the  chest  which  causes  shallow  breathing, 
and  possibly  to  a slight  extent  to  loss  of  function 
in  part  of  the  lung;  however,  its  chief  cause  is  tox- 
emia. This  is  shown  by  the  return  of  the  respiratory 
rate  to  normal  at  the  time  of  the  crisis  while  at  this 
time  there  is  no  corresponding  change  in  the  path- 
ology of  the  lung.  Cheyne-Stokes  breathing  is  a 
rare  but  grave  sign.  The  same  is  true  of  pulmonary 
edema. 
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Cough  and  Expectoration:  At  first  the  cough  is 
apt  to  be  paroxysmal  or  hacking  in  character  and 
unaccompanied  by  sputum.  In  senile,  alcoholic, 
apical  and  terminal  types  of  pneumonia  cough  may 
be  absent  throughout  the  course  of  the  disease. 
Often  swallowing  or  talking  precipitates  an  attack. 
When  the  cough  is  associated  with  sputum,  it  is  less 
troublesome.  Its  sudden  disappearance  is  often  an 
unfavorable  sign.  Sputum  is  present  in  75  per 
cent  of  the  cases.  Like  cough,  it  is  more  likely  to 
be  absent  in  those  who  were  not  robust  at  the  begin- 
ning of  the  disease.  The  character  of  the  sputum 
may  vary  considerably,  and  there  is  only  one  type 
of  sputum  that  is  diagnostic  of  lobar  pneumonia. 
This  is  the  so-called  brick-dust  sputum  or  rusty 
colored  sputum.  It  is  viscid,  gelatinous  and  ten- 
acious, and  is  expelled  from  the  patient's  mouth 
with  great  difficulty.  So-called  “prune-juice” 
sputum  is  not  diagnostic.  The  amount  expectorated 
daily  varies  from  150  to  300  ccs;  after  the  crisis 
the  amount  is  considerably  more. 

Circulatory  Symptoms : The  pulse  is  small  dur- 
ing the  chill;  as  the  temperature  rises,  it  becomes 
full  and  bounding  and  the  rate  is  usually  in  propor- 
tion to  the  degree  of  fever.  It  is  rarely  dicrotic; 
irregularities  may  occur.  The  blood  pressure  read- 
ings often  fall  as  the  disease  progresses.  At  one 
time  it  was  thought  that,  if  the  pulse  rate  per  min- 
ute exceeded  the  blood  pressure  in  mm.  of  mercury, 
the  prognosis  was  grave.  Our  experience  leads  us 
to  doubt  such  an  assertion.  Heart  sounds  are 
usually  normal  in  uncomplicated  cases  except  for 
accentuation  of  the  pulmonic  second  sound.  Mur- 
murs sometimes  develop  and  their  significance  in 
the  absence  of  embolic  phenomena  is  not  easy  to 
interpret.  Diastolic  murmurs  developing  during  the 
course  of  the  disease  with  few  exceptions  mean  a 
complicating  acute  bacterial  endocarditis.  Cyanosis 
may  appear  early  or  late.  In  the  later  stage  of  the 
disease  it  is  very  common;  it  is  due  chiefly  to  anox- 
emia. 

G 'astro-intestinal  Symptoms : The  tongue  is  usu- 
ally coated.  This  is  not  considered  as  a part  oi 
the  disease  but  due  both  to  the  fact  that  the  patient 
eats  a liquid  diet  and  the  lack  of  oral  hygiene.  The 
appetite  is  lost  or  greatly  impaired.  Thirst  is  often 
marked.  Nausea  and  vomiting  are  common  in  the 
early  stages,  and  constipation  is  seen  in  over  75  per 
cent  of  the  patients.  Tympanitis  is  almost  constantly 
present  in  severe  cases,  Jaundice  occurs  in  about  5 


per  cent  and  is  of  no  significance  as  a prognostic 
guide. 

Central  Nervous  System  Symptoms : Headache 
is  often  present  in  the  beginning  of  lobar  pneu- 
monia; however,  it  usually  disappears  before  the 
third  day.  Osier  placed  the  cases  of  central  nervous 
system  features  under  four  headings: 

1.  Cerebral  pneumonia  of  childhood.  In  this 
type  convulsions  are  common,  followed  by  high 
fever,  headache,  delirium,  irritability,  and  signs  of 
retraction  of  the  head.  Lumbar  puncture  is  often 
necessary  before  the  correct  diagnosis  can  be  made. 

2.  Apical  cases. 

3.  Chronic  alcoholics,  especially  those  in  which 
alcohol  is  withdrawn;  and 

4.  Those  cases  in  which  the  symptoms  suggest 
uremia.  In  this  group  stupor  and  a muttering  de- 
lirium are  common  findings. 

Paralysis  of  the  muscles  occasionally  occurs  and, 
contrary  to  the  general  opinion,  this  is  sometimes 
transitory. 

Physical  Signs 

The  objective  symptoms  of  cough,  cyanosis,  rusty 
sputum,  dyspnea  and  herpes  are  of  marked  im- 
portance in  the  diagnosis  of  pneumonia,  yet  all 
physicians  agree  that,  when  present,  the  local  physi- 
cal signs  in  the  lungs  give  one  just  as  useful  infor- 
mation. While  it  is  true  that  critically  ill  patients 
should  be  disturbed  as  little  as  possible,  it  is,  we 
believe,  to  the  interest  of  the  patient  that  the  heart 
and  lungs  be  examined  daily,  for  it  is  through  this 
measure  that  one  best  learns  the  extent  of  the  local 
lesion,  its  spread  from  lobe  to  lobe,  the  development 
of  resolution,  and  the  important  complications,  such 
as  empyema,  acute  bacterial  endocarditis  and  peri- 
cardial effusion  which  so  often  make  their  appear- 
ance in  this  disease. 

Inspection:  In  typical  cases  the  patients  look 
acutely  ill.  The  acceleration  of  the  respiratory  rate 
is  striking  as  are  the  movements  of  the  accessory 
muscles  of  respiration.  Sometimes  respiration  is 
asynchronous.  As  a rule,  restriction  of  the  chest 
on  the  affected  side  is  definite.  Sometimes  this  is 
accentuated  by  a compensatory  increase  on  the  op- 
posite side.  Litten’s  sign  rarely  helps  sufficiently 
to  warrent  its  investigation.  Cyanosis  is  often 
found.  Herpes,  although  usually  found  on  the  lips, 
has  been  repeatedly  found  on  the  nose,  the  tongue, 
the  cheek  and  about  the  eye.  Their  location  is  in 
no  way  related  to  the  location  of  the  disease  in  the 
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lung  and  their  presence  or  absence  has  no  prognostic 
significance. 

Palpation:  The  skin  is  hot  and  dry  in  the  early 
stages.  Sweating  is  more  pronounced  as  the  disease 
progresses  and  especially  during  the  crisis.  Palpa- 
tion confirms  the  lack  of  expansion  seen  on  inspec- 
tion. At  times  a pleural  friction  rub  may  be  felt 
and  tenderness  may  be  demonstrated  over  the  dis- 
eased lung.  When  the  consolidation  is  not  centrally 
located  and  the  bronchi  are  patent,  the  tactile  frem- 
itus is  increased;  it  should  be  remembered  that 
fremitus  is  usually  better  felt  over  the  right  lung 
than  the  left. 

Percussion:  Percussion,  when  properly  done, 
often  yields  valuable  information.  Normally,  when 
patients  are  turned  on  one  side,  the  percussion  note 
over  the  dependent  base  is  more  resonant  than  over 
the  upper  side.  If  there  is  doubt,  it  is  best  to  turn 
the  patient  in  bed  and  re-examine  before  reaching  a 
definite  conclusion.  In  the  early  stage,  the  note  is 
often  unchanged.  As  consolidation  progresses  the 
normal  note  gives  away  to  dullness,  and  it  is  only 
with  the  development  of  fluid  that  the  note  becomes 
flat.  When  consolidation  is  very  extensive,  there 
may  be  hyperresonance  over  the  healthy  portion  of 
the  lungs.  Dullness  is  often  present  throughout  con- 
valescence. 

Auscultation:  In  the  stage  of  engorgement,  the 
breath  sounds  are  usually  suppressed.  Shortly  after 
the  onset,  one  can  often  recognize  fine  crepitant  rales 
at  the  end  of  inspiration.  These  crackling  sounds  re- 
semble the  rubbing  of  the  hair  of  the  scalp  between 
the  fingers  above  the  ear.  Laennec  emphasized  these 
rales  as  the  most  characteristic  sign  of  pneumonia. 
At  the  present  time  they  are  not  regarded  as  pathog- 
nomonic of  lobar  pneumonia.  When  consolidation 
is  complete,  the  breath  sounds  become  bronchial  or 
tubular  and  unaccompanied  by  any  adventitious 
sounds.  The  blowing  quality  is  first  noted  on  ex- 
piration. Shortly  afterwards,  the  inspiratory  and 
expiratory  phases  become  equal  in  length  and  of  a 
peculiar  high  pitch.  One  should  always  examine 
carefully  the  axillary  region  in  every  case  suspected 
of  having  pneumonia,  for  when  the  disease  affects 
the  upper  lobe,  physical  signs  are  often  found  only 
in  this  area.  When  resolution  begins,  mucous  and 
moist  rales  which  vary  in  size  are  heard.  As  resolu- 
tion progresses,  the  bronchial  breathing  becomes 
broncho-vesicular  and  then  vesicular.  As  a rule,  this 
progression  to  normal  requires  from  two  to  three 


weeks.  While  breath  sounds  and  rales  are  the  most 
important  changes  heard  with  the  stethoscope,  they 
are  not  the  only  changes.  Whispered  voice  and 
spoken  voice  are  usually  intensified  when  the  lung  is 
fully  hepatized.  A pleurisy  rub  synchronous  with 
respiration  and  varying  in  intensity  and  quality  is 
often  heard. 

Roentgen  Ray:  Most  physicians  agree  that  the 
X-ray  has  afforded  great  aid  in  the  recognition  of 
pneumonia  and  in  the  study  of  its  progress;  how- 
ever, in  the  typical  case  it  is  a luxury  and,  because 
of  the  ill  effects  of  moving  patients,  often  does  more 
harm  than  good.  In  atypical  cases,  however,  the 
roentgen  ray  is  often  necessary  to  establish  the  cor- 
rect diagnosis. 

Special  Features  of  Atypical  Pneumonias 

Occasionally  the  duration  of  pneumonia  may  not 
last  longer  than  twenty-four  hours;  much  more  often 
the  duration  is  not  longer  than  forty-eight  hours.  It 
should  be  pointed  out  that  such  cases  were  frequent 
before  serum  therapy  came  into  use. 

In  central  pneumonia  the  important  features  are 
the  constitutional  symptoms  without  local  findings 
in  the  lung.  The  X-ray  is  often  necessary  to  prove 
the  diagnosis.  In  the  aged  pneumonia  often  begins 
insidiously,  the  febrile  reaction  is  not  so  intense,  and 
the  physical  signs  vary  from  being  markedly  intense 
to  those  of  little  significance.  In  apical  and  alco- 
holic cases  symptoms  referable  to  the  central  nervous 
system  are  much  more  likely  to  be  present.  Other 
variations  of  symptomatology  have  already  been  dis- 
cussed. 

Laboratory  Findings 

The  urine  has  a high  specific  gravity  and  contains 
a trace  of  albumin.  Since  these  findings  are  common 
in  all  infectious  diseases,  they  have  no  significance 
in  the  diagnosis  of  lobar  pneumonia.  The  blood 
count,  as  a rule,  shows  a definite  leukocytosis,  the 
average  total  count  being  around  15,000  per  cmm. 
The  polymorphonuclear  count  is  also  increased. 
Study  of  blood  smears  is  of  doubtful  value  in  the 
prognosis.  The  sputum,  of  course,  should  be  typed. 

Differential  Diagnosis 

The  possibility  of  pneumonia  has  to  be  considered 
in  almost  every  disease  that  involves  the  lungs. 
How'ever,  the  following  conditions  are  generally  con- 
sidered as  being  those  which  most  commonly  cause 
the  greatest  difficulty  in  diagnosis— 
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Pleurisy  with  Effusion:  In  pleurisy  with  effusion 
the  clinical  signs  of  flatness  to  percussion,  absence 
of  breath  sounds  and  displacement  of  the  heart  are 
usually  present.  In  some  cases,  however,  there  is  no 
displacement  of  the  mediastinal  structures  and  the 
breath  sounds  over  the  fluid  are  bronchial  in  char- 
acter. When  confronted  with  this  situation,  the  find- 
ing of  flatness  rather  than  dullness  over  the  involved 
lung  is  almost  diagnostic  of  fluid.  The  question 
sometimes  has  to  be  decided  by  paracentesis. 

Pulmonary  Infarction:  This  condition  is  less 
likely  to  begin  with  a chill.  The  fever  is  not  so  high 
and  expectoration  of  frank  blood  is  more  frequent. 
,It  is  common  in  patients  suffering  with  congestive 
heart  failure;  in  fact,  so  common  that  the  diagnosis 
of  pneumonia  should  never  be  made  as  a complica- 
tion of  this  disease  unless  pulmonary  infarction  can 
be  definitely  excluded. 

Tuberculous  Pneumonia : In  this  condition  the 
history,  physical  examination  and  blood  studies  at 
the  beginning  may  not  help  in  making  the  differen- 
tial diagnosis  between  tuberculous  pneumonia  and 
lobar  pneumonia.  Tuberculous  pneumonia,  however, 
is  longer  in  duration  and  this  fact  causes  suspicion 
which  leads  to  examination  of  the  sputum  for 
tubercle  bacilli  and  these  organisms  are  usually 
found  without  difficulty. 

Bronchopneumonia:  The  differential  diagnosis 
between  bronchopneumonia  and  lobar  pneumonia  is 
from  a practical  standpoint  of  little  importance.  At 
the  present  time  it  is  considered  to  be  more  impor- 
tant to  demonstrate  the  bacteriological  cause  of  the 
disease  rather  than  to  classify  it  according  to  an- 
atomical changes. 

Massive  Atalectasis : This  situation  is  thought  to 
be  due  to  the  occlusion  or  compression  of  a larger 


bronchus.  The  results  are  diminished  motion  on  the 
affected  side  and  displacement  of  the  heart  and  other 
mediastinal  structures  toward  the  side  of  the  lesion. 
The  findings  on  auscultation  and  percussion  vary 
and  are  of  no  diagnostic  significance.  While  this 
condition  occurs  more  frequently  after  major  opera- 
tions and  injuries  to  the  chest,  it  sometimes  occurs 
without  any  apparent  cause. 

Abdominal  Conditions : Because  of  the  fact  that 
the  pain  of  pleuritic  disease  is  often  referred  to  the 
abdomen,  this  condition  may  be  confused  with  acute 
surgical  conditions  of  the  abdomen.  However,  the 
chill,  cough,  negative  urine  and  the  relation  of  the 
pain  to  respiration  usually  make  the  diagnosis  easy. 

Other  Conditions : Other  conditions,  such  as 
rheumatic  virus  involvement  of  the  lung,  psittacosis, 
tularemic  pneumonia,  and  congenital  cystic  disease 
of  the  lung  are  so  rare  that  they  have  little  practical 
significance  and  should  be  considered  only  under 
unusual  circumstances.  In  pulmonary  cases  in  which 
the  symptoms  and  signs  are  prolonged,  a lesion  ob- 
structing the  bronchus,  such  as  bronchogenic  carci- 
noma, should  be  considered  as  a complicating  factor. 
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III.  GENERAL  CARE  OF  PNEUMONIA. 


Philip  S.  Smith,  M.D.,  F.A.C.P. 

Abingdon,  Va. 


One  of  my  medical  teachers,  not  given  to  aphor- 
isms, once  remarked  that  a disease  which  required 
one  to  refer  to  a text  on  therapeutics  was  not  apt 
to  be  influenced  definitely  by  the  drug  or  agent  em- 
ployed. His  thought,  of  course,  was  that  the  phy- 
sician is  familiar  with  therapeutic  agents  that  have 
either  a specific  effect  or  are  otherwise  definitely  in- 


dicated in  a given  disease  entity;  others  are  merely 
palliative  or  empirical. 

Probably  no  disease  better  illustrates  the  aptness 
of  the  foregoing  observation  than  does  pneumonia.  In 
recent  years  the  introduction  of  a specific  serum  for 
certain  types  of  pneumococcic  pneumonia  may  well 
justify  a careful  reading  of  the  literature  regarding 
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this  agent  in  treating  appropriate  types  of  the  disease. 
The  average  senior  student  of  medicine  is  familiar 
with  most  of  the  other  agents  employed.  This, 
however,  is  not  equivalent  to  saying  that  the  medi- 
cal student  possesses  keen  clinical  judgment  in  ap- 
praising the  condition  of  the  patient  from  day  to 
day  during  the  illness  and  in  selecting  the  measures 
indicated  on  the  basis  of  years  of  critical  observa- 
tion and  experience.  Few  diseases  are  so  dramatic 
over  a short  period  of  a few  days  as  is  the  average 
case  of  pneumococcic  pneumonia.  None,  I think, 
calls  for  better  judgment  in  self  restraint  on  the  part 
of  the  attending  physician. 

Doubtless  in  the  symposium  sponsored  by  the 
Medical  Society  of  Virginia  Pneumonia  Commission 
sufficient  emphasis  will  be  placed  by  others  on  the 
importance  of  pneumonia  prevention.  This  resolves 
itself  largely  into  educating  the  public  that  a cold 
with  fever  should  lie  regarded  as  potential  pneumonia 
and  requires  rest  in  bed.  If  for  a period  of  one  year 
the  population  of  Virginia  could  be  induced  to  act 
on  this  principle,  it  is  believed  confidently  that  the 
incidence  of  pneumonia  could  be  curtailed  materially. 
Of  course,  this  would  embrace  all  cases  of  so-called 
grip  or  influenza. 

Certainly  at  the  onset  of  definite  evidence  of  pneu- 
monia the  patient  should  be  confined  to  bed.  Too 
often  exigencies  of  one  kind  or  another  prompt  the 
victim  to  get  up  to  wait  on  other  members  of  the  fam- 
ily or  attend  to  some  important  matter  of  business.  An 
instance  of  this  occurred  in  a patient  with  influenzal 
pneumonia  who  recently  died  under  my  care.  In  most 
of  the  severer  types  of  pneumonia  it  is  not  difficult  to 
persuade  the  patient  to  remain  bedfast.  The  duration 
of  the  clinical  symptoms  and  signs,  and  the  general 
physical  status  of  the  individual  should  determine  the 
length  of  time  he  should  remain  recumbent. 

The  drugs  employed  in  treating  pneumonia  are 
mentioned  first  not  because  of  their  relatively  greater 
value  than  other  measures,  but  because  of  the  impor- 
tant position  given  to  them  by  some  practitioners  and 
the  number  that  have  been  advocated.  I have  fre- 
quently seen  patients  with  pneumonia  who,  I felt 
were  definitely  handicapped  by  the  conscientious  ef- 
forts of  the  attending  physician  to  combat  with  drugs 
the  various  symptoms  of  cough,  increased  pulse  rate, 
respiratory  embarrassment,  abdominal  distention, 
chest  of  upper  abdominal  pain,  etc.  This  occurs  as 
frequently  in  children  as  in  older  patients.  The 
chief  objections  to  this  tendency  to  overtreat  is  the 


frequent  disturbance  of  the  patient  in  the  administra- 
tion of  the  various  medicines  and,  more  important 
still,  the  probability  that  it  prevents  the  intake  of  as 
much  food  as  might  otherwise  be  possible.  It  will 
clarify  one’s  thinking  to  remember  that  no  drug  yet 
discovered,  even  though  effective  in  killing  the  re- 
sponsible organisms  in  the  laboratory,  can  be  given 
in  sufficient  concentration  and  dosage  to  exert  a ger- 
micidal effect  in  the  patient.  More  than  once  in  our 
hospital  work  we  have  been  cornered  by  the  patient’s 
family  and  questioned  critically  because  of  the  fact 
that  no  drug  other  than  possibly  a cough  sedative  at 
night  was  being  administered.  An  intelligent  indi- 
vidual can  be  reassured  in  a matter  of  this  kind,  but 
the  majority  will  remain  critical.  In  general  practice 
this  problem  is  more  real  than  in  hospital  work.  A 
placebo  such  as  magnesium  oxide  can  be  used  to 
satisfy  the  family  without  harm  to  the  patient. 

The  foregoing  observations  should  not  be  regarded 
as  an  expression  of  therapeutic  nihilism.  Probably 
no  patient  adequately  treated  recovers  or  dies  from 
pneumonia  without  the  administration  of  one  or  more 
indicated  drugs  either  orally,  hypodermatically  or 
externally.  The  individual  physician  can  best  answer 
the  question  as  to  what  drugs  to  employ  by  asking 
himself  what  he  would  wish  done  for  himself  if  he 
were  the  patient. 

No  categorical  schedule  of  drug  therapy  can  be 
discussed  or  employed  in  practice.  Since  the  treat- 
ment is  admittedly  palliative,  one’s  therapeutic 
“sails”  must  be  adjusted  to  the  prevailing  and  rapidly 
shifting  currents.  This  thought  is  regarded  as  fun- 
damental and  all-important.  Any  other  approach 
will  mark  the  doctor  as  unfit  to  steer  a proper  course. 

It  is  customary  if  the  patient  is  seen  shortly  after 
the  acute  onset  of  the  disease  to  administer  a purga- 
tive such  as  castor  oil.  Thereafter,  a mild  laxative, 
or,  better  still  in  most  cases,  a non-irritating  enema 
is  usually  indicated.  The  limited  amount  of  food 
taken  by  the  iller  patients  would  not  necessitate 
enemata  often,  but  the  frequently  encountered  com- 
plication of  abdominal  distention  makes  such  a pro- 
cedure warranted.  Carminative  drugs  given  orally 
in  pneumonia  probably  have  little  influence  in  pre- 
venting or  overcoming  distention.  If  an  ordinary 
saline  or  soap-suds  enema  is  not  effective,  the  inclu- 
sion of  glycerine  and  a small  amount  of  spirit  of  tur- 
pentine seems  at  times  helpful.  Sometimes  magnesium 
sulphate  added  to  the  fluid  produces  results.  Hot 
applications  to  the  abdomen  whether  in  the  form  of 
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a stupe  or  otherwise  may  relax  spasm  and  aid  ex^- 
pulsion  of  gas.  Every  physician  who  treats  pneu- 
monia appreciates  the  necessity  of  preventing  or 
controlling  an  unusual  amount  of  abdominal  disten- 
tion as  far  as  possible.  In  some  cases  it  may  have  a 
direct  bearing  on  the  prognosis. 

Pain  representing  an  acute  fibrinous  pleurisy  is 
generally  a disturbing  symptom  during  the  first  few 
days  of  the  disease.  Heat  to  the  painful  area  is 
grateful  to  the  patient  and  generally  alleviates  the 
distress.  A counter-irritant  in  the  form  of  mustard 
plaster  or  hot  water  bags  oftentimes  will  answer  the 
requirement.  Diathermy  treatments  directed  to  the 
chest  seem  to  be  more  effective  than  the  external 
applications.  It  may  exert  some  influence  on  the 
pneumonic  process  itself,  but  this  apparently  has  not 
been  proven.  Strapping  the  lower  thoracic  wall 
snugly  with  adhesive  usually  relieves  much  of  the 
pain,  but  the  straps  naturally  prevent  a satisfactory 
examination  of  the  affected  lung  and  pleura.  When 
the  pain  is  not  controlled  by  such  measures  it  may 
require  small  doses  of  morphine  and  atropine  hypo- 
dermatically.  The  dosage  and  frequency  of  admin- 
istration of  morphine  should  be  minimized  as  far 
as  possible  because  of  its  recognized  depressant  effect 
on  the  patient’s  respiration- — already  embarrassed. 
A light  pneumonia  jacket  is  employed  by  some  phy- 
sicians. Heavy  poultices  are  not  thought  warranted. 

Experience  and  research  do  not  indicate  that  any 
drug,  or  combination  of  drugs,  administered  to  in- 
fluence the  pneumonic  lesion  is  helpful  or  warranted. 
Too  often  this  leads  to  unnecessary  and  objection- 
able medication.  Expectorants  during  the  acute  stages 
of  the  disease  accomplish  nothing  but  harm.  A hun- 
dred or  more  calories  of  food  instead  of  each  tea- 
spoonful of  such  medicine  is  better  therapy.  I have 
heard  conscientious  physicians  state  that  camphor 
in  oil  administered  intramuscularly  in  lobar  pneu- 
monia was  a specific  in  their  hands;  that  if  the  dosage 
be  massive  the  mortality  can  be  reduced  to  a mini- 
mum. Such  is  not  the  experience  of  most  physicians. 
Other  drugs,  for  example  optochin,  have  been  shown 
capable  of  pneumococcicidal  action  in  vitro  but  have 
not  been  proven  effective  in  safe  dosages  given  pa- 
tients. Optic  neuritis  is  an  important  untoward 
effect  of  such  drugs. 

Digitalis  in  pneumonia  has  been  studied  experi- 
mentally and  clinically  for  a number  of  years.  The 
clinical  study  made  in  New  York  City,  indicating 
that  the  mortality  was  higher  in  lobar  pneumonia  in 


the  group  of  patients  receiving  digitalis  than  in  a 
similar  group  to  whom  the  drug  was  not  adminis- 
tered, is  familiar  to  most  of  us.  Circulatory  failure 
rather  than  myocardial  failure  seems  to  be  a terminal 
complication  in  most  fatal  cases.  Digitalis  is  probably 
not  very  helpful  in  preventing  or  combating  vaso- 
motor collapse.  One,  therefore,  seems  warranted  in 
stating  that  there  is  no  justification  in  giving  the 
drug  routinely  or  merely  because  the  patient  has  pneu- 
monia. However,  it  is  my  belief  that  at  times  there 
are  clear-cut  indications  for  its  employment.  For 
example,  when  there  is  evidence  of  cardiac  dilatation 
with  or  without  auricular  fibrillation,  the  indications 
for  exhibiting  the  drug  would  appear  conclusive. 
Again,  in  a patient  who  has  had  previous  myocardial 
insufficiency  one  is  warranted  in  trying  to  anticipate 
heart  failure  by  digitalization  in  advance  of  symp- 
toms and  signs  of  decompensation.  Probably  in  most 
elderly  patients  with  pneumonia  there  may  be 
assumed  varying  degrees  of  myocardial  impairment. 
Sound  clinical  judgment  and  a broad  experience  are 
necessary  in  arriving  at  a competent  decision  in  such 
matters.  It  is  most  unfortunate  if  nausea  and  vomit- 
ing induced  by  the  drug  prevent  an  adequate  intake 
of  food. 

Epinephrine  (ardenalin)  solution  given  hypoder- 
mically is  theoretically  the  drug  of  choice  in  vaso- 
motor failure.  Its  effects  are  of  short  duration  and 
frequently  disappointing  in  patients  with  pneumonia. 
In  circulatory  collapse  glucose  solution  intravenously 
and  hypodermics  of  strychnine  are  of  value.  The 
volume  of  glucose  solution  should  not  be  sufficiently 
large  to  cause  too  great  a “load”  on  the  already  em- 
barrassed circulatory  system,  and  should  be  given 
slowly. 

Whiskey  and  brandy  used  as  drugs  have  been  con- 
fused with  religio-political  considerations  of  such 
agents  taken  for  beverage  purposes.  No  one  ques- 
tions the  value  or  propriety  of  alcohol  when  applied 
to  the  back  and  extremities  of  an  acutely  sick  febrile 
patient  or  one  confined  to  bed  for  long  periods  of 
time.  Its  cleansing,  antipyretic  and  antiseptic  prop- 
erties are  recognized.  It  aids  materially  in  preventing 
bed-sores.  It  is  distinctly  refreshing  and  yet  relax- 
ing to  the  patient  when  used  externally.  It  has  been 
proven  fairly  conclusively  to  be  without  effect  orally 
as  a measure  to  control  or  combat  cardiac  failure,  but 
in  an  elderly  patient  sick  primarily  with  decompen- 
sation the  administration  of  small  amounts  of  whis- 
key or  brandy,  aside  from  any  food  value,  measur- 
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ably  improves  the  morale  of  the  patient.  This  more 
optimistic  outlook  is  of  importance  also  both  in  the 
acutely  ill  patient  with  a five  to  nine-day  lobar 
pneumonia  and  the  lobular  type  that  may  run  a 
course  of  several  weeks.  Alcoholic  addicts  are  pecul- 
iarly susceptible  to  pneumonia  and  the  mortality  is 
higher  than  in  those  more  temperate.  It  is  a mistake 
to  try  to  reform  the  habits  of  such  individuals  when 
ill  with  pneumonia.  Withholding  the  drug  will  in- 
crease the  probability  of  losing  the  patient  before  he 
has  an  opportunity  to  correct  his  addiction. 

Reference  to  a number  of  other  drugs  of  doubtful 
value,  though  not  infrequently  administered,  would 
prolong  unnecessarily  this  simple  discussion. 

It  is  a good  plan,  if  possible,  to  have  laboratory 
examinations  made  of  the  patient’s  sputum  even 
though  specific  serum  therapy  is  not  contemplated. 
It  is  my  impression  that  a marked  preponderance 
of  streptococci  in  the  expectorated  bacterial  flora  adds 
gravity  to  the  prognosis. 

Fresh,  reasonably  cool  air  is  a stimulant  to  respi- 
ration and  circulation.  It  promotes  much  comfort  to 
the  patient’s  distress.  If  oxygen  per  se  is  not  needed 
or  feasible,  a well-ventilated  room  is  usually  avail- 
able. Chilling  of  the  patient  during  baths  or  at  any 
time  is  highly  undesirable.  The  bedclothes  should  be 
wrarm  but  light.  These  simple  facts,  recognized  and 
utilized  by  the  older  type  of  physicians,  are  often 
overlooked  by  younger  doctors  more  intent  upon  an 
ultra-scientific  approach  to  the  problem. 

Sleep  should  be  provided  by  a quiet  environment, 
alcohol  sponges,  by  the  employment  of  one  of  the 
barbiturates,  and  if  necessary  a small  dose  of  one  of 
the  opiates.  A reasonable  amount  of  rest  to  a dis- 
tressed body  and  mind  is  a sine  qua  non  of  good 
practice. 

The  Pneumonia  Commission  included  in  its  ques- 
tionnaire an  inquiry  regarding  the  value  and  availa- 
bility of  competent  nursing  care  of  patients  with 
pneumonia.  There  is  an  honest  difference  of  opinion 
regarding  the  value  of  many  measures  used  in  treat- 
ing pneumonia,  but  no  one,  I think,  will  question 
the  importance  of  competent  nursing  attention  in  this 
disease.  Whether  the  course  be  relatively  short  and 


stormy,  or  prolonged  and  capricious,  the  well-trained, 
conscientious  nurse  intent  upon  maintaining  the  pa- 
tient’s morale,  encouraging  the  intake  of  adequate 
amounts  of  nourishing,  palatable  food,  caring  for  the 
bed  so  as  to  provide  the  maximum  comfort,  insuring 
adequate  amounts  of  fresh  air  and  yet  maintaining 
needed  protection  from  exposure — these  and  many 
other  recognized  functions  of  a conscientious,  sensible 
nurse  may  well  turn  the  scales  in  the  patient’s  fight 
for  life. 

The  diet,  as  in  other  acute  infections,  should  be 
one  that  contains  the  maximum  number  of  calories 
and  yet  is  digestible.  The  importance  of  abdominal 
distention  has  been  mentioned  and  the  selection  of 
dietary  articles  should  include  those  least  calculated 
to  result  in  flatulence.  As  in  other  diseases,  a diet 
solely  of  liquids  at  times  appears  to  cause  more  dis- 
tention than  one  of  a soft  or  semi-solid  character.  In 
an  illness  of  short  duration  vitamine  needs  are  not 
of  the  same  importance  as  in  others  of  long  duration. 
Fluids  tend  to  lessen  fever,  dilute  toxins,  promote  ex- 
cretion of  waste  material  and  hence  should  be  sup- 
plied orally  or  otherwise.  In  elderly  patients  with 
circulatory  embarrassment  or  renal  disease  the  pa- 
tient’s tolerance  of  fluids  should  be  considered  and  the 
water  balance  maintained. 

Much  unnecessary  anxiety  usually  attends  the 
crisis  of  lobar  pneumonia.  If  a nurse  is  in  attend- 
ance she  wall  have  immediately  wrapped  the  patient 
in  warm  blankets  with  additional  hot  water  bags. 
These  measures  and  the  administration  of  a hot  cup 
of  tea  or  other  hot  beverage  are  usually  all  that  is 
needed.  If  the  situation  calls  for  anything  more,  a 
dose  of  whiskey  or  brandy  and  a hypodermic  of 
strychnine  may  be  employed. 

It  is  assumed  that  special  methods  of  treatment 
have  been  covered  by  others  contributing  to  the  sym- 
posium. No  apology  is  offered  for  the  simplicity  of 
this  paper.  In  view  of  the  topic  assigned,  detailed 
references  to  the  literature  and  a lengthy  bibliography 
would  appear  inappropriate.  The  paper  is  merely  a 
reflection  of  the  writer’s  views  and  should  not  be  re- 
garded as  “official”  or  representative  of  the  opinion  of 
the  Pneumonia  Commission. 

Johnston  Memorial  Clinic. 
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IV.  SPECIAL  THERAPEUTIC  PROCEDURES  IN  THE  CARE 

OF  PNEUMONIA. 


Walter  B.  Martin,  M.D., 
Norfolk,  Va. 


Accurate  evaluation  of  the  effectiveness  of  certain 
special  methods  of  treatment  of  pneumonia  is  dif- 
ficult. When  one  considers  the  natural  history  of 
the  disease  it  is  often  uncertain  whether  a particular 
case  terminates  favorably  as  a result  of  the  treat- 
ment employed  or  in  accordance  with  the  normal 
course  of  the  infection.  Experienced  clinicians  may 
reach  a definite  conclusion  as  to  the  value  of  a cer- 
tain method  of  treatment.  Having  seen  many  cases 
of  a disease,  they  are  quick  to  appreciate  a de- 
parture from  the  usual  course  and  may  accurately 
correlate  such  changes  wfith  the  therapy  employed. 
Such  clinical  impressions  are  of  importance  only  in 
proportion  to  the  ability,  experience,  judgment,  and 
mental  integrity  of  the  physician  making  the  obser- 
vation. 

On  the  other  hand,  the  statistical  approach  to  the 
problem  is  full  of  pitfalls.  The  mortality  rate  in 
pneumonia  varies  with  different  years  and  with  the 
seasons  of  the  same  year.  Age,  climatic  conditions, 
economic  status,  and  racial  origin  all  have  their 
effect.  The  type  of  invading  organism  and  the  re- 
sistance of  the  individual  host  are  important  fac- 
tors. Associated  diseases  or  the  aftermath  of  pre- 
ceding infections  affect  the  individual’s  resistance. 
Even  chance  must  be  allowed  for  in  evaluating 
statistics  on  pneumonia  death  rates  under  varying 
conditions.  As  a consequence,  statistical  studies  must 
be  based  on  large  groups,  with  adequate  controls, 
bearing  in  mind  all  the  variables  previously  men- 
tioned. 

Statistics  taken  from  large  groups  would  indicate 
that  the  death  rate  in  lobar  pneumonia  has  not 
been  materially  lowered  over  a period  of  fifty  years 
except  in  certain  groups  treated  by  special  methods. 
There  have  been  marked  variations  in  the  average 
mortality  from  year  to  year,  but  over  a long  period 
there  has  been  no  substantial  downward  trend.  It 
would  seem  worth  while,  therefore,  to  examine  the 
effect  on  mortality  of  these  special  methods  of  treat- 
ment that  have  been  developed  during  the  past  two 
decades.  Since  these  methods  have  as  yet  had  only 
a limited  application,  they  have  probably  not  mate- 
rially affected  the  general  mortality.  The  lessons 


learned  from  these  experiences,  however,  may  yet 
have  a wider  application  and  thus  lead  to  a real 
advance  against  the  entrenched  forces  of  this  great 
scourge. 

Serum  Therapy.  While  attempts  at  serum 
therapy  were  made  as  early  as  1898,  no  sound  basis 
for  such  treatment  was  formulated  until  1913,  when 
Dochev  and  Gillespie1  proposed  a biological  classi- 
fication of  the  pneumococci.  Their  suggestion  led 
to  the  preparation  of  the  first  specific  serum  against 
Type  I and  Type  II  pneumonia  by  Cole2.  The  Cole 
serum  was  unconcentrated,  and  large  doses  were  re- 
quired. On  the  whole,  reports  on  its  use  were  favor- 
able and  showed  a distinct  lowering  of  the  mortality 
rate,  especially  in  Group  I cases.  The  development 
by  Felton3  of  a concentrated  pneumococcic  anti- 
body solution,  freed  from  the  larger  part  of  the  for- 
eign protein  in  the  original  serum,  gave  a great  im- 
petus to  serum  therapy. 

The  Neufeld  method  of  determining  the  type  of 
pneumococci  has  greatly  facilitated  the  use  of  serum. 
This  method  of  typing  has  made  the  early  use  of 
serum  possible,  and  has  also  brought  its  use  within 
the  range  of  the  general  practitioner.  Since  great 
stress  has  justly  been  laid  on  the  early  administra- 
tion of  specific  serum,  this  marks  a great  advance. 
The  majority  of  pneumonia  patients  that  enter  our 
hospitals  are  well  past  the  time  when  serum  is  most 
effective.  The  average  duration  of  the  disease  on 
admission  to  St.  Vincent’s  Hospital  was  5.5  days, 
Norfolk  General  Hospital,  5.8  days,  and  the  U.  S. 
Public  Health  Service  Hospital,  Norfolk,  3.5  days. 
It  is  thus  seen  that  the  general  practitioner  is  charged 
with  the  responsibility  of  the  early  recognition  and 
treatment  of  pneumonia. 

If  specific  serum  therapy  is  to  be  effective  on  a 
large  scale  it  must  be  put  within  the  reach  of  the 
general  man.  Through  the  efforts  of  the  Massa- 
chusetts Pneumonia  Commission  this  has  been  ac- 
complished in  that  state.  For  a period  of  three  years 
the  State  of  Massachusetts  has  furnished  free  Type  I 
antiserum  and  has  established  typing  stations  at  con- 
venient points  to  make  possible  the  rapid  typing  of 
pneumonia  cases.  As  a result  of  this,  the  mortality 
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of  Type  I pneumonia  throughout  the  State  of  Massa- 
chusetts has  been  cut  in  half. 

Cecil4  has  recently  collected  a group  of  one  hun- 
dred and  sixty  Type  I cases  to  whom  serum  was 
given  within  twenty-four  hours  of  the  onset  of  the 
disease.  There  were  only  eight  deaths  in  this  series, 
or  a mortality  of  five  per  cent.  Abernathy5  reports 
twenty-five  consecutive  cases,  all  treated  early  with 
Type  I serum,  without  a single  death.  When  specific 
serum  is  administered  in  adequate  amounts  to  Type  I 
pneumonia  patients  within  the  first  three  days,  the 
average  mortality  has  been  only  about  ten  per  cent. 
Even  late  in  the  disease  serum  should  not  be  with- 
held. When  one  has  observed  the  rapid  change  in  a 
patient’s  clinical  condition,  reduction  in  toxicity, 
lowering  of  pulse  and  respiration,  after  serum,  even 
in  late  cases,  the  clinical  impression  is  very  strong 
that  serum  therapy  is  worth  while  even  under  these 
conditions. 

Rapid  typing  of  pneumococci  has  been  made  pos- 
sible by  tire  Neufeld  method.  Material  may  be 
coughed  up  by  the  patient,  obtained  by  swabbing 
the  throat,  from  blood  cultures,  or  by  aspirating  the 
consolidated  lobe.  The  last  proceedure  is  not  accom- 
panied by  any  great  danger,  provided  the  consoli- 
dation is  fairly  well  advanced. 

Specific  serums  are  now  available  commercially, 
or  soon  will  be,  for  Types  I,  II,  V,  VII,  VIII  and 
XIV.  Cecil4  states  that  approximately  sixty-five  per 
cent  of  lobar  pneumonias  may  now  be  treated  with 
specific  serum.  Type  II  pneumonia  is  much  more 
resistant  to  serum  therapy  and  requires  larger  doses, 

100.000  to  200,000  units,  as  compared  to  80,000  to 

150.000  for  Type  I.  The  lowering  of  mortality  in 
Group  II,  while  quite  definite,  is  not  as  striking  as 
in  the  Group  I cases. 

The  administration  of  serum  should  be  preceded 
by  careful  tests  for  hypersensitiveness.  Both  the 
ophthalmic  and  the  intracutaneous  tests  should  be 
used.  The  ophthalmic  test  is  quite  simple.  After 
careful  inspection  of  both  eyes,  a drop  of  1-10  dilu- 
tion of  horse  serum  is  dropped  into  one  eye.  If 
hypersensitiveness  exists,  it  will  be  evidenced  by 
marked  congestion  of  the  conjunctiva,  appearing  in 
ten  to  twenty  minutes.  The  intracutaneous  test  con- 
sists in  the  intracutaneous  injection  of  a drop  of 
1-100  dilution  of  horse  serum.  A positive  reaction 
is  shown  by  the  appearance  of  a typical  urticarial 
wheal  with  a surrounding  area  of  erythema.  If  no 
reaction  is  obtained  by  either  test,  serum  therapy 


may  be  undertaken.  If  a mild  reaction  is  present, 
preliminary  desensitization  should  be  carried  out 
before  serum  is  administered.  If  the  reaction  is 
severe  it  is  probably  wise  not  to  attempt  serum 
therapy  even  after  desensitization. 

Group  I serum  concentrated  is  commercially  sup- 
plied in  packages  of  ten  to  twenty  thousand  units, 
conveniently  arranged  for  intravenous  injection.  The 
first  dose  of  ten  thousand  units  should  be  diluted 
with  nine  volumes  of  normal  saline  for  convenience 
of  slow  administration.  Ten  minutes  should  be  con- 
sumed in  giving  the  first  dose  of  ten  thousand  units. 
The  second  dose  of  twenty  thousand  units  may  be 
given  in  two  hours,  and  subsequent  doses  of  twenty 
thousand  units  every  four  hotirs  thereafter.  Care 
should  be  taken  in  each  instance  to  avoid  giving  the 
serum  too  rapidly.  It  is  important  to  continue  the 
serum  on  an  uninterrupted  four-hour  schedule.  The 
total  amount  of  serum  required  will  vary  with  the 
individual  case,  depending  upon  the  severity  of  the 
infection,  condition  of  the  patient,  the  elapse  of  time 
from  onset,  and  the  presence  or  absence  of  the  organ- 
ism in  the  blood  stream.  If  there  is  no  untoward 
reaction  to  the  serum  it  should  be  continued  until 
there  is  definite  clinical  evidence  of  a favorable  re- 
sponse. 

Oxygen  Therapy.  Oxygen  therapy  in  pneumonia 
had  its  inception  in  the  experimental  w’ork  of  Hal- 
dane and  Meltzer  in  1917.  During  the  next  ten 
years  its  use  was  largely  on  an  experimental  basis 
or  confined  to  certain  large  institutions  where  oxygen 
chambers  were  available.  During  the  past  decade, 
due  to  the  introduction  of  various  types  of  well  con- 
structed oxygen  bed  tents,  it  has  been  possible  to 
supply  oxygen  in  proper  concentration  to  a large 
number  of  patients.  Despite  this  fact,  there  is  still 
considerable  difference  of  opinion  among  clinicians 
as  to  its  value. 

A review  of  text-books  and  current  literature  on 
the  treatment  of  pneumonia  indicates  that  customarily 
oxygen  therapy  is  instituted  only  on  the  appearance 
of  a rather  severe  degree  of  cyanosis.  Howard6  dis- 
cusses oxygen  therapy  under  the  heading  of  relief 
of  cyanosis.  Cole7  states  that  he  uses  the  degree  of 
cyanosis  as  the  indicator  for  oxygen.  As  a result  of 
this  tendency,  oxygen  therapy  to  a large  extent  has 
been  reserved  for  extremely  ill  or  almost  moribund 
patients. 

Painton  and  Ulrich8  report  the  therapeutic  admin- 
istration of  oxygen  to  one  hundred  and  forty-nine 


1937] 


Virginia  Medical  Monthly 


75 


pneumonia  patients  with  a mortality  of  sixty  per  cent. 
This  is  comparable  to  our  observation  in  the  two  gen- 
eral hospitals  in  Norfolk.  Of  sixty-five  pneumonia 
patients  receiving  oxygen,  on  which  records  were  kept, 
forty-eight  died,  or  a mortality  of  73.8  per  cent. 
These  figures,  of  course,  point  clearly  to  the  fact  that 
oxygen  is  being  used  almost  exclusively  on  already 
moribund  cases.  Early  and  adequate  use  of  oxygen 
is  the  exception  rather  than  the  rule. 

McLeod9  emphasizes  the  importance  of  early  ad- 
ministration of  oxygen  in  pneumonia.  He  states, 
“The  damage  of  oxygen  deficiency  on  the  nerve  cen- 
ters and  the  tissues  usually  develops  insidiously,  and 
that  once  started  the  damage  must  lead  to  a progres- 
sive deterioration  of  the  vital  functions  of  the  body.” 
It  would  seem  rational,  therefore,  if  any  benefit  is  to 
be  expected  from  oxygen  therapy,  to  undertake  it 
early  and  to  continue  it  in  an  adequate  way  through- 
out the  course  of  the  disease.  Only  in  this  way  can 
a proper  clinical  evaluation  of  this  method  of  treat- 
ment be  made. 

Our  experience  at  the  U.  S.  Public  Health  Ser- 
vice Hospital  in  Norfolk30  confirms  this  view.  Tor 
a period  of  more  than  five  years  at  this  hospital  all 
cases  of  pneumonia  have  been  placed  in  oxygen 
tents  as  soon  as  diagnosis  was  made.  There  has 
been  a marked  reduction  in  mortality,  amounting  to 
more  than  forty  per  cent,  over  a five-year  period,  as 
compared  to  the  previous  five  years  without  oxygen. 

Oxygen,  of  course,  does  not  shorten  the  course  of 
the  disease,  but  it  does  serve  in  many  instances  to 
maintain  the  patient’s  resistance  and  keep  him  alive 
until  immunity  is  established..  Oxygen  can  most  con- 
veniently be  administered  by  means  of  a properly 
constructed  bed  tent.  The  rate  of  flow  should  be 
sufficient  to  maintain  a concentration  of  approxi- 
mately forty  per  cent.  It  does  not  seem  necessary  to 
complicate  the  apparatus  by  any  device  for  remov- 
ing the  expired  COo.  In  the  absence  of  an  oxygen 
tent,  oxygen  can  be  supplied  in  a good  concentration 
by  means  of  a double  nasal  catheter,  connected  to  a 
reducing  valve  on  the  oxygen  tank. 

Oxygen  therapy  will,  of  course,  be  ineffective  in 
the  far  advanced  cases,  where  prolonged  anoxemia 
and  toxicity  have  injured  the  vital  centers  beyond 
repair.  Instituted  early  as  a supportive  measure  it 
provides  definite  assistance  in  prolonging  the  patient’s 
life  past  the  critical  point  of  the  disease. 

Artificial  Pneumothorax.  The  report  of  Lieb- 
erman  and  Leopold11  and  of  Blake12  and  his  associates 


served  to  revive  interest  in  the  therapeutic  possi- 
bilities of  artificial  pneumothorax  in  the  treatment 
of  lobar  pneumonia.  Since  the  appearance  of  these 
papers  there  have  been  numerous  other  contribu- 
tions to  the  subject  and  a considerable  number  of 
cases  have  been  subjected  to  this  treatment.  In  spite 
of  apparently  favorable  results  in  certain  instances, 
this  form  of  therapy  is  still  on  an  experimental  basis. 

Blake  reports  twenty-two  cases,  all  of  whom  re- 
covered except  three  that  were  associated  with  late 
septicaemia.  The  patients  without  pleural  adhesions 
obtained  the  greatest  benefit  and  he  has  stressed 
the  importance  of  this  point  in  the  selection  of  cases. 
Lieberman  and  Leopold11  collected  fifty  cases  from 
the  literature,  of  whom  all  but  three  recovered.  Many 
of  their  cases  received  pneumothorax  late  in  course 
of  the  disease. 

Abernathy,  Horsfall  and  MacLeod13,  on  the  basis 
of  a careful  study  of  nine  cases,  were  unable  to  find 
evidence  of  strikingly  beneficial  results.  Six  of  their 
cases  were  treated  by  massive  compression,  while  the 
remaining  three  received  small  amounts  of  air  along 
with  specific  serum  therapy. 

Various  writers  have  emphasized  the  restriction 
necessary  in  the  selection  of  cases  for  the  procedure. 
It  is  generally  agreed  that  only  comparatively  young 
adults  free  from  cardiovascular  disease  should  be 
selected.  Those  having  pre-existing  pleural  ad- 
hesions, bilateral  involvement,  or  asthmatic  tendency, 
are  also  excluded.  In  view  of  these  restrictions,  the 
technical  difficulties  of  the  procedure  and  the  not 
inconsiderable  risk  involved,  the  method  does  not 
seem  practical  except  on  an  experimental  basis. 

Conclusion. 

1.  The  early  use  of  specific  serum  in  certain 
types  of  pneumonia  is  fully  established  as  a most 
effective  treatment  of  pneumonia  of  those  particular 
groups. 

2.  Oxygen  therapy  instituted  early  and  carried  out 
adequately  during  the  course  of  the  disease  is  an  ef- 
fectual supportive  measure. 

3.  Artificial  pneumothorax  is  an  experimental  pro- 
cedure and  has  not  yet  been  established  as  of  clinical 
value. 
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THE  MORTALITY  OF  LOBAR  PNEUMONIA  IN  PIEDMONT  VIRGINIA: 
AN  ANALYSIS  OF  310  ADULT  CASES.* 


Staige  D.  Blackford,  B.S.,  M.D., 
University,  Va. 


The  Medical  Society  of  Virginia  is  at  present  in- 
vestigating the  pneumonia  problem  in  the  State. 
Due  to  the  lack  of  published  data  on  lobar  pneu- 
monia in  this  region,  it  seems  worth  while  to  bring 
to  date  a series  of  100  adult  cases  of  the  disease 
reported  from  the  University  of  Virginia  Hospital  in 
1930* 1.  This  original  group  can  now  be  supple- 
mented by  210  subsequent  records  and  the  present 
brief  report  analyzes  these  310  cases  with  especial 
reference  to  factors  affecting  mortality. 

Selection  of  Cases:  Records  were  included  in 
this  study  only  when  the  patient  was  more  than 
eleven  years  old,  when  there  was  definite  physical 
or  roentgen  evidence  of  pulmonary  consolidation, 
and  when  lobar  pneumonia  rather  than  its  compli- 
cations was  the  primary  cause  of  hospitalization. 
Cases  with  senile,  terminal,  post-operative  or  other 
bronchial  types  of  pneumonia  were  excluded  and  it 
should  be  remarked  parenthetically  that  the  mor- 
tality in  this  secondary  group  would  have  been 
much  higher  than  in  the  series  analyzed. 

The  310  records  suitable  for  this  study  were 
found  in  approximately  80,000  hospital  admissions 
from  1922  to  1937.  Only  two  patients  of  this  entire 
group  received  any  form  of  serum  treatment;  both 
of  these  had  blood  cultures  positive  for  pneumococcus 
Type  I and  one  survived  after  antipneumococcus 
Type  I serum. 

Factors  Affecting  Mortality:  The  effect  of  certain 
factors  on  the  mortality  rate  is  presented  in  Table  I : 

*From  the  Department  of  Internal  Medicine,  Univer- 
sity of  Virginia  Hospital. 

1.  Blackford,  S.  D.:  Primary  Pneumonia  in  Virginia: 
An  Analysis  of  100  Adult  Cases,  Va.  Med.  Monthly,  No- 
vember, 1930. 


Table  I 

Mortality  with  Reference  to 


A.  Age 

No.  OF 

Cases 

Deaths  Mortal- 
ity 

PER  CENT 

Twelve  to  twenty-nine 

176 

16 

9.1 

Thirty  to  forty-nine 

__  77 

19 

24.7 

Fifty  and  above  _ 

57 

23 

40.3 

B.  Sex 

Males 

206 

33 

16.0 

Females 

104 

25 

24.0 

C.  Race 

White 

224 

41 

18.3 

Colored 

86 

17 

19.7 

D.  Economic  Status 

Public  Ward 

__  232 

46 

19.8 

Private  Room 

__  78 

12 

15.4 

E.  Season 

Winter 

_ 135 

29 

21.5 

Spring  _ -- - - - 

114 

21 

18.4 

Fall  __  __ 

_ 43 

6 

13.9 

Summer 

- 18 

2 

11.1 

F.  Duration  Before  Admission 

Less  than  four  days 

__  204 

22 

10.8 

Four  days  or  more 

94 

32 

34.1 

Undetermined  . 

. 12 

4 

33.3 

G.  Sputum  Typing 

Pneumococcus  Group  IV 

_ 105 

16 

15.2 

Pneumococcus  Type  I 

_ 56 

10 

17.9 

Pneumococcus  Type  III  - 

. 25 

4 

16.0 

Pneumococcus  Type  II  

_ 19 

5 

26.3 

Hemolytic  Streptococcus 

6 

2 

33.3 

Pneumococci  Types  11  and  III. 

3 

0 

0.0 

Friedlander’s  Bacillus 

1 

1 

100.0 

Not  Typed 

. 95 

20 

21.0 

H.  Blood  Culture 

Negative  blood  culture 

129 

16 

12.4 

Hemolytic  Streptococcus 

8 

4 

50.0 

Pneumococcus  Type  I 

7 

2 

28.5 

Pneumococcus  Type  II 

6 

4 

66.6 
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Pneumococcus  Group  IV 

5 

5 

100.0 

Pneumococcus  Type  III 

1 

0 

0.0 

Pneumococci  Types  II  and  III — 

1 

0 

0.0 

No  blood  culture 

153 

27 

17.6 

Max.  White  Blood  Count 

Over  20,000 

169 

28 

16.5 

10,000  to  20,000 

95 

21 

22.1 

Under  10,000 

26 

9 

34.6 

No  white  blood  count 

20 

0 

0.0 

Discussion 

It  is  well  recognized  that  this  series  of  cases  is 
so  small  that  it  justifies  no  conclusions;  however, 
from  the  data  available  it  appears  that  advancing 
years,  a positive  blood  culture,  and  a poor  leuko- 
cytic response  exert  an  unfavorable  influence  on  the 
prognosis  of  lobar  pneumonia.  The  apparent  in- 
creased mortality  rate  from  delayed  hospitalization 
in  this  series  is  probably  in  part  due  to  the  fact  that 
patients  hospitalized  after  the  fourth  day  are  usually 
those  whose  progress  at  home  is  not  satisfactory. 
The  sex,  race,  economic  status  of  the  patient,  and 
the  season  of  the  infection  has  no  obvious  effect  on 
the  outcome. 

Of  the  208  sputa  positive  for  pneumococci  more 


than  half  were  reported  “Group  IV,”  which  locally 
has  not  been  subdivided  into  types  until  recently. 
The  mortality  rates  from  Types  I,  III,  and  Group 
IV  pneumococci  did  not  differ  appreciably,  and  the 
apparently  high  mortality  of  Type  II  infections  may 
be  attributable  to  the  relatively  few  cases. 

As  might  be  expected,  more  than  half  of  the 
patients  with  positive  blood  cultures  died.  It  is  of 
some  interest  that  only  2 of  7 patients  with  proven 
pneumococcus  Type  I septicemia  died,  whereas  9 of 
the  other  13  cases  of  pneumococcus  septicemia  ter- 
minated fatally. 

Summary 

An  analysis  of  310  adult  cases  of  lobar  pneumonia 
at  the  University  of  Virginia  Hospital  reveals  that 
age,  a positive  blood  culture,  and  a poor  leukocytic 
response  apparently  affect  the  prognosis  adversely. 
The  effect  on  the  mortality  rate  of  the  other  factors 
studied  is  not  definite.  Pneumococcus  Group  IV 
infections  are  locally  more  frequent  than  the  first 
3 types  of  pneumococci  combined,  but  there  seems 
to  be  little,  if  any,  relationship  between  the  mortality 
and  the  type  of  pneumococcus. 


THE  PROBLEM  OF  NON-UNION  IN  FRACTURE  OF  THE  NECK 

OF  THE  FEMUR. 


Paul  C.  Colonna,  M.  D., 

Clinical  Professor  Orthopedic  Surgery,  New  York  University  College  of  Medicine, 

New  York,  N.  Y. 


In  spite  of  an  intense,  widespread  interest  in 
fracture  of  the  neck  of  the  femur,  there  still  remain 
an  unfortunately  large  proportion  of  cases  in  which 
necrosis  of  the  head  and  absorption  of  the  neck 
occur.  The  location  of  this  type  of  fracture  makes  it 
a unique  one  in  considering  the  problem  of  reduc- 
tion and  splintage. 

Many  years  ago  Sir  Astley  Cooper  stated  that  he 
had  observed  only  one  transverse  fracture  of  the 
femoral  neck  which  healed  by  bony  union,  and  a 
review  of  our  present  literature  on  the  statistical 
study  of  this  subject  shows  that  in  the  hands  of  most 
surgeons  and  under  the  best  of  conditions  about 
one  out  of  every  four  transcervical  fractures  of  the 
neck  of  the  femur  fails  to  unite  by  bony  union. 

The  factors  of  adequate  reduction  and  sufficient 
immobilization  cannot  be  overstressed  in  the  care 
of  this  type  of  fracture.  Whether  immobilization 


is  obtained  by  internal  fixation  through  use  of  wire, 
pins,  bone  peg  or  flanged  nail,  or  whether  immobil- 
ization is  attempted  by  the  use  of  the  Whitman 
abduction  method,  the  close  coaptation  of  the  frac- 
tured surfaces  without  the  harmful  effect  of  weight 
bearing  must  be  continued  for  a long  period  of  time. 
Until  lateral  and  antero-posterior  views  can  demon- 
strate definite  bony  trabeculae  traversing  the  line  of 
fracture,  it  is  unwise  to  assume  bony  union. 

Another  factor  is  the  time  interval  which  fre- 
quently elapses  before  the  reduction  is  accomplished. 
All  other  factors  being  equal  a fracture  of  the  hip 
reduced  within  a few  hours  will  heal  more  satis- 
factorily than  if  allowed  to  wait  for  a few  days  or 
weeks  while  the  “swelling  subsides.”  The  careful 
observance  of  this  factor  is  all  too  often  disregarded 
in  reporting  end-results  on  fracture  of  the  neck  of 
the  femur.  In  fractures  of  the  long  bones,  this  time 


78 


Virginia  Medical  Monthly 


[May, 


interval  before  reduction  is  obtained  is  recognized 
to  be  of  great  practical  importance  and  certainly  it 
should  be  accorded  recognition  in  any  statistical 
study  of  fractures  of  the  femoral  neck.  The  old 
dictum  of  “splint  them  where  they  lie”  cannot  be 
overstressed.  The  Fracture  Committees  of  the 
American  College  of  Surgeons  have  stimulated  in- 
terest in  this  immediate  treatment  and  insist  upon 
hip  and  arm  splints  as  necessary  equipment  in  am- 
bulance services  throughout  the  country.  These 
splints  many  times  prevent  unnecessary  malposition 
and  facilitate  early  reduction. 

The  location  and  type  of  fracture  of  the  neck  of 
the  femur  is  of  great  aid  in  determining  the  prog- 
nosis. In  a general  way.  the  nearer  the  fracture 
approaches  the  head  of  the  femur,  the  poorer  the 
prognosis  for  bony  union;  and  as  has  recently  been 
pointed  out,  the  percentage  of  non-union  is  very 
high  in  those  cases  presenting  an  oblique  fracture 
of  the  neck  or  presenting  any  comminution  of  the 
head  or  neck.  Speed  (J.  S.)  states  that  non-union 
can  be  regularly  expected  in  cases  complicated  by 
comminution  of  the  head. 

The  interposition  of  capsular  tissue  must  often 
be  a contributing  factor  in  the  cases  of  non-union 
which  were  originally  reduced  by  closed  manipula- 
tion. In  this  connection  it  should  be  stated  that  the 
Leadbetter  maneuver  of  lifting  the  flexed  thigh  up- 
ward, and  then  extending  the  thigh,  confirming  the 
reduction  by  the  so-called  “palm-heel”  test,  is  an 
improvement  over  the  usual  Whitman  maneuver  of 
reduction. 

In  considering  the  blood  supply  of  the  joint  one 
may  say  that  while  the  main  blood  supply  of  the 
femoral  head  and  neck  in  the  adult  ordinarily  comes 
from  the  branches  of  the  capsular  arteries,  there  is 
some  evidence  to  believe  that  interference  with  the 
circulation  through  the  ligamentum  teres  is  a definite 
factor  in  the  occurrence  of  necrosis  of  the  head  and 
absorption  of  the  neck.  The  patency  of  the  blood 
vessels  in  the  ligamentum  teres  during  adult  life 
has  been  reported  a number  of  times  and  this 
medium  must  be  an  active  one  in  nourishing  those 
loose  heads  that  continue  to  show  X-ray  evidence 
of  being  wholly  or  partly  alive.  One  may  occasion- 
ally have  roentgen  evidence  of  the  head  undergoing 
total  necrosis  and  at  a later  date  evidence  of  sec- 
ondary revascularization  of  varying  degree  which 
appears  to  begin  usually  in  the  region  of  the  fovea. 
If  we  accept,  as  has  been  suggested  by  Santos  and 


Phemister,  the  roentgen  appearance  of  the  increased 
density  of  the  head  fragment  as  evidence  of  necrosis, 
this  may  frequently  be  noted.  Conversely,  decal- 
cification of  the  head  is  evidence  suggestive  of  vas- 
cularity of  the  head.  However,  it  is  well  to  re- 
member that  non-union  occurs  in  the  face  of  roent- 
gen evidence  of  either  increased  density  or  rarefac- 
tion, though  it  would  appear  to  be  more  likelv  in 
the  presence  of  increased  density  of  the  head  frag- 
ment. The  beautiful  injection  specimens  of  Wolcott 
show  many  variations  in  the  normal  circulation  of 
the  femoral  head.  He  feels  that  the  value  of  pre- 
serving this  structure  should  be  recognized  in  any 
method  advocated  for  treating  this  type  of  fracture. 
In  all  complete  fractures  of  the  femoral  neck  some 
of  the  blood  vessels  in  the  capsule  must  also  be 
severed  or  torn  and  the  injury  to  these  blood  vessels 
may  be  a very  real  factor  in  the  development  of  non- 
union. 

The  age  group  in  which  the  patient  falls  is  of 
importance;  for,  while  fracture  of  the  neck  of  the 
femur  in  children  occurs  more  frequently  than  is 
generally  recognized,  the  question  of  non-union  in 
the  young  is  rarely  a problem.  It  is  the  elderly 
case,  presenting  evidence  of  general  debility  or  se- 
nility, that  presents  the  greatest  problem.  The  ob- 
servation that  a person  is  “as  old  as  his  arteries” 
is,  however,  a very  much  more  important  factor  in 
this  type  of  fracture  than  the  chronological  age  of 
the  patient. 

It  is  also  conceivable  that  the  degree  of  original 
trauma  which  initiates  the  fracture  may  be  of  more 
importance  in  the  development  of  non-union  than 
is  generally  recognized. 

Metabolic  and  blood  chemistry  studies  to  date 
may  be  briefly  dismissed  by  saying  that  they  have 
proven  of  little  practical  value  in  dealing  with  this 
problem  of  non-union  in  fractures. 

Treatment 

With  the  improvement  in  surgical  technique  and 
methods  of  anaesthesia,  many  poor  surgical  risks 
have  been  safely  able  to  undergo  an  open  operation 
in  which  the  exact  anatomical  reposition  has  been 
obtained  and  retained  by  pin,  wire  or  graft.  It 
takes  time  to  accumulate  a large  series  of  end-results 
treated  in  these  ways  and  make  a fair  comparison 
and  evaluation  of  the  open  vs  closed  methods  of 
reduction  or  type  of  open  operation  acceptable  for 
the  individual  case. 
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Many  factors  may,  therefore,  be  responsible  for 
the  poor  results  in  the  fresh  case. 

In  the  old  case,  however,  with  frank  non-union 
often  accompanied  by  neck  absorption  and  head  ne- 
crosis, any  attempt  at  pegging  either  by  bone  or  metal 
is  likely  to  result  in  failure.  There  are  occasional 
cases  of  old,  delayed  union  in  fracture  of  the  neck 
of  the  femur  which  have  united  by  bony  union  after 
operation  but  many  of  the  cases  in  this  severe  class 
present  X-ray  evidence  of  necrosis  of  the  head  and 
this  alone  greatly  lessens  the  chance  of  being  able  to 


ing  the  characteristic  attitude  of  flexion  and  ad- 
duction. 

With  the  intention  of  reconstructing  these  un- 
stable and  painful  hips,  we  have  been  doing  for 
the  past  five  years  a type  of  operation  which  has 
proven  satisfactory.  This  consists,  in  brief,  of 
severing  the  muscles  attached  to  the  greater  tro- 
chanter region,  removing  the  head,  and  placing  the 
upper  extremity  of  the  femur  deep  within  the  ace- 
tabulum. The  abductor  muscles  are  then  sutured 
by  bony  attachment  to  the  shaft  of  the  femur.  To 


Fig.  1. 

Pre-operative  X-ray  of  Case  1,  showing  almost  com- 
plete absorption  of  the  neck  with  coxa  vara  deformity. 
The  density  of  the  head  fragment  would  indicate  par- 
tial necrosis  of  the  bone.  There  was  no  evidence  of 
bony  union  noted  at  operation. 

preserve  and  revitalize  the  head  fragment  by  any 
method  of  treatment. 

With  the  advanced  type  of  non-union  there  is 
present  a severe  degree  of  disability.  Many  cases 
are  unable  to  walk  at  all  and  are  committed  to  life 
in  a wheel-chair  or  bed.  If  able  to  walk,  it  is  usually 
necessary  to  use  crutches.  Attempted  movement  and 
weight  bearing  cause  a considerable  amount  of  pain. 
The  limb  is  insecure,  due  to  the  neck  absorption, 
and  becomes  shortened  by  the  upward  riding  of  the 
greater  trochanter  against  the  ilium,  usually  assum- 


Fig.  2. 

Post-operative  X-ray  of  Case  1,  taken  over  a year 
after  the  reconstruction  operation  herein  described  was 
performed.  The  hip  is  stable  and  has  an  excellent  range 
of  voluntary  motion.  Note  the  rounding  off  of  the 
upper  extremity  that  has  occurred  with  time  and  the 
formation  of  apparently  a true  joint  space. 

date  fifteen  cases  have  personally  been  operated 
upon. 

Following  are  the  histories  of  two  typical  cases 
of  old  ununited  fracture  of  the  neck  of  the  femur 
in  which  this  type  of  reconstruction  operation  was 
done. 

Case  History. 

Mrs.  J.  G.,  age  45,  was  admitted  to  Bellevue 
Hospital  on  July  2,  1934.  About  a year  pre- 
viously this  patient  had  slipped  and  fallen  on 
her  right  hip.  She  had  been  adequately  treated 
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Fig.  3. 

Pre-operative  X-ray  of  Case  2,  a woman  aged  sixty- 
nine,  showing  old  ununited  fracture  with  marked  up- 
ward riding  of  the  shaft.  Note  the  extreme  atrophy  of 
the  bone  due  to  the  patient  being  practically  com- 
pletely disabled  for  over  a year  and  a half. 

frank  non-union  with  fibrous  tissue  covering  both 
fragments  and  almost  complete  absorption  of  the 
neck  of  the  femur.  The  plaster  was  bivalved 
after  four  weeks  and  overhead  suspension  of  the 
limb  begun,  using  active  and  passive  movement. 
Two  weeks  later,  the  patient  was  gotten  out  of 
bed  without  support  and  was  encouraged  to  walk 
with  crutches.  She  was  discharged  from  the 
hospital  eight  weeks  post-operatively,  walking 


Fig.  4. 

Post-operative  X-ray  of  Case  2,  taken  over  a year 
after  the  reconstruction  operation.  Note  the  change 
in  the  bony  structure  following-  weight  bearing.  Pa- 
tient doing  own  housework  and  presenting  good  range 
of  movement  in  all  directions. 

weeks  in  plaster  at  another  hospital,  movement 
of  the  hip  was  begun  and  she  was  permitted  to 
sit  in  a wheel-chair.  Frank  non-union  of  the  neck 
of  the  femur  resulted  and  when  she  was  admitted, 
she  was  completely  disabled.  She  spent  her  time 
in  a wheel-chair,  not  being  able  to  walk  since 
the  accident  of  a year  and  a half. 

Examination  showed  an  elderly  woman  lying 
in  bed,  presenting  adduction  deformity  and  two 


in  an  abduction  plaster  spica  for  the  following 
six  months  but  in  spite  of  this,  non-union  had 
occurred. 

On  her  admission  to  Bellevue  Hospital  she 
walked  with  the  aid  of  crutches  and  was  wearing 
a Thomas  splint.  She  complained  of  severe  pain 
on  any  movement,  even  that  of  turning  in  bed. 

Examination  of  the  hip  showed  that  movement 
in  all  directions  was  painful  and  limited  and  that 
the  limb  was  in  a position  of  marked  outward 
rotation.  There  was  marked  telescoping  with  an 
inch  shortening.  Appearance  of  the  X-ray  is 
shown  in  Figure  I. 

On  July  25,  1934,  the  type  of  reconstruction 
operation  under  discussion  was  done.  There  was 


with  a cane  and  at  present  has  returned  to  her 
housework  and  is  very  active.  She  has  a range 
of  movement  from  180  degrees  to  90  degrees  with 
a wide  range  of  abduction  and  free  rotation. 
There  has  been  a gain  of  one-half  inch  in  the 
length  of  the  extremity  following  this  type  of  re- 
construction operation.  Figure  II  shows  the 
present  X-ray  appearance  of  the  reconstructed  hip. 

Case  History. 

Mrs.  J.  L.,  age  69,  admitted  to  Bellevue  Hos- 
pital on  June  4,  1934,  complaining  of  severe  pain 
in  the  left  hip  and  being  unable  to  walk  at  all. 

In  January,  1933,  she  fractured  the  left  hip 
in  an  automobile  accident  and  after  about  eight 
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and  one-half  inches  shortening.  Appearance  of 
the  X-ray  is  shown  in  Figure  III.  On  account 
of  the  marked  upward  riding  of  the  greater  tro- 
chanter, a period  of  preliminary  traction  was  em- 
ployed and  on  August  27,  1934,  the  patient  was 
operated  upon,  using  the  type  of  reconstruction 
operation  described. 

Post-operative  X-ray,  taken  a year  later,  is 
shown  in  Figure  IV.  When  discharged  from  the 
hospital  the  patient  was  walking  with  the  aid  of 
crutches  and  presented  at  that  time  a stable,  pain- 
less hip  with  about  60  degrees  flexion  from  full 
extension,  and  a good  range  of  abduction. 

Since  discharge  she  has  returned  to  her  house- 
work and  at  present  is  quite  active  walking  up- 
stairs easily  and  not  using  a crutch  or  cane. 
Movements  are  from  180  degrees  to  90  degrees 
and  a wide  range  of  abduction.  There  is  at 
present  only  one-half  inch  shortening  instead  of 
the  preoperative  two  and  one-half  inches. 

Summary 

1.  Some  of  the  important  factors  which  give 
rise  to  non-union  in  fractures  of  the  neck  of  the 
femur  are  reviewed. 

2.  A type  of  reconstruction  operation  parti- 
cularly useful  for  old  ununited  fracture  of  the  neck 
of  the  femur  is  described  and  two  cases  treated  by 
this  operation  are  presented. 
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THE  TREATMENT  OF  ARTHRITIS.* 


John  R.  Hamilton,  M.  D.,  F.  A.  C.  P., 

Nassawadox,  Va. 


The  discussion  will  be  limited  to  chronic  atrophic 
arthritis,  which  is  also  called  infectious,  prolifera- 
tive and  rheumatoid  arthritis,  and  to  chronic  hyper- 
trophic arthritis,  also  known  as  senescent,  degenera- 
tive and  osteo-arthritis.  These  are  the  two  great 
forms  of  “chronic  arthritis”  which  Osgood  calls 
the  most  generally  prevalent  and  most  inadequately 
treated  controllable  chronic  disease.1 

In  review,  some  of  the  essential  differences  of 

*Read  before  the  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina  in  Tarboro,  N.  C.,  December 
3,  1936. 


these  two  conditions  will  be  briefly  stated,  as  given 
by  a subcommittee  of  the  American  Committee  for 
the  Control  of  Rheumatism.2  “Chronic  atrophic 
arthritis:  usual  age  of  onset  is  between  the  ages  of 
twenty  and  forty;  it  involves  many  joints,  small 
as  well  as  large.  If  of  consequence,  it  is  generally 
associated  with  loss  of  weight  and  appetite,  sec- 
ondary anemia,  atrophy  of  the  skin,  muscles  and 
bones,  lowered  blood  pressure  and  skin  temperature 
and  other  symptoms  of  vasomotor  instability,  ex- 
haustion and  tachycardia — even  without  fever.  Its 
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course  may  be  short  and  leave  little  or  no  significant 
residual  disability.  On  the  other  hand,  it  often 
tends  to  be  progressively  destructive,  and  in  uncon- 
trolled cases  often  ends  in  ankylosis.  Chronic  hy- 
pertrophic arthritis,  on  the  other  hand,  rarely  ap- 
pears symptomatically  before  the  age  of  forty.  It 
tends  to  involve  a few  favorite  joints,  such  as  the 
lower  cervical  and  lower  lumbar  spine,  terminal  and 
sometimes  middle  phalangeal  joints,  knees,  and  less 
frequently  a hip  or  shoulder.  Its  course  may  demon- 
strate little  progression;  if  so,  the  progression  is 
slow  and  the  disability  it  produces  fairly  moderate. 
It  is  not  associated  with  a related  loss  of  appetite 
and  weight,  anemia,  tachycardia,  hypotension  or 
marked  alterations  in  skin  temperature,  although  it 
is  usually  associated  with  some  fatigue.” 

From  the  above  it  is  evident  that  each  of  these 
two  diseases  is  a complicated  whole  made  up  of 
elements  which  may  vary  to  such  an  extent  as  to 
present  a different  picture  each  time.  At  the  same 
time,  each  patient  suffering  from  one  of  these  dis- 
eases introduces  a case  with  distinct  features  gov- 
erned by  such  things  as  the  heredity,  environment 
and  occupation  of  the  patient  and  his  individual 
resistance.  When  all  of  these  factors  are  assem- 
bled and  the  possible  permutations  calculated,  one 
must  comprehend  that  there  is  no  definite  routine 
treatment  for  hypertrophic  or  atrophic  arthritis  in 
general  but  each  time  treatment  must  be  applied  to 
an  individual  case. 

In  a case  of  either  disease  when  beginning  treat- 
ment, the  first  step  is  to  ascertain  every  way  in  which 
the  patient  varies  from  his  normal  in  addition  to 
his  symptoms  of  arthritis.  These  deviations  must 
be  tabulated  and  examined  carefully,  for  the  cor- 
rection of  these  extraneous  disorders  may  be  as  es- 
sential to  ultimate  success  as  any  procedure  aimed 
directly  at  the  arthritis.  Each  patient  must  be 
studied  as  a whole.  From  the  data  of  the  history, 
the  physical  examination  and  the  laboratory  work 
these  accompanying  variations  may  be  listed  and 
their  correction  may  be  started  while  a more  detailed 
study  of  the  patient  is  being  carried  out  and  a direct 
attack  upon  the  arthritis  is  planned.  This  direct 
attack  must  follow  two  lines:  one,  the  removal,  at 
the  correct  time,  of  the  cause  or  causes  of  the  arthritis 
if  it  can  be  located;  and,  two,  the  treatment  of  the 
arthritis  that  has  already  developed. 

In  instigating  the  first  step  in  treatment,  dealing 


with  the  patient’s  variations  from  normal,  they  may 
be  found  to  be  closely  interwoven  with  the  treatment 
as  a whole,  but  they  should  be  given  sufficient  at- 
tention. The  patient’s  weight  should  be  compared 
to  the  average  person’s  weight  and  his  own  stand- 
ard. A patient  with  chronic  atrophic  arthritis  who 
has  lost  weight  must  regain  his  lost  ground.  With 
this  loss  of  weight  the  physician  is  often  confronted 
by  an  anorexia.  This  is  frequently  fostered  by  a 
deep-seated  conviction  of  the  patient  that  certain 
foods  should  be  eliminated  from  his  diet,  until  he  is 
left  with  a definitely  deficient  diet.  In  such  cases, 
give  a sincere  and  forceful  explanation  of  the  large 
number  of  food  elements  required  by  the  body,  best 
obtained  by  a general  diet,  including  as  near  as 
possible  all  types  of  foods.  When  such  a patient  is 
convinced  and  will  yield  the  problem  of  diet  to  his 
physician,  a great  step  forward  is  made.  I have 
found  vitamin  B,  small  doses  of  sodium  cacodylate, 
intramuscular  liver  injections,  and,  at  times,  a bitter 
tonic  helpful  in  overcoming  anorexia. 

In  every  case  the  patient  should  be  impressed  by 
the  necessity  of  a general  diet.  A great  drawback 
is  that  many  arthritic  patients  must  have  teeth  ex- 
tracted during  their  treatment.  These  patients  can- 
not be  expected  to  gain  weight,  enjoy  eating,  or 
properly  digest  food  if  they  are  forced  to  exist  on 
liquids  and  very  soft  foods  or  firm  foods  cut  in 
small  pieces  to  be  swallowed  whole.  The  important 
process  of  thorough  mastication  cannot  be  ignored. 
A well-balanced  meal,  each  item  passed  through  a 
food  chopper,  and  the  whole  attractively  arranged 
on  a plate,  is  inviting  and  the  patient  is  able  to 
masticate  such  food  until  it  is  thoroughly  mixed 
with  saliva  and  is  in  better  condition  to  be  passed 
on  to  the  stomach.  Such  a procedure  is  not  ex- 
pensive and  it  is  not  too  time-consuming  for  the 
house-wife.  A gastric  analysis  is  indicated  in  many 
of  these  cases,  and  corrections  should  be  made  in 
accordance  with  the  findings.  The  motility  of  the 
stomach  is  also  disordered  at  times  and  needs  cor- 
rective measures. 

In  dealing  with  chronic  hypertrophic  arthritis, 
over-weight  is  frequently  encountered,  and  then  it 
is  just  as  important  to  effect  a reduction  in  weight. 
As  has  been  previously  stated,  generalization  is  not 
possible,  but  in  many  cases  I found  the  Nissler- 
Gorden  moderately-low-starch  diet  with  dextrose  and 
with  exercise,  as  indicated,  gave  adequate  weight 
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reduction.  In  certain  cases  of  each  type  of  arthritis 
sharply  limiting  carbohydrates  in  the  diet  gave  re- 
lief of  symptoms,  but  I believe  that  this  cannot  be 
accepted  as  a general  measure. 

Constipation  is  prevalent  in  patients  with  both 
types  of  arthritis  and  should  be  combated  by  the 
usual  methods.  Secondary  anemia,  often  found  in 
patients  with  atrophic  arthritis,  must  be  treated, 
when  present,  with  adequate  doses  of  iron.  This 
only  suggests  a few  of  the  details  in  the  treatment 
of  the  extraneous  disorders  but  I hope  it  has  indi- 
cated the  importance  of  treating  the  whole  patient 
along  with  his  arthritis. 

When  beginning  the  direct  attack  against  the 
arthritis,  dealing  with  focal  infections  still  plays  an 
important  part.  It  is  true  that  any  proven  focus 
of  infection  should  be  removed  for  general  hygienic 
reasons  alone,  provided  this  can  be  done  without 
harmful  effect  to  the  patient.  But  both  physician 
and  patient  want  a more  pertinent  question  an- 
swered: “Will  the  removal  of  a certain  focus  also 
help  relieve  the  condition  from  which  the  patient  is 
suffering”  ? 

In  cases  of  chronic  atrophic  arthritis  a focus  of 
infection  is  often  the  cause  of  the  arthritis.  I believe 
that  radicalism  wdthin  the  limits  of  common  sense 
in  removing  foci  of  infection  in  chronic  atrophic 
arthritis  is  often  the  rational  course;  but  by  remov- 
ing a focus  in  the  event  of  this  disease,  we  can  hope 
to  accomplish  only  one  thing, — to  remove  the  cause. 
It  does,  not  take  care  of  the  condition  which  has 
already  developed.  If  this  is  remembered,  it  will 
give  a clearer  view  of  the  place  of  the  removal  of 
foci  in  the  treatment  of  chronic  atrophic  arthritis. 
The  results  to  be  expected  may  be  compared  as  fol- 
lows: If  I discover  in  my  home  a fire  caused  by  a 
defective  oil  stove,  the  first  thing  to  do,  if  it  can  be 
done  with  reasonable  safety,  is  to  remove  the  stove 
and  its  supply  tank  out  into  the  yard,  being  careful 
not  to  spill  oil  if  possible  on  the  way  out.  Having 
accomplished  this,  I would  hurry  back  and  extin- 
guish any  fire  that  had  spread  to  the  room,  not 
stopping  until  every  spark  was  extinct. 

The  part  this  step  plays  in  the  entire  course  of 
the  treatment  and  the  results  which  may  be  ex- 
pected from  this  one  corrective  measure  will  vary. 
In  one  case  of  chronic  atrophic  arthritis  the  cause 
may  be  found,  the  blind  abscess  of  a single  tooth. 
This  may  be  removed,  no  follow-up  treatment  car- 


ried out,  yet  the  patient  makes  a complete  recovery. 
In  such  a case  the  disease  has  not  gained  a definite 
hold  and  after  the  removal  of  the  cause,  the  rest  of 
the  disease  is  killed  by  the  body’s  owm  agents.  This 
is  the  ideal  situation  but  it  cannot  be  expected  too 
often  by  patients  and  doctors. 

In  another  case  of  atrophic  arthritis,  the  cause 
may  be  found  again  a single  blind  abscessed  tooth; 
the  tooth  is  extracted,  and  the  patient  has  a severe 
flare-up  of  his  disease.  The  reason  for  this  result 
is  evident.  To  go  back  to  the  illustrative  fire,  as 
when  oil  is  spilled  wrhile  the  stove  is  being  removed, 
so  the  acute  arthritic  situation  which  arises  calls  for 
independent  measures  in  combat.  In  lesser  degrees 
this  outcome  is  accepted  favorably  by  the  attending 
physician.  But  I hasten  to  describe  a procedure 
which  is  becoming  rare.  Suppose  six  teeth  are  found 
to  have  blind  abscesses  and  they  are  all  extracted 
at  one  sitting.  What  happens?  Nothing  more  than 
an  acute  flare-up  may  follow.  But,  to  return  to  my 
homely  example,  in  the  hurry,  such  a spill  of  oil 
may  be  fed  to  the  fire  that  total  destruction  may 
occur,  or,  even  if  the  added  flames  are  extinguished, 
a great  deal  more  damage  is  found  than  would  have 
occurred  had  the  additional  oil  not  been  furnished 
the  fire.  ■> 

In  still  another  case  we  may  see  a patient  who 
has  a tooth  with  a blind  abscess  or  one  of  the  many 
other  foci  of  infection.  It  is  removed.  There  is  a 
lull  in  his  symptoms  and  then  they  return  and  con- 
tinue as  usual.  Why?  Because  the  condition  initi- 
ated by  the  focus  has  developed  to  such  an  extent 
that  it  is  only  slowed  by  the  removal  of  the  “oil.” 
Hence  the  necessity  for  remembering  the  further 
measures  of  the  direct  attack  which  make  the  treat- 
ment complete. 

There  is  still  the  case  where  the  careful  and 
judicious  removal  of  the  foci  of  infection  causes  no 
change  in  the  picture  because  the  “fire”  has  reached 
such  proportions  that  the  removal  of  the  “oil  stove” 
has  no  effect,  and  further  measures  of  the  direct 
attack  must  be  used  before  any  relief  can  be  ob- 
tained. 

After  the  removal  of  foci  of  infection,  improve- 
ment may  occur  at  any  time  varying  from  weeks 
to  months.  Often  before  the  results  are  evident 
some  other  procedure  has  been  started  which  reaps 
the  entire  glory  for  the  improvement  when  the  re- 
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moval  of  the  focus  was  at  least  the  opening  wedge 
in  separating  the  patient  from  his  disease. 

The  correct  time  at  which  to  remove  a focus  of 
infection  requires  a separate  decision  in  each  case. 
Also,  because  one  focus  is  found,  too  often  the  search 
is  not  continued  and  other  foci  are  left  so  that 
the  disease  continues  to  develop  and  the  patient 
suffers. 

In  hypertrophic  arthritis  after  the  removal  of  foci 
of  infection,  I have  seen  only  the  general  improve- 
ment in  bodily  health  which  one  would  expect  from 
the  removal  of  a toxic  agent  in  any  case.  In  this 
disease  it  is  my  feeling  that  foci  of  infection  should 
be  removed  for  general  hygienic  reasons.  I con- 
sider this  more  as  an  extraneous  disorder  accom- 
panying the  arthritis. 

At  present  there  is  evident  much  confusion  con- 
cerning the  use  of  germ  products  in  the  treatment 
of  atrophic  arthritis,  and  this  confusion  will  continue 
until  much  more  work  and  observation  are  carried 
out.  Germs  prepared  in  different  ways  have  been 
recommended,  vaccines,  antigens,  and  immunogens; 
and  the  source  varying  from  autogenous  to  special 
stock  strains  or  unrelated  germs  such  as  typhoid. 
Administration  has  been  variously  advised  as  intra- 
dermally,  subcutaneously,  intravenously,  and  intra- 
muscularly; the  reaction  aimed  for  from  none  to  a 
marked  general  one.  The  basis  for  their  use  has 
varied  from  the  results  of  agglutinations  tests  to  the 
broadest  general  indications. 

In  atrophic  arthritis,  if  the  focus  has  been  re- 
moved and  the  disease  continues  active,  or,  as  a re- 
inforcement, one  of  the  above-mentioned  products 
chosen  either  from  an  autogenous  source  or  stock 
arthritic  strain,  administered  intramuscularly  or  sub- 
cutaneously, will  do  much  to  build  up  the  resistance 
of  the  body  in  overcoming  the  infection.  It  is  my 
feeling  that  best  results  are  obtained  from  small 
doses,  which  gives  no  general  reaction.  In  very 
chronic  cases  where  signs  of  activity  persist,  a 
stock  arthritic  streptococcus  immunogen  has  been 
given  in  small  doses  intravenously,  with  five  grains 
of  acetylsalicylic  acid  given  before  and  after  its  ad- 
ministration, and  the  results  have  been  gratifying. 

Neither  broadside  condemnation  or  unquestioned 
acceptance  of  these  products  is  warranted,  but  if 
they  are  chosen  at  the  proper  time  as  the  individual 
case  justifies,  they  are  useful  in  helping  the  body 
overcome  the  offending  organism.  Typhoid  vaccine 


has  been  used  intravenously  and  some  splendid  re- 
sults have  been  reported.  My  experience  is  so  lim- 
ited with  this  type  of  therapy  that  it  does  not  justify 
an  opinion. 

,In  hypertrophic  arthritis,  germ  products  have 
shown  no  marked  beneficial  results. 

Foreign  protein  therapy  lias  its  advocates.  In 
early  atrophic  arthritis  where  no  foci  could  be  located 
and  the  white  count  and  poly,  count  were  low,  I 
have  seen  foreign  protein  stimulation  return  the 
white  blood  picture  to  normal  and  at  the  same  time 
the  arthritic  process  showed  improvement  and  ap- 
parent cessation. 

Intramuscular  and  intravenous  colloidal  sulphur 
have  been  used  a great  deal  in  recent  years.  Work 
in  standardizing  the  different  products  is  necessary 
and  more  investigation  to  determine  just  how  this 
agent  affects  the  body  is  needed.  One  hypothesis 
at  present  is  that  the  metabolic  upset  following  the 
attack  by  the  cause  of  the  arthritis  calls  for  added 
sulphur.  Time  only  will  bring  to  light  the  correct 
theory  of  its  action.  I have  used  intramuscular 
sulphur  (sulfur-diasporal)  since  1933.  No  toxic 
effects  have  been  seen.  The  dose  has  been  grad- 
ually increased  until  now  the  usual  procedure  is  to 
give  one  2 c.c.  ampule  containing  twenty-five  milli- 
grams of  sulphur  three  times  a week  for  a total  of 
twenty  injections.  In  chronic  atrophic  arthritis  im- 
provement has  occurred  consistently  enough  to  cause 
me  to  be  favorably  impressed  by  the  use  of  this  drug 
as  a follow-up  measure  after  the  removal  of  the 
cause  of  the  disease,  or  as  a measure  to  help  get 
the  patient  in  condition  to  have  foci  of  infection  re- 
moved, or  in  those  cases  where  no  foci  can  be  located. 

The  correct  usage  of  oral  medication  is  by  no 
means  a settled  question.  I do  not  hesitate  to  ad- 
minister salicylates  in  their  various  forms  for  pain. 
This  makes  the  patient  more  comfortable  and  de- 
creases the  muscle  spasm.  I have  at  times  a con- 
viction, totally  unproved,  that  salicylates  have  a 
definitely  harmful  effect  on  streptococci.  Iodides 
in  more  chronic  cases  are  at  times  beneficial.  Oxoate- 
B deserves  further  investigation  and  clinical  ob- 
servation. 

Physical  therapy,  an  often  neglected  form  of 
treatment,  is  essential  for  complete  restoration  of 
most  cases  of  both  atrophic  and  hypertrophic  arth- 
ritis. It  is  often  neglected  because  of  a misconcep- 
tion that  this  involves  equipment  which  is  not  at 
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hand.  This  subject  cannot  even  be  touched  upon 
in  the  time  limit  allowed,  so  I would  recommend 
the  recent  edition  of  the  “Handbook  of  Physical 
Therapy,”  published  by  the  American  Medical  As- 
sociation, to  those  who  have  not  already  read  it.  Of 
course,  physical  therapy  must  be  used  in  its  cor- 
rect form  and  at  the  correct  time. 

Another  vital  field  of  therapy  that  unfortunately 
must  be  passed  over  with  only  a few  words  of  praise 
for  the  part  it  plays  in  the  management  of  arthritis 
and  the  restoration  of  the  deformed  is  orthopedics. 
It  has  an  important  place  in  helping  prevent  the 
various  deformities  or  in  correcting  them  once  they 
have  occurred. 

It  is  well  to  have  one’s  patients  clearly  under- 
stand the  time  necessary  for  treatment.  This  is  par- 
ticularly true  in  atrophic  arthritis.  They  must  un- 
derstand that  this  is  a chronic  disease  and  time 
units  must  be  in  months  and  years.  If  they  un- 
derstand this  before  actual  treatment  is  begun,  it 
will  prevent  to  a great  extent  the  restlessness,  worry 
and  anxiety  that  often  occurs.  It  is  my  personal 
belief  that  once  a patient  and  physician  unite  in  a 
partnership  to  combat  atrophic  arthritis,  regardless 
of  apparent  or  symptomatic  results,  this  partnership 
should  continue  for  at  least  one  year;  then,  if  this 
partnership  is  showing  satisfactory  results,  it  should 
continue  actively  for  two  more  years,  becoming  then 
a guiding  agency. 


In  dealing  with  such  a subject  as  atrophic  and 
hypertrophic  arthritis  within  a short  time  limit,  only 
portions  of  the  surface  can  be  scratched.  Many 
phases  must  be  treated  lightly  or  not  be  touched  upon 
at  all.  The  purpose  of  this  paper  has  been  to  bring 
again  to  mind  the  treatment  of  these  two  important 
conditions  and  to  try  to  help  reduce  the  residual 
pessimism  which  has  accumulated  with  time  and  the 
disease  in  the  minds  of  many  physicians.  When 
we  accept  the  responsibility  of  stewardship  of  these 
patients,  we  can  do  so  whole-heartedly.  Even  by 
only  accepting  the  more  conservative  estimates,  such 
as  that  found  in  the  Primer  on  Rheumatism,3  we 
can  expect  satisfactory  improvement  in  at  least  70 
per  cent  of  our  cases  when  the  problem  is  seriously 
tackled  and  men  with  special  ability  are  called  in 
as  needed. 
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According  to  a recent  report  of  the  American 
Medical  Association,  about  six  hundred  thousand 
dollars  of  public  funds  are  spent  annually  in  Vir- 
ginia for  hospitalization  and  treatment  of  patients 
suffering  with  pulmonary  tuberculosis.  This  is 
further  confirmation  of  the  fact  that  the  tuberculosis 
problem  is  not  yet  satisfactorily  solved.  In  view  of 
this,  our  purpose  in  presenting  this  paper  is  to  out- 
line a program  of  control  of  pulmonary  tuberculosis, 
utilizing  present  facilities  and  making  these  equally 

*Read  at  the  sixty-seventh  annual  session  of  the  Medical 
Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


available  to  all  patients  in  need  of  treatment.  A co- 
ordinated program  of  tuberculosis  control  empha- 
sizes the  need  in  Virginia  of: 

1.  More  sanatorium  beds  made  free  and  imme- 
diately available  for  indigent  patients. 

2.  A state-wide  collapse  therapy  program  equally 
available  for  all  patients  in  need  of  such  treatment. 
In  addition  to  pneumothorax,  facilities  should  be 
provided  for  surgical  treatment,  such  as  phrenic 
nerve  operations,  pneumolyses  and  thoracoplasties, 
in  all  public  institutions  for  the  treatment  of  tuber- 
culosis. 
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3.  A state-wide  follow-up  program  which  will  in- 
clude provision  for  the  continuance  of  pneumothorax 
of  all  marginal  and  indigent  patients.  Private  phy- 
sicians can  and  will  equip  themselves  to  give  this 
treatment.  Pay  for  treatment  of  indigent  patients 
should  come  from  tax  revenue. 

4.  Tuberculosis  education  and  scientific  treatment 
can  and  should  be  combined.  This  can  best  be  ac- 
complished through  a co-ordinated  program,  making 
a short  sanatorium  residence  available  to  all  patients 
through  an  accelerated  turn-over. 

The  chief  factors  influencing  the  prognosis  in 
tuberculosis  are  age,  extent  and  nature  of  disease, 
economic  status,  and  the  character  of  the  treatment. 
Experience  convinces  us  that  the  economic  problem 
is  probably  the  greatest  single  factor  influencing  the 
treatment  of  tuberculosis.  Aside  from  the  many 
other  advantages  that  money  offers,  we  find  that  any 
patient  who  is  assured  of  freedom  from  economic 
strain  and  financial  worry  responds  more  promptly 
and  more  certainly  than  a similar  patient  financially 
handicapped  or  unduly  worried.  Many  of  the  haz- 
ards of  tuberculosis  are  primarily  social  and  second- 
arily medical. 

Regardless  of  our  belief,  as  to  the  relative  impor- 
tance of  exogenous  as  opposed  to  endogenous  re- 
infection in  the  propagation  of  tuberculosis,  we  are 
all  agreed  that  poor  living  conditions  and  over- 
crowding are  potent  factors  in  the  spread  of  the  dis- 
ease. Constant  exposure  to  the  myriads  of  tubercle 
bacilli,  continually  excreted  by  the  advanced  con- 
sumptive, endangers  all  who  are  intimately  exposed, 
either  to  infection  or  to  possible  reinfection,  and 
gives  assurance  of  further  propagation  of  the  dis- 
ease. We  believe  that  the  danger  of  infection  and  re- 
infection from  casual  contact  with  tuberculosis  has 
been  over-emphasized  with  the  result  that  a fright- 
ened public  has  been  more  concerned  with  the  tem- 
porary care  of  the  afflicted  than  with  a solution  of 
the  underlying  problem. 

In  the  control  of  tuberculosis,  early  diagnosis,  in 
our  opinion,  has  been  over-emphasized,  and  early 
treatment  under-emphasized.  We  often  hasten  the 
diagnosis  and  delay  the  treatment.  Bates,  in  a follow- 
up study  of  the  medical  student  patients  and  phy- 
sician patients  discharged  from  Trudeau  Sanato- 
rium, reports  on  239  such  patients.  He  states  that 
among  this  group  25  per  cent  were  classified  as  hav- 
ing minimal  tuberculosis  as  compared  with  21  per 
cent  of  the  entire  sanatorium  population.  When  these 


figures  are  considered  and  we  recognize  that  not 
more  than  25  per  cent  of  a select  group  are  diagnosed 
early,  we  feel  that  in  Virginia  early  diagnosis  is  not 
our  major  problem  in  tuberculosis  control.  Without 
minimizing  the  importance  of  early  diagnosis,  we 
are  convinced  that  the  treatment  of  the  patient  fol- 
lowing diagnosis  is  the  most  important  single  factor 
in  the  control  of  tuberculosis.  It  is  the  duty  of  the 
attending  physician  to  determine  the  treatment,  and 
advise  the  patient  concerning  it.  For  this  to  be  done 
intelligently  the  physician  must  consider  the  patient’s 
finances,  his  family  and  other  obligations,  his  occu- 
pation, and  the  possibility  of  the  patient  continuing 
or  soon  returning  to  work.  We  believe  that  the 
proper  time  to  first  consider  rehabilitation  is  imme- 
diately after  diagnosis  is  made.  If  all  of  the  factors 
in  this  connection  are  given  proper  consideration,  it 
will  simplify  the  problem  of  determining  whether 
the  patient  will  have  sanatorium  care  or  home  treat- 
ment, or,  as  is  unfortunately  too  often  the  case, 
whether  the  patient  will  be  permitted  to  continue 
without  treatment  until  he  is  no  longer  able  to  work 
and  his  condition  has  become  hopeless. 

The  sanatorium  is  still  an  important  link  in  the 
treatment  of  pulmonary  tuberculosis  and  we  will 
continue  to  have  need  of  sanatoria  for  the  care  of 
many  patients.  The  sanatorium,  however,  is  not  the 
whole  solution  of  the  tuberculosis  problem,  and  the 
sooner  we  recognize  this  and  as  physicians  realize 
that,  after  all,  the  tuberculosis  problem  is  our  prob- 
lem, the  sooner  and  faster  will  we  make  further 
progress  in  the  control  of  this  disease.  Approximate- 
ly two-thirds  of  all  patients  receiving  sanatorium 
treatment  have  reached  the  far  advanced  stage  of 
tuberculosis  before  admission.  About  two  thousand 
people  die  in  Virginia  each  year  with  tuberculosis, 
and  one-tenth  of  them  die  in  sanatoria.  Thus,  it  is 
obvious  that  of  the  great  number  of  people  having 
open  contagious  tuberculosis,  only  a few  are  in  the 
sanatorium  for  more  than  a short  time  during  the 
period  of  greatest  infectiousness.  Any  patient  who 
is  excreting  tubercle  bacilli  is  a menace  to  himself 
and  often  to  others.  If  the  sanatorium  is  to  fulfil  its 
purpose  as  a public  health  measure,  its  first  duty  is 
to  free  the  greatest  number  of  patients  of  positive 
sputum  in  the  shortest  possible  time.  Hopeless  or 
dying  patients  with  open  tuberculosis  should,  when 
possible,  be  isolated  in  the  sanatorium  and  not  sent 
out  to  infect  others  before  dying,  just  for  the  sake  of 
admitting  other  patients  who  might  have  a similar 
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experience.  The  purpose  of  a sanatorium  should  be 
to  break  the  continuity  of  infection  while  treating  a 
patient  and  through  this  promote  tuberculosis  con- 
trol. 

Any  classification  of  the  population  with  regard 
to  the  economic  status  usually  considers  three  broad 
groups : 

1.  Those  who  for  one  reason  or  another  may  be 
considered  financially  independent; 

2.  The  great  middle  class  of  moderate  means;  and 

3.  The  marginal  wage  earner  and  indigent. 

The  treatment  of  patients  in  the  first  group  is 

largely  a medical  problem  as  time  and  expense  are 
of  secondary  importance.  With  these  patients  a 
short  residence  at  a health  resort  is  often  desirable 
and  even  prolonged  sanatorium  treatment  is  not  in- 
compatible with  economic  rehabilitation.  Home 
treatment  with  these  individuals  offers  no  great  dif- 
ficulty as  rest,  food,  necessary  isolation  and  special 
medical  treatment  can  be  made  readily  available. 
The  danger  of  home  infection  is  obviously  minimal 
in  this  group. 

Patients  in  the  second  group  are  usually  prepared 
to  finance  a short  illness,  but  it  is  frequently  impos- 
sible for  these  patients  to  withstand  the  expense  of 
prolonged  illness,  especially  when  combined  with 
idleness  and  the  additional  expense  of  hospital  or 
sanatorium  residence.  Consequently,  these  patients 
welcome  collapse  therapy  or  any  other  treatment 
which  gives  hope  of  shortening  time  of  cure  and 
period  of  convalescence. 

The  third  group  should  be  cared  for  by  the  state 
and  local  community  since  they  suffer  the  dire  re- 
sults from  financial  hazards  such  as  inadequate’  food, 
poor  housing,  over-crowding,  and  other  factors  which 
harbor  and  spread  infection.  The  indigent  patient, 
although  a community  responsibility,  is  the  major 
obstacle  encountered  by  the  practicing  physician  in 
the  control  of  tuberculosis.  The  fatalistic  outlook 
of  many  of  these  patients,  often  shared  by  the  attend- 
ing physician,  can  only  be  remedied  by  more  ade- 
quate facilities  for  care  and  treatment,  once  diag- 
nosis has  been  made.  For  the  relief  of  this  condition 
we  suggest  that  more  of  the  present  sanatorium  beds 
be  made  free  and  immediately  available  for  indigent 
patients,  and  that  provision  be  made  by  the  state  or 
local  community  for  the  necessary  follow-up  and 
treatment  of  these  patients  after  discharge  from  the 
sanatorium.  In  this  group,  we  believe  that  collapse 
measures  are  even  more  imperative  and  that  provision 


for  carrying  out  any  and  all  collapse  measures  should 
be  made  available  in  every  tuberculous  institution 
supported  in  full  or  in  part  by  public  funds.  This 
would  make  possible  shorter  periods  of  sanatorium 
treatment  with  accelerated  institutional  turnover  and 
would  also  make  possible  the  re-admission  of  any 
patient  on  short  notice  solely  upon  the  recommenda- 
tion of  the  attending  physician.  Rest,  both  local  and 
general,  may  be  intelligently  combined  with  food 
and  fresh  air  and  the  triad  of  treatment  may  be 
completed. 

Collapse  therapy,  in  freeing  the  sputum  of  tubercle 
bacilli,  becomes  one  of  the  most  important  public 
health  measures  by  making  safe  patients  who  would 
otherwise  be  a menace  to  themselves  and  others.  Ac- 
complishing this,  short  sanatorium  residence  should 
be  adequate  for  the  necessary  hygienic  training  in 
the  education  of  the  tuberculous  patient. 

Many  of  the  marginal  wage  earners,  though  self- 
supporting  when  well,  become  indigent  as  the  result 
of  illness,  and  prompt  utilization  of  collapse  therapy 
will  permit  many  of  them  to  continue  with  or  soon 
return  to  their  occupations.  After  a short  period  of 
hospitalization,  during  which  pneumothorax  has 
been  instituted,  many  of  these  can  return  home  and 
continue  the  treatment  under  the  direction  of  the 
family  physician  or,  if  he  is  not  prepared  to  admin- 
ister pneumothorax,  may  be  referred  to  a.  nearby 
physician  or  hospital  unit  equipped  for  and  offering 
this  service. 

In  summary,  we  wish  to  emphasize  that  the  pa- 
tient of  independent  means  may  avail  himself  of  the 
proper  medical  and  hospital  facilities  for  which 
there  is  ample  provision.  The  patient  of  moderate 
means  can  finance  in  part  or  in  full  a short  period 
of  hospitalization,  but  he  usually  cannot  withstand 
both  prolonged  unemployment  and  protracted  hos- 
pitalization. Provision  must  be  made  by  the  com- 
munity or  state  for  the  marginal  or  indigent  group 
as  they  are  unable  to  withstand  either  idleness  or 
illness.  It  is  impossible  to  estimate  with  any  degree 
of  accuracy  what  financial  burden  to  the  state,  the 
program  advocated  would  involve.  It  is  the  writers’ 
belief  that  large  savings  would  result  from  rapid 
turnover  incident  to  prompt  pneumothorax  or  other 
compression  treatment.  However,  the  financial  as- 
pects of  the  question  are  by  no  means  the  most  im- 
portant. It  is  our  belief  that  a co-ordinated  tuber- 
culosis program  in  Virginia,  embodying  the  sug- 
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gested  features,  will  go  far  toward  the  solution  of 
this  expensive  and  depressing  situation. 

Reference 

Bates,  Robert  T. : American  Review  of  Tuberculosis. 

1935,  XXXII,  161. 

Professional  Building. 

Discussion 

Dr.  C.  Lydon  Harrell,  Norfolk:  In  opening  the  dis- 
cussion I wish  to  differ  with  Dr.  Cole  slightly  on  two 
points  and  elaborate  on  others. 

First,  I do  not  deem  it  wise  to  recommend  that  phy- 
sicians who  have  not  had  proper  training  and  experience 
attempt  to  induce  pneumothorax.  It  is  most  difficult  at 
times  for  the  best  of  us. 

Secondly,  I do  not  feel  that  we  should  be  in  too  big  a 
hurry  to  return  gas  cases  to  their  jobs  just  because  they 
have  become  sputum  negative.  We  must  not  lose  sight 
of  the  fact  that  rest — mental  rest,  body  rest  and  organic 
rest — is  still  the  prime  factor  in  treating  tuberculosis  and 
is  so  recognized  by  our  most  eminent  authorities.  There 
are  other  things  to  be  taken  into  consideration  besides 
a negative  sputum, — the  patient’s  general  condition,  how 
he  feels  at  rest  and  after  exercise,  pulse  and  tempera- 
ture, etc.  To  permit  them  to  return  to  work  too  soon 
will  be  practicing  false  economy. 

Those  of  us  who  do  a great  deal  of  chest  work  feel 
that  in  many  instances,  patients  remain  in  Sanatoria  too 
long,  and  that  the  turnover  should  be  more  rapid  than 
is  customary,  thus  providing  more  beds  for  those  on  the 
outside.  When  the  State  Sanatoria  first  opened,  those 
in  charge  established  a rule  that  no  patient  could  remain 
more  than  six  months.  There  were  a few  exceptions.  They 
must  move  on  and  give  others  a chance.  I felt  that  this 
was  a good  rule  and  will  still  hold  true,  for,  after  a 
patient  spends  six  months  in  an  institution  for  the  cure, 
he  should  have  a pretty  good  idea  of  what  he  should  do 
and  how  to  do. 

When  pneumothorax  began  to  play  such  an  important 
part  in  treatment,  gas  cases  were  permitted  to  remain 
one,  two  and  even  three  years  because  there  was  no  one 
near  their  homes  to  give  them  refills.  Today  this  is  no 
longer  true  with  our  present  system  of  good  roads  and 
automobiles.  I dare  say  a great  majority  of  the  cases 
may  easily  reach  someone  skilled  in  performing  pneumo- 
thorax without  doing  them  any  appreciable  harm.  I have 
a number  of  cases  that  drive  forty  and  fifty  miles  for  their 
refills  with  no  untoward  effects. 

I feel  that  the  number  of  beds  for  indigent  patients 
should  be  greatly  increased,  especially  should  there  be  a 
greater  number  for  negroes.  We  have  nearly  three  times 
as  much  tuberculosis  among  the  negro  race  as  among  the 
white,  yet  we  have  approximately  935  beds  for  whites 
while  there  are  only  200  for  negroes  in  the  entire  State. 
Is  that  a fair  distribution?  We  should  also  have  more 
local  or  community  sanatoria  for  the  advanced  cases  with 
State  subsidy.  The  State  sanatoria  cannot  take  care  of  the 
far  advanced  cases;  they  are  an  obligation  on  the  com- 


munity, though  often  the  burden  becomes  too  heavy,  and 
State  aid  should  be  given. 

Dr.  F.  D.  Wilson,  Norfolk:  The  economic  side  of  this 
subject,  of  course,  appeals  to  us  very  deeply.  Last  year 
the  State  Child  Welfare  Committee  of  Virginia,  composed 
of  groups  interested  in  child  welfare,  including  the  Med- 
ical Society  of  Virginia,  adopted  a resolution  indorsing  a 
bill  before  the  State  legislature  appropriating  $195,000 
for  child-welfare  work,  including  $100,000  for  tuberculosis 
work.  The  legislature  “passed  it  up.” 

Dr.  Ennion  Williams  conceived  the  idea  some  years  ago 
and  recommended  that  in  each  congressional  district  there 
be  erected  a sanatorium  for  taking  care  of  the  advanced 
cases.  As  Dr.  Cole  and  Dr.  Harrell  pointed  out  to  you, 
it  is  the  indigent  advanced  cases  that  are  doing  so  much 
harm  in  the  community.  In  the  Second  Congressional  Dis- 
trict this  work  has  progressed  to  the  point  where  ground 
has  been  broken  for  a hospital  for  fifty  cases.  That  is  not 
a very  great  advance  when  you  think  there  are  probably 
1,000  cases  in  that  district,  but  it  is  at  least  a beginning. 
The  advanced  cases  that  are  seen  are  largely  in  that 
class  of  low  economic  standards  where  members  cannot 
take  care  of  themselves  and  who  have  become  a charge 
on  the  community.  My  feeling  is  that  we  shall  not  lower 
the  incidence  of  tuberculosis  and  the  death  rate  from 
tuberculosis  much  more  unless  the  State  or  the  larger  gov- 
ernmental units,  such  as  the  congressional  districts,  erect 
sanatoria  to  take  care  of  the  advanced  cases.  We  have 
such  a sanatorium  under  way  now  in  the  Second  District. 

Dr.  W.  E.  Brown,  Sanatorium:  I want  to  say  that  Dr. 
Cole  very  forcibly  expressed  the  great  need  for  adequate 
facilities  to  take  care  of  the  tuberculosis  problem.  I must 
say  that  the  facilities  in  the  State  of  Virginia  at  the  pres- 
ent time  are  entirely  inadequate.  The  National  Tuber- 
culosis Association,  a number  of  years  ago,  adopted  as  a 
minimum  standard  that  every  State  should  have  a bed  for 
each  annual  death.  In  Virginia  the  death  rate  has  de- 
creased and  the  number  of  beds  has  increased  until  we 
have  come  to  approximately  half  of  that  minimum  de- 
sirability. 

Dr.  Cole  said  something  about  the  beds  being  equally 
available.  I do  not  know  just  exactly  what  he  means 
by  that.  So  far  as  new  patients  are  concerned — those  who 
have  not  had  an  opportunity  for  sanatorium  training  and 
treatment — the  beds  in  the  State  institutions  are  equally 
available  as  far  as  their  resources  admit.  The  institutions 
are  of  mixed  construction.  The  pavilions  for  ambulatory 
patients  are  not  equipped,  nor  is  there  an  appropriation  to 
maintain  them  as  infirmaries.  It  is  obviously  unwise  to 
take  an  ill  patient  and  put  him  in  a building  designed 
only  for  ambulatory  patients.  So  we  are,  of  necessity, 
carrying  two  waiting  lists,  one  for  infirmary  patients  and 
one  for  the  ambulatory  type.  They  are  given  equal  chance 
for  admission  with  the  exception  that  cases  with  “open” 
tuberculosis  who  are  in  homes  where  small  children  are 
exposed  to  them  are  given  preference. 

In  the  matter  of  the  amount  of  surgical  treatment  that 
our  patients  are  receiving,  I believe  that  we  have  gone 
as  far  in  this  matter  as  we  consistently  can.  Every  pa- 
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tient  that  is  admitted  is  given  a careful  physical  and 
X-ray  examination,  as  well  as  complete  laboratory  work. 
Each  case  is  brought  up  in  staff  conference,  and  the  treat- 
ment of  each  individual  is  discussed.  If  there  is  any 
chance  of  benefiting  a patient  by  surgical  interference  he 
is  given  the  opportunity  of  receiving  this  treatment.  A 
few  refuse  it. 

I do  not  feel  that  in  the  minimal  cases  of  tuberculosis, 
unless  the  lesion  appears  to  be  of  the  flagrant  type,  we  are 
justified  in  starting  immediate  compression  on  them.  A 
great  many  minimal  cases,  with  proper  rest,  will  get  the 
lesion  arrested  and  still  have  a free  pleural  space.  Pneumo- 
thorax is  almost  invariably  followed  by  closing  of  the  in- 
tra  pleural  space,  and  any  subsequent  pulmonary  disease 
may  result  in  distortion  of  the  bronchial  tree  and  pulling 
over  of  the  mediastinum. 

In  the  fiscal  year  ending  June  30,  1936,  60  per  cent  of 
our  patients  who  had  definite  pulmonary  tuberculosis  re- 
ceived some  form  of  immobilization  of  the  diseased  lung. 
Of  those  remaining  in  the  Sanatorium  at  that  time  68  per 
cent  were  being  treated  by  some  form  of  thoracic  surgery. 

The  practice  of  compressing  a diseased  lung  and  re- 
turning the  patient  to  duty  within  a relatively  short  time 
may  be  advisable  in  some  patients,  but  I am  free  to  say 
that  in  not  over  10  per  cent  of  our  cases  would  that  be 
possible.  Nearly  all  of  them  have  active  clinical  disease 
in  the  other  lung,  and  you  know  that  if  you  put  a patient 
with  clinically  active  disease  to  work,  the  result  will 
usually  be  bad. 

We  have  endeavored  to  encourage  the  physicians  of  the 
State  to  equip  themselves  for  administering  artificial  pneu- 
mothorax. Patients  who  can  avail  themselves  of  this 
treatment  from  some  private  physician  may  be  returned 
to  their  homes  much  earlier  than  others.  Physicians  in  the 
following  cities  and  towns  are  now  equipped  to  do  this 
work  in  Virginia:  Abingdon,  Alexandria,  Ashland,  Burke- 
ville,  Charlottesville,  Chase  City,  Clifton  Forge,  Cul- 
peper, Danville,  Flint  Hill,  Fredericksburg,  Harrisonburg, 
Hillsville,  Leesburg,  Lynchburg,  Newport  News,  Norfolk, 
Orange,  Petersburg,  Pulaski,  Roda,  Richlands,  Richmond, 
Roanoke,  Salem,  South  Hill,  Tazewell,  Waverly  and  Win- 
chester. 

Dr.  H.  A.  Latane,  Alexandria:  I want  to  congratulate 
Dr.  Cole  upon  his  timely  paper  and  upon  his  call  to  arms 
to  fight  tuberculosis  in  Virginia.  If  the  statistics  are  right, 
Virginia  ranks  third  from  the  top  in  mortality  rate  in  the 
whole  United  States,  and  in  the  Southern  States  we  rank 
fourth  from  the  top  in  mortality  rate.  Lots  of  people  say 
that,  on  account  of  the  negro  population,  as  compared  to 
the  Northern  States,  we  have  this  result;  but  the  Southern 
States  to  the  south  of  us  have  a larger  negro  population. 
Also,  since  the  depression  our  mortality  rate  has  been  on 
the  increase.  In  other  words,  not  as  much  work  has  been 
done,  appropriations  have  fallen  off,  and  the  rate  has  gone 
up.  We  have  spent  much  in  holding  clinics  in  different 
parts  of  the  State  and  much  on  case  finding.  There  is  no 
difficulty  in  finding  cases;  the  question  is  what  to  do  with 
them.  At  least  SO  per  cent  of  the  cases  found  in  clinical 
work  are  indigent  cases,  and  there  is  no  way  to  treat 


them  except  in  the  home,  which  is,  of  course,  inadequate. 

I understand  that  we  have  1,000  more  deaths  annually 
than  we  have  cases  in  our  sanatoria.  It  is  those  cases 
which  spread  the  disease.  All  other  States  seem  to  have 
been  able  to  get  appropriations  to  take  care  of  these  cases, 
except  Virginia.  I have  worked  in  four  other  States,  and 
all  of  them  seemed  to  have  devised  methods  of  taking 
care  of  indigent  cases.  Virginia  seems  to  be  at  the  tail  end 
of  the  whole  United  States  in  the  fight  on  tuberculosis. 

I want  to  congratulate  Dr.  Cole  upon  his  paper  again. 
I hope  that  this  matter  will  be  carried  to  the  legislature 
and  that  we  shall  finally  get  a decent  appropriation  for 
carrying  on  the  work  against  this  disease. 

Dr.  Fletcher  J.  Wright,  Petersburg:  I enjoyed  Dr. 
Cole’s  paper  very  much  and  think  he  has  covered  the  sub- 
ject well.  But  we  are  not  going  to  control  tuberculosis 
until  the  doctors  of  the  State  become  tuberculosis  con- 
scious. We  have  been  dilatory  in  looking  for  it  and, 
when  we  find  a case,  looking  for  the  contacts  and  tuber- 
culin-testing the  contacts  particularly  children. 

There  is  no  question  about  the  economic  aspect  of  tuber- 
culosis. The  more  serious  side  of  it  is  that,  occurring  be- 
tween the  ages  of  eighteen  and  forty-five,  when  the  young 
men  are  getting  on  their  feet  and  young  women  are  pre- 
paring themselves  for  their  future  life,  we  have  the  most 
cases  with  the  highest  mortality. 

About  90  per  cent  of  tuberculosis  diagnosed  early  can 
be  arrested.  And  most  of  us  can  diagnose  it  early.  Of 
course,  we  know  that  frequently  we  cannot  make  a positive 
early  diagnosis;  but  with  the  help  of  the  State  and  with 
the  help  of  our  localities  some  arrangement  can  be  made 
for  the  X-ray  examination  of  all  suspicious  cases.  They 
should  have  sanatorium  treatment  early,  as  well  as  those 
advanced  cases  who  are  spreading  it  over  the  face  of  the 
earth.  If  the  cavities  can  be  closed,  we  shall  advance  a 
long  way.  There  are  about  90  per  cent  of  early  cases  of 
tuberculosis  that  can  be  arrested  by  strict  rest  and  proper 
sanatorium  care  for  from  six  months  to  eighteen  months. 

I heartily  believe  in  pneumothorax.  As  is  well  known, 
there  are  some  hazards.  The  introduction  of  any  foreign 
material  into  the  pleural  space  makes  the  pleura  more 
apt  to  stick,  making  your  subsequent  pneumothorax  more 
difficult  after  the  lung  is  allowed  to  expand.  Of  course, 
all  of  us  agree  that  proper  food  and  rest,  especially  in 
early  cases,  are  most  important.  I do  feel  that  we  need 
vastly  more  sanatorium  room  than  we  have.  We  need, 
of  course,  as  I said,  to  close  the  cavities,  by  pneumothorax 
if  possible,  if  impossible,  thoracoplasty  to  free  them  of 
tubercle  bacilli  and  stop  the  spread  of  tuberculosis. 

Dr.  Frank  S.  Johns,  Richmond:  There  are  two  points 
in  Dr.  Cole’s  paper  which  I want  to  stress:  1.  That  the 
number  of  patients  receiving  collapse  therapy  in  our  State 
tuberculosis  hospitals  must  be  considerably  increased.  It 
was  heartening  to  hear  from  Dr.  Brown  that  at  Blue 
Ridge  he  has  finally  gotten  as  many  as  60  per  cent  of  the 
patients  under  some  form  of  collapse  therapy.  But  I be- 
lieve he  should  be  giving  this  life-saving  treatment  to  at 
least  80  per  cent  of  his  patients  there. 

2.  The  second  point  that  I wish  to  emphasize  is  this: 
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If  we  give  collapse  therapy  promptly,  and  to  a greater 
number  of  patients,  the  number  of  hospital  days  per  pa- 
tient will  be  fewer,  and  therefore  a greater  number  of 
patients  can  be  treated  by  these  institutions  each  year. 

Dr.  Wilson,  Norfolk:  I should  like  for  each  one  of  us 
to  see  our  respective  representatives  and  do  all  we  can  to 
arouse  their  conscience,  so  that  they  will  vote  more  than 
10  per  cent  of  the  amount  we  suggest. 

Dr.  E.  C.  Drash,  University:  I should  like  to  discuss 
particularly  the  surgical  phase  of  the  treatment  of  pul- 
monary tuberculosis,  as  I have  been  very  much  interested 
in  that  during  the  last  few  years.  During  that  time,  and 
especially  within  the  last  two  or  three  years,  a large 
number  of  these  cases  have  been  operated  on  at  the  sana- 
toria. I have  not  the  exact  figures;  but  not  fewer  than 
500  cases  of  phrenic-nerve  operations  and  so-called  closed 
internal  pneumonolysis — that  is,  freeing  of  the  lung  from 
the  chest  wall — have  been  done.  I do  not  believe  that  any 
patient  in  the  three  State  institutions  in  need  of  such  a 
procedure  during  the  last  three  years  has  failed  to  re- 
ceive it  because  of  inadequate  facilities.  As  Dr.  Cole  has 
said,  the  operating  rooms  at  the  State  Sanatoria  are  not 
of  the  best,  but  they  can  be  used  except  for  major  opera- 
tions such  as  thoracoplasty. 

Some  months  ago  I made  some  investigations  and 
turned  in  a report  to  the  State  Board  of  Health.  At  that 
time  there  were  about  fifty  patients  in  the  three  sanatoria 
who  needed  thoracoplasty,  but  could  not  have  the  opera- 
tion because  of  financial  difficulties. 

All  of  these  patients  have  rather  far  advanced  pul- 
monary tuberculosis,  and  sputum  loaded  with  tubercle 
bacilli.  Such  patients  would  be  a definite  public  health 
menace  at  home.  Sanatorium  treatment  offers  nothing 
further  in  a curative  way. 

It  would  be  possible  by  transfer  of  State  funds  from 
one  budget  to  another  to  operate  on  such  patients  and  re- 
lease the  beds  which  they  are  now  occupying  in  a sana- 
torium, for  the  treatment  and  education  of  new  patients. 

Dr.  Cole  has  indicated  that  the  number  of  beds  for 
tuberculous  patients  is  quite  inadequate.  I agree  with 
him  entirely  in  this  and  hope  that  additional  beds  will  be 
provided.  However,  as  I have  pointed  out,  about  fifty 
beds  per  year,  now  occupied  by  free  patients,  could  be  re- 


leased for  new  patients  if  means  were  provided  to  do 
thoracoplasties  when  indicated  on  these  free  patients. 

Dr.  Cole,  in  closing:  I think  we  all  agreed  concerning 
the  principles  of  tuberculosis  control  and  also  that  we 
necessarily  disagree  concerning  the  details  of  treatment 
for  certain  individual  patients.  For  example:  The  ques- 
tion of  pneumothorax  or  other  collapse  measures  for  the 
patient  with  minimal  tuberculosis  presents  no  great  prob- 
lem to  us  since  we  see  but  few  patients  with  minimal 
disease. 

The  tuberculous  indigent  patient  is  our  greatest  problem 
and  especially  when  hospitalization  is  mandatory  because 
of  an  emergency.  The  State  of  Virginia  makes  but  little 
provision  for  the  indigent  tuberculous  patient  and  many 
communities  make  almost  no  provision.  We  believe  that 
if  the  State  or  local  community  would  make  provision  for 
the  necessary  treatment  of  the  indigent  patients,  both  in 
the  sanatorium  and  at  home,  that  we  would  experience  no 
great  difficulty  in  persuading  a sufficient  number  of  capable 
doctors  or  hospital  units  to  provide  equipment  and  make 
available  adequate  facilities  for  the  continuance  of  pneu- 
mothorax. The  practicing  physician  cannot  afford  to  ad- 
minister pneumothorax  if  a large  proportion  of  his  pa- 
tients do  not  pay. 

Tuberculosis  in  the  negro  is  a serious  problem  at  best, 
but  we  cannot  hope  for  tuberculosis  control  without  mak- 
ing adequate  provision  for  the  care  and  treatment  of  the 
tuberculous  negro.  So  far  as  I know,  the  State  of  Vir- 
ginia does  not  provide  a single  bed  for  the  treatment  of 
negro  children  suffering  with  pulmonary  tuberculosis. 

Regarding  chest  surgery  in  the  treatment  of  pulmonary 
tuberculosis:  If  collapse  therapy  is  good  treatment,  why 
not  make  this  available  to  every  sanatorium  patient?  Why 
should  Blue  Ridge  patients  have  to  be  moved  to  Charlottes- 
ville for  thoracoplasty?  Why  should  Catawba  patients 
have  to  be  transported  across  the  mountain  to  Roanoke 
or  elsewhere  for  this  operation?  Many  other  sanatoria 
offer  these  facilities  within  the  institution,  why  not  our 
State  Sanatoria? 

As  to  sanatorium  training:  Of  course,  sanatorium  train- 
ing and  treatment  is  desirable  for  all  patients.  This  train- 
ing is  necessary  for  the  ignorant  and  because  of  this  neces- 
sity we  make  a plea  that  this  training  and  treatment  be 
made  available  to  the  indigent. 


WERDNIG-HOFFMAN  FAMILIAL  PROGRESSIVE  MUSCULAR  ATROPHY. 


Thomas  D.  Walker,  Jr.,  M.  D., 

Newport  News,  Va. 


Historical.  “Progressive  atrophy  of  the  muscles 
was  first  described  by  Duchenne  in  1849.  In  1861 
he  described  a case  of  pseudo-hypertrophic  muscular 
paralysis.  Since  that  time  a great  variety  of  forms 
of  muscular  atrophy  have  been  described.  In  1861 
Werdnig  described  a myopathy  which  he  called 


familial  spinal  progressive  muscular  atrophy.  Four 
years  later  he  reported  twenty  cases  in  one  family. 
He  also  reported  two  children  of  the  same  mother, 
though  of  different  fathers,  that  had  the  disease. 
Two  years  later,  in  1893,  Hoffman  described  a 
similar  case.  In  Hoffman’s  cases  only  in  one  family 
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did  the  disease  appear  in  more  than  one  generation.” 

The  disease  was  described  by  the  authors  as  fol- 
lows: Birth  is  normal  and  development  proceeds 
normally  until  the  latter  part  of  the  first  year  or 
beginning  of  the  second  year  when  weakness  of  the 
muscles  of  the  back  and  extremities  are  noticed. 
The  progress  of  the  muscular  weakness  is  rapid  and 
within  a few  months  the  child  becomes  helpless. 
The  muscle  weakness  is  symmetrical.  In  the  latter 
stages  of  the  disease  the  subcutaneous  fat  disap- 
pears. The  sphincters  are  not  affected  and  intelli- 
gence is  not  disturbed.  Deformity  and  ankylosis  of 
the  joints  results  from  non-use.  Emaciation  and 
weakness  are  progressive  and  death  occurs  within 
a few  years  from  some  intercurrent  infection,  usually 
respiratory. 

The  primary  cause  of  the  condition  is  a degene- 
ration of  the  anterior  horn  cells  of  the  spinal  cord. 
Treatment  has  been  of  no  benefit. 

Case  History:  George  D.,  white,  male,  age  five 
and  one-half  years. 

Present  Illness : Began  three  days  ago  with  a 
“running  nose”  and  fever.  Fever  has  not  been  high, 
but  continuous.  Takes  food  or  water  with  difficulty. 

Developmental  History:  Pregnancy  uneventful. 
Full-term  baby,  normal  labor.  Birth  weight  seven 
and  one-half  pounds,  breast  fed  during  first  year. 
Sat  alone  at  six  or  seven  months  of  age  and  cut 
teeth  about  the  same  time.  Walked  and  talked 
at  one  year  of  age.  No  illnesses  during  first  year. 

When  the  child  was  fifteen  or  sixteen  months  of 
age  the  mother  noticed  that  he  had  difficulty  in  walk- 
ing. The  child  then  began  to  crawl  instead  of  walk 
and  in  crawling  the  arms  would  give  away  and  he 
would  fall  on  his  face.  Weakness  progressed  rapidly 
and  by  two  years  of  age  the  child  was  helpless  and 
bedridden. 

For  three  and  a half  years  the  child  has  been 
unable  to  move  any  part  of  his  body,  and  all  food, 
including  milk  and  water,  has  been  given  with  a 
teaspoon.  There  has  been  no  incontinence  of  urine 
or  faeces. 

Family  History : Father  and  mother,  native  Amer- 
icans, born  in  North  Carolina,  ages  thirty-nine  and 
thirty-seven  years,  respectively.  No  miscarriages. 
Blood  Wassermann  negative.  History  otherwise 
negative. 

There  have  been  nine  children,  five  girls  and  four 
boys.  The  first  child,  a boy,  and  the  five  girls  are 
living  and  well.  The  third  child  was  a boy.  His 


birth  was  normal  and  he  developed  normally  until 
one  year  of  age,  when  his  mother  noticed  that  he 
wrould  not  sit  alone,  and  when  he  crawled  one  arm 
would  give  away  and  he  would  fall.  Within  a short 
time  weakness  of  the  legs  was  observed  and  he  could 
only  walk  by  holding  his  mother’s  hand.  In  a short 
time  he  was  unable  to  stand,  and  by  two  years  of 
age,  was  unable  to  move  any  part  of  his  body.  He 
died  at  four  years  and  nine  months  of  pneumonia. 

The  next  two  children  were  girls,  and  are  living 
and  well. 

The  sixth  child  was  a boy.  His  birth  was  nor- 
mal and  his  development  wras  normal  until  four- 
teen or  fifteen  months  of  age,  when  weakness  of  his 
legs  was  noticed  by  his  parents.  While  walking, 
his  legs  would  give  away  and  he  would  sit  down. 
Within  a short  time,  he  would  only  attempt  to  walk 
by  holding  his  mother’s  hand.  By  two  years  of  age, 
he  was  helpless  and  bedridden,  and  he  died  at  three 
years  and  nine  months  of  pneumonia. 

The  seventh  child  was  a boy,  the  patient. 

The  eighth  and  ninth  children  were  girls  and  are 
living  and  well. 

Physical  Examination:  An  emaciated,  dehydrated, 
acutely  ill  child  with  a respiratory  infection.  Tem- 
perature 101.  Pulse  120.  Respiration  25.  The 
child  is  completely  helpless,  unable  to  move  any  part 
of  his  body,  or  make  the  slightest  sound.  The  arms 
and  legs,  when  raised,  fall  helplessly  to  the  bed. 
The  elbows,  wrists,  knees,  and  ankles  are  ankylosed. 
The  skin  is  dry  and  hot,  and  remains  in  folds  when 
pinched  up.  There  is  no  subcutaneous  fat. 

Ears. — There  is  a slight  tubo-tympanic  redness. 
Hearing  is  present. 

Eyes. — Conjunctivae  are  congested.  Pupils  react 
to  light  and  distance.  Eye  grounds  not  observed. 

Nose. — There  is  a mucus  discharge. 

Mouth. — Mucous  membranes  congested,  tonsils 
small,  mucus  in  nasopharynx. 

Teeth. — Small  in  size,  and  carious. 

Chest. — Breathing  slightly  accelerated  while  the 
chest  expansion  is  symmetrical.  The  sternum  is 
caved  in  and  seems  to  almost  rest  on  the  spine. 

Lungs. — Are  filled  with  coarse  mucous  rales 
throughout.  No  consolidation  present. 

Heart. — Rapid,  rhythm  normal,  impulse  impaired. 
No  abnormal  sounds  heard.  Pulse  volume  small. 

Abdomen. — Scaphoid.  Liver  and  spleen  not  felt. 
No  masses  present. 
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Reflexes.'- — Patella,  plantar,  triceps,  biceps,  etc., 
all  absent,  although  sensation  is  present. 

Extremities.- — Cannot  move  the  extremities,  not 
even  the  fingers  or  toes.  There  is  ankylosis  of  elbow 
and  wrist,  knee  and  ankle  from  non-use. 

Genitalia. — Undeveloped. 

Blood. — Erythrocytes  4,560,000.  Hemoglobin,  12 
grams  per  100  cc.  of  blood.  Leukocytes  18,000. 
Polymorphonuclears  55  per  cent.  Small  lymphocytes 
30  per  cent.  Large  lymphocytes  10  per  cent.  Mono- 
nuclears 2 per  cent.  Basophiles  2 per  cent.  Eosino- 
philes  1 per  cent.  The  blood  was  concentrated,  due 
to  anhydremia;  this,  of  course,  influenced  the  cell 
count. 

Urine. — Concentrated,  but  otherwise  negative. 

X-ray. — Roentgram  of  the  chest  shows  a collapse 
of  the  chest  wall,  slight  displacement  of  the  heart 
to  the  left,  and  also  the  presence  of  a bronchitis. 
Roentgram  of  the  leg  shows  improper  bone  forma- 
tion (bone  scars)  and  porosity.  There  is  also 
atrophy  of  the  bone,  with  almost  complete  atrophy 
of  the  muscle.  There  is  delayed  development  of  the 
carpal  bones,  only  three  carpals  being  present.  At 
five  and  a half  years  there  should  be  five  to  seven 
carpal  bones. 

Conclusions 

The  familial  character  of  this  case,  the  age  of 
onset,  the  rapidly  progressing  muscular  atrophy,  the 


symmetry  of  muscular  involvement,  normal  sensory 
function,  and  loss  of  motor  power  indicate  that  this 
is  a case  of  Werdnig-Hoffman  familial  spinal  mus- 
cular atrophy. 

The  child  died  a few  days  after  being  seen,  from 
starvation  and  anhydremia. 

Discussion 

Spinal  progressive  muscular  atrophy  may  be  con- 
fused with  other  types  of  myopathies,  but  if  a few 
facts  are  kept  in  mind,  the  differential  diagnosis  is 
not  difficult.  This  type  of  muscular  atrophy  does 
not  begin  until  twelve  to  eighteen  months  of  age; 
it  is  much  slower  in  development,  affects  first  the 
extremities,  and  extends  to  the  trunk  later. 

Pseudo-hypertrophic  myopathy  does  not  usually 
begin  before  the  third  or  fourth  year;  is  not  so  rapid 
in  its  progress,  and  there  is  usually  hypertrophy  of 
a distinct  group  of  muscles  such  as  the  calves  of  the 
leg. 

Myatonia  congenita  is  present  at  birth  and  there 
is  usually  no  muscular  wasting.  The  condition  has 
a tendency  to  improve. 

Poliomyelitis,  multiple  neuritis,  and  rickets  might 
be  confused  at  times  with  the  myopathies,  but  a care- 
ful history  and  thorough  physical  examination  should 
clear  up  the  diagnosis. 

Medical  Arts  Building. 


REPORT  OF  TWO  CASES  OF  TETANUS  AND  THE  DIFFERENTIAL  DIAGNOSIS.* 


W.  O.  Porter,  M.  D., 

Roanoke,  Va. 


The  symptoms  of  tetanus  were  known  to  Hippo- 
crates, but  the  organism  which  causes  the  disease 
was  not  isolated  until  1884  by  Nicolaier  and  in 
1889  by  Kitasato. 

Although  much  has  been  said  on  the  radio  and 
in  the  newspapers  in  regard  to  this  disease,  it  seems 
the  public  does  not  yet  fully  realize  the  seriousness 
of  tetanus. 

I shall  report  tonight  two  cases  of  tetanus  which  are 
of  recent  origin,  one  terminating  fatally  and  the  other 
one  recovering.  These  two  cases  are  cited  out  of 
eight  cases  which  I have  treated  during  the  past 
nine  years.  The  other  cases  did  not  produce  any 

*Read  before  the  Roanoke  Academy  of  Medicine. 


unusual  symptoms  from  these  two  cases.  The  mor- 
tality rate  was  a little  over  50  per  cent. 

Case  1 was  a well-developed  child,  seven  years  of 
age,  who  received  a laceration  about  one  and  one- 
half  inches  across  the  lower  margin  of  the  right 
knee-cap,  the  wound  being  a superficial  one.  This 
wound  was  received  when  the  child  fell  upon  a very 
sharp  rock.  The  child  was  given  a general  an- 
esthetic and  the  wound  was  cleansed  with  sterile 
boric  acid  solution.  All  small  fragments  of  rock 
and  dirt  which  were  visible  were  removed  by  the 
aid  of  forceps.  Then  the  wound  was  irrigated  with 
70  per  cent  ethyl  alcohol;  finally,  tincture  of  Meta- 
phen  was  applied.  Five  sterile  silk  sutures  were 
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taken  and  a rubber  drain  was  inserted.  On  the 
fourth  day  the  wound  was  dressed  and  the  drain 
removed.  The  child  was  getting  along  nicely  and 
the  wound  was  apparently  healing.  The  parents  ob- 
jected very  greatly  to  giving  anti-tetanic-serum  the 
day  of  the  injury  because  the  child  had  recently 
been  given  toxin-anti-toxin,  and,  moreover,  had  just 
been  vaccinated.  The  child  was  discharged  as  cured 
on  the  tenth  day  after  all  the  sutures  had  been  re- 
moved. On  the  fourteenth  day  after  injury  I was 
called  to  the  home  of  this  patient.  I found  the  child 
very  nervous  and  had  not  slept  very  well  the  pre- 
vious night.  Temp.  101,  pulse  96,  resp.  24.  Upon 
examination  of  the  wound,  there  was  no  pus  and  it 
was  entirely  healed.  The  early  symptoms  of  tetanus 
had  not  become  manifest  on  this  day.  The  follow- 
ing day  upon  visiting  the  patient,  there  was  an  en- 
tirely different  picture.  The  child’s  neck  was  rigid, 
the  arms  and  legs  were  stiff,  and  the  jaws  could 
not  be  opened  except  by  force,— then,  only  slightly. 
There  was  difficulty  in  swallowing,  the  face  had 
assumed  the  characteristic  sardonic  smile,  and  the 
abdomen  was  now  board  like.  Axillary  temp.  102, 
pulse  130,  resp.  30.  The  patient  was  removed  to 
the  hospital  and  active  treatment  begun  immediately. 
The  blood  picture  did  not  show  anything  except  a 
mild  leucocytosis  and  the  spinal  fluid  was  not  under 
pressure.  Cell  count  normal.  At  the  time  of  the 
spinal  tap  10  c.c.  of  spinal  fluid  were  removed. 
As  the  patient  had  been  tested  wdth  tetanus  serum 
and  found  not  sensitive,  5,000  units  of  A.  T.  S. 
were  given  intraspinally,  while  10,000  units  of 
A.  T.  S.  were  given  intravenously.  The  following 
day  10,000  units  were  given  subcutaneously.  A few 
hours  after  this  there  were  definite  signs  of  improve- 
ment. The  wound  was  reopened  but  no  pus  found; 
however,  5,000  units  A.  T.  S.  were  injected  into 
the  skin  around  the  wound.  On  successive  days 
10,000  units  of  A.  T.  S.  were  given  subcutaneously, 
making  a total  of  40,000  units  of  A.  T.  S.  this  pa- 
tient received.  The  child  continued  to  improve  and 
on  the  twelfth  day  after  admission  to  the  hospital 
was  discharged. 

The  second  case  of  tetanus  was  that  of  an  elderly 
woman,  sixty-nine  years  of  age,  well  developed  and 
well  nourished.  I was  called  to  see  her  the  first 
time  seven  days  after  her  injury.  She  had  received 
a punctured  wound  from  stepping  on  a rusty  nail. 
The  nail  penetrated  the  ball  of  the  left  foot  and 


evidently  struck  the  bone.  The  morning  of  the  ex- 
amination the  foot  presented  all  the  signs  of  acute 
inflammation,  the  swelling  being  very  great  at  this 
time.  The  patient  was  ordered  to  bed  and  a wet 
dressing  consisting  of  Oschner’s  solution  was  ap- 
plied. At  this  time  the  patient  complained  of 
chilliness  and  difficulty  in  swallowing.  I examined 
her  throat  and  found  she  had  acute  follicular  ton- 
sillitis. The  throat  was  mopped  with  2 per  cent 
silver  nitrate  solution.  At  this  time  the  symptoms 
of  tetanus  could  not  be  definitely  established.  The 
next  morning  this  patient  was  visited  with  a con- 
sultant and,  after  examination,  we  found  all  the 
symptoms  of  tetanus  well  established.  There  was 
marked  rigidity  of  the  jaws,  and  the  mouth  could 
not.be  opened  except  by  force.  The  arms  and  legs 
were  stiff  and  the  abdomen  was  greatly  distended 
with  marked  constipation.  The  inflammation  in 
the  foot  had  subsided,  but  the  patient  was  having 
chilly  sensations  very  frequently.  It  is  well  to  men- 
tion at  this  point  that  the  early  symptoms  of  tetanus 
are  sometimes  very  slight  and  if  one  is  not  careful 
one  may  overlook  them.  This  patient  was  imme- 
diately removed  to  the  hospital  where  active  treat- 
ment was  begun.  She  was  tested  for  sensitivity  and 
20,000  units  of  A.  T.  S.  were  administered  sub- 
cutaneously, as  her  veins  were  occluded.  The 
bowels  were  evacuated  by  S.  S.  enema.  Stimulants 
were  used,  but  were  of  no  avail.  She  expired  eight 
hours  after  admission  with  a diaphragmatic  paraly- 
sis. 

The  Differential  Diagnosis 
It  might  be  well,  in  conclusion,  to  say  a few 
words  upon  the  differential  diagnosis  of  tetanus. 
This  disease  may  resemble  several  other  pathological 
conditions.  Of  course,  the  history  of  injury  is  of 
very  great  importance.  In  strychnine  poisoning  we 
very  rarely  have  the  muscles  of  the  jaw  involved, 
and  those  of  the  neck  and  trunk  are  relaxed  during 
the  convulsions.  Tetany  differs  in  the  localization 
of  the  muscles  affected,  the  rigid  extension  of  the 
fingers  with  the  thumbs  drawn  in  toward  the  palms, 
the  plantar  flexion  of  the  feet  and  toes,  the  absence 
of  the  rigidity  of  the  jaws  and  of  the  lumbar  muscles, 
and  the  probable  association  with  rickets  in  chil- 
dren. Epilepsy  and  hysteria  have  quite  distinct 
characteristics.  The  throat  infections,  such  as  peri- 
tonsillar abscess  and  cellulitis,  are  not  accompanied 
by  the  fixation  of  the  jaws.  This  may  be  differen- 
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tiated  by  local  examination.  The  early  symptoms  of 
meningitis  are  occasionally  confusing  and  here  one 
must  make  a spinal  puncture  and  examine  the  spinal 
fluid  for  the  meningococcus  organism.  It  must  be 
remembered  that  in  tetanus  it  is  not  the  germ  that 


kills  but  the  toxin  which  travels  over  the  nerves 
until  it  reaches  the  higher  center  of  the  brain.  Since 
the  tetanus  organism  is  a spore  bearing  one,  it  is 
readily  seen  why  the  antiseptics  used  were  of  no 
avail  in  the  first  case. 


INTESTINAL  BLEEDING.* 


Oscar  L.  Hite,  M.  D., 

Richmond,  Va. 


The  loss  of  blood  from  the  enteric  tract  is  the 
most  important  single  symptom  of  gastro-intestinal 
disease.  When  observed  the  clinician  should  make 
evenr  effort  within  his  power  to  ascertain  its  origin. 
Too  frequently  it  is  passed  by  as  a trivial  matter 
and  ascribed  to  hemorrhoids  or  similar  simple  con- 
ditions. 

The  character  of  the  blood  when  passed  per  rec- 
tum is  helpful  in  determining  its  source.  When  the 
blood  is  dark  and  tarry  it  indicates  that  the  lesion 
is  high  up  in  the  intestinal  tract,  although  this  is 
not  an  infallible  rule  since  the  volume  of  blood  and 
the  rate  at  which  it  was  lost  would  determine  its  rate 
of  progress  through  the  intestinal  canal.  On  the 
other  hand,  if  the  blood  is  red,  the  probability  is 
that  it  originated  from  the  bowel  or  rectum. 

It  has  been  considered  wise  to  discuss  this  subject 
under  three  general  headings: 

1.  Bleeding  from  acute  infectious  diseases — 

a.  Typhoid  fever 

b.  Biliary  disease — acute  and  chronic  chole- 
cystitis 

c.  Pancreatic  disease — acute  and  chronic  pan- 
creatitis 

d.  Appendicitis 

e.  Intestinal  parasites 

f.  Amebiasis 

g.  Hookworm 

h.  Bacilli  of  various  sorts. 

2.  Parenteral  disease — 

a.  Liver 

1.  Tumors 

2.  Hepatic  cirrhosis 

3.  Acute  necrosis 

4.  Portal  cirrhosis 

*Read  before  the  sixty-seventh  annual  meeting  of  the 
Medical  Society  of  Virginia,  at  Staunton,  Va.,  October 
13-15,  1936. 


5.  Obstructive  hepatic  jaundice 

6.  Ca.  common  duct 

7.  Hemochromatosis 

8.  Primary  Ca.  of  gall-bladder 

9.  Calculi  of  external  biliary  system 

10.  Spirochetosis  ictero-hemorrhagica. 

b.  Pancreas 

1.  Ca.  head  of  pancreas,  involving  duodenal 
wall. 

c.  Spleen 

1.  Vaquez’s  disease 

2.  Polycythemia 

3.  Gaucher’s  disease 

4.  Van  Jaksch’s  disease 

5.  Banti’s  disease. 

d.  Adhesions  producing  varices 

e.  Aberrent  endometrial  cells. 

3.  Organic  disease  of  the  intestinal  tract  itself — 

a.  Peptic  ulcer 

b.  Carcinoma 

1.  Stomach 

2.  Bow'el 

3.  Rectum 

c.  Meckel’s  diverticulum 

d.  Polyposis 

e.  Diverticulitis 

f.  Hemorrhoids 

g.  Chemical  irritants 

h.  Fissure  of  rectum 

i.  Allergic  manifestations 

j.  Thrombosis  of  mesenteric  vessels 

k.  Intussusception 

l.  Duodenitis. 

It  w'ould  be  impossible  to  discuss  in  detail  all  the 
causes  of  bleeding  from  the  intestinal  tract  in  the 
scope  of  this  paper.  If  recounting  a majority  of  the 
causes  of  bleeding  from  the  enteric  tract  and  dis- 
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cussing  in  some  detail  the  more  common  causes  and 
their  treatment  would  make  us  more  alert  in  the 
proper  interpretation  of  bleeding,  I feel  that  our 
time  will  have  been  of  some  avail. 

The  most  distressing  condition  among  the  acute 
infectious  diseases  is  that  of  acute  hemorrhagic  pan- 
creatitis. It  is  most  commonly  associated  with 
biliary  disease.  Opie  reported  stones  in  40  per  cent 
of  his  cases  and  extension  from  contiguous  infected 
tissues.  Hemorrhage  into  the  intestinal  tract  and 
hematemesis  do  occur  in  this  condition  although 
they  are  rarer  symptoms.  More  often  hemorrhage  is 
intra-peritoneal  and  there  is  an  associated  peri- 
tonitis. The  condition  runs  a rather  rapid  course 
and  the  patient  as  a rule  recovers  or  dies  within  a 
week’s  time.  These  patients  do  not  improve  by 
waiting  and  as  soon  as  adequate  preparation  can  be 
made  a simple  operation  such  as  cholecystostomy 
should  be  attempted.  Every  possible  supportive 
measure  should  be  utilized  after  operation. 

The  most  frequent  cause  of  intestinal  bleeding 
among  the  acute  infectious  diseases  is  that  of  in- 
testinal parasites.  The  endomeba  histolitica,  hook- 
w'orm,  round  worm,  and  the  dysenteries  are  fre- 
quently encountered  in  Virginia.  If  ulceration  re- 
sults from  infestation  of  this  kind  the  blood  is  as 
a rule  mixed  with  pus  and,  unless  the  hemorrhage 
is  profuse,  the  patient  as  a rule  complains  of  distress 
across  the  lower  abdomen  in  the  region  of  the  colon 
and  at  times  in  the  rectum,  from  amebic  proctitis. 
Ulcerations  of  the  colon  may  result  from  tubercu- 
losis. In  every  type  mentioned  the  laboratory  tech- 
nician is  indispensable  in  the  correct  diagnosis. 
Once  correctly  diagnosed  the  therapy  is  simple.  Ty- 
phoid fever  is  a disease  of  rare  occurrence  now. 
Formerly  many  people  died  from  ulceration  and 
hemorrhage  from  Peyer’s  patches. 

Among  the  parenteral  diseases  most  frequently 
causing  hemorrhage  into  the  intestinal  tract  one 
might  mention  the  many  varieties  of  cirrhosis  of  the 
liver.  No  effort  will  be  made  to  classify  the  various 
forms  of  hepatic  cirrhosis.  Suffice  it  to  say,  how- 
ever, there  are  as  many  types  of  cirrhosis  as  there 
are  irritants  and  infections. 

Hematemesis  is  the  first  symptom  that  suggests 
portal  cirrhosis.  If  it  is  not  an  initial  symptom,  it 
is  observed  sometime  during  the  course  of  the  dis- 
ease. It  is  not  at  all  unusual  to  have  one  hemorrhage 
followed  by  another  one  at  short  intervals.  These 
hemorrhages  are  rarely  ever  fatal.  They  result  from 


rupture  of  varices  most  often  in  the  esophagus.  The 
slightest  abrasion  anywhere  in  the  upper  intestinal 
tract  may  result  in  a hemorrhage.  Hemorrhage  is 
not  confined  to  the  intestinal  tract  alone  but  may 
occur  anywhere  in  the  body. 

The  size  of  the  liver  varies;  it  might  be  atrophic 
or  hypertrophic  and  we  can  not  always  be  sure  of 
a diagnosis  based  upon  the  size  of  that  organ. 

The  prognosis  in  cirrhosis  of  the  liver  is  bad.  If 
the  causative  factor  could  be  discovered  early  and 
removed,  some  hope  of  arrest  might  be  expected. 
Hemorrhage  in  itself  is  not  a bad  prognostic  sign 
but  hemorrhage  associated  with  ascites  should 
always  be  looked  upon  as  an  unhealthy  development. 

The  treatment  of  most  types  of  cirrhosis  has  been 
unsatisfactory.  The  diet  should  be  restricted;  sim- 
ple fluid  intake  is  prescribed  and  the  patient  should 
rest  in  bed  with  the  administration  of  sedatives  when 
necessary.  Surgery  has  been  resorted  to  in  an  effort 
to  establish  collateral  circulation  without  any  degree 
of  success.  Our  efforts  should  be  directed  to  deter- 
mining the  cause  and  removing  it. 

Tumors  and  calculi  of  the  biliary  system  often 
cause  hemorrhage  into  the  intestinal  tract.  In  these 
conditions  the  outlook  is  much  more  hopeful  as  it  is 
a relatively  simple  matter  for  a skilful  surgeon  to 
remove  either  successfully,  provided  the  tumor  is  not 
carcinomatous  in  character. 

The  spleen  also  comes  in  for  its  share  in  the 
production  of  hemorrhage  into  the  intestinal  tract. 
The  functions  of  the  spleen  are  manifold  and  varied 
and  they  are  closely  hooked  up  with  the  reticulo- 
endothelial system.  Any  disorder  involving  the 
reticulo-endothelial  system  is  usually  accompanied 
by  splenomegaly. 

Banti’s  disease  is  no  doubt  encountered  more  fre- 
quently than  any  other  splenic  disease  producing 
hemorrhage  into  the  intestinal  tract.  The  patient  as 
a rule  consults  a physician  complaining  of  having 
had  hematemesis,  anemia  and  symptoms  caused  by 
a large  mass  in  the  left  side  of  the  abdomen. 
Hemorrhages  and  hematemesis  are  frequent  mani- 
festations of  this  disease.  These  hemorrhages  may 
be  small  or  large  and  they  may  occur  frequently. 
At  times  they  may  be  fatal.  More  often,  however, 
the  patient  recovers.  An  erroneous  diagnosis  may 
be  made  through  failure  to  make  a thorough  exam- 
ination of  the  abdomen.  If  a thorough  physical 
examination  is  made,  little  difficulty  should  be  ex- 
perienced in  a correct  diagnosis. 
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The  prognosis  in  Banti’s  disease  is  excellent  pro- 
vided surgery  is  resorted  to  and  a splenectomy  is 
done. 

Intra-abdominal  adhesions  may  disturb  the  circu- 
lation in  the  mesenteric  vessels  and  produce  a varix 
from  which  hemorrhage  may  occur.  Three  years 
ago  such  a case  came  under  my  observation.  Every 
diagnostic  aid  was  exhausted  in  an  effort  to  deter- 
mine the  source  of  hemorrhage  but  to  no  avail. 
Knowing  that  hemorrhage  was  a serious  symptom 
and  being  unable  to  determine  its  cause,  the  patient 
was  advised  to  have  an  exploratory  laparotomy.  The 
patient,  being  an  unusually  intelligent  man  and 
realizing  the  gravity  of  the  situation,  submitted  to 
the  operation.  At  the  operation  it  was  found  the 
greater  omentum  was  adherent  to  the  abdominal 
wall  in  the  upper  right  quadrant,  the  appendix  was 
diseased  and  adhesions  about  it  and  the  veins  in  the 
last  half  of  the  duodenum  were  extremely  dilated, 
simulating  those  of  varicocele.  These  adhesions 
were  released  and  the  appendix  removed.  The  pa- 
tient made  an  uneventful  recovery,  has  been  symp- 
tom free  now  for  over  three  years,  and  has  had  no 
further  hemorrhages. 

A female  came  under  observation  about  the  same 
time,  giving  a similar  clinical  history.  She  was 
hemorrhaging  at  more  regular  intervals,  occurring 
concurrently  with  the  menses.  A complete  study  was 
made  of  her  gastro-intestinal  tract,  including  X-rays, 
but  no  satisfactory  explanation  could  be  found  for 
the  hemorrhage.  An  exploratory  laparotomy  was  ad- 
vised and  performed.  Nothing  of  any  significance 
was  found  at  the  operation.  The  patient  convalesced 
well  and  has  continued  to  hemorrhage  from  the 
intestinal  tract  during  menstruation.  The  best  con- 
ceivable explanation  of  the  gastro-intestinal  hemor- 
rhage would  be  that  of  aberrant  endometrial  cells 
in  the  intestinal  tract.  An  artificial  menopause  in 
a case  of  this  sort  no  doubt  would  be  justified. 

The  most  common  source  of  bleeding  among  the 
organic  diseases  of  the  enteric  tract  is  that  of  peptic 
ulcer.  It  is  no  respector  of  tissues;  in  fact,  at  times 
it  seems  to  have  an  affinity  for  the  vascular  system 
about  the  antrum,  pylorus  and  duodenum.  I sup- 
pose every  patient  with  a peptic  ulcer  hemorrhages 
in  varying  degrees  from  time  to  time.  At  times 
these  hemorrhages  are  so  profuse  that  the  patient 
comes  down  in  shock.  One  hemorrhage  may  follow 
another  until  the  patient  is  anemic  and  prostrated. 

It  cannot  be  repeated  too  often  nor  stressed  too 


strongly  that  the  physical  examination  should  in- 
clude a digital  rectal  as  well  as  a procto-sigmoid- 
oscopic  examination.  Roentgenologic  examination  is 
indispensable  in  diagnosing  lesions  of  the  upper  as 
well  as  the  lower  intestinal  tract.  I do  not  think, 
however,  that  Roentgen  examination  should  be  re- 
sorted to  during  or  immediately  following  a hemor- 
rhage. It  would  probably  be  best  to  wait  until  the 
stool  is  free  of  blood.  A word  of  warning,  when 
symptoms  of  obstruction  appear,  would  be  appro- 
priate. An  acute  obstruction  might  be  precipitated 
if  an  opaque  meal  is  given  by  mouth.  If  the  obstruc- 
tive symptoms  appear  to  be  in  the  lower  bowel,  it 
would  be  the  part  of  wisdom  to  administer  a barium 
clysma  and,  if  any  obstructive  signs  are  observed, 
the  material  could  be  stopped  and  the  bowel  per- 
mitted to  empty  itself. 

Daily  determination  of  blood  non-protein  nitrogen 
is  a helpful  aid  in  deciding  whether  there  is  a pro- 
gressive type  of  hemorrhage.  If  the  N.P.N.  remains 
high,  one  would  be  justified  in  concluding  that  the 
patient  was  still  hemorrhaging. 

The  treatment  of  any  type  of  hemorrhage  is  re- 
laxation and  rest  in  bed.  Morphine  should  be  used 
freely  to  obtain  relaxation.  If  the  hemorrhage  has 
been  free  enough  to  produce  shock,  a transfusion 
should  be  given.  I think  it  useless  to  give  small 
transfusions.  Nothing  less  than  500  c.c.  of  whole 
blood  should  be  given  at  a time  and  if  necessary,  it 
should  be  repeated  two  or  three  times.  No  food 
should  be  given  by  mouth.  Ringer’s  solution  and 
glucose  should  be  given  freely  by  vein  and  hypo- 
dermoclysis.  Some  form  of  calcium  given  intra- 
venously is  also  beneficial. 

I consider  gastric  ulcer  a surgical  condition  as 
soon  as  diagnosed.  Some  writers  conclude  that  as 
high  as  30  per  cent  of  them  become  carcinomatous. 
They  should  not  be  operated  upon,  however,  during 
the  bleeding  stage.  When  there  is  a recurrent  type 
of  hemorrhage  in  a duodenal  ulcer,  surgery  is  the 
treatment  of  choice.  Otherwise,  medical  treatment 
should  be  given  preference.  Many  cases  hemorrhage 
once  and  may  never  do  so  again. 

Among  the  less  frequent  causes  of  intestinal 
hemorrhage  one  should  bear  in  mind  Meckel’s  di- 
verticulum. This  condition  is  seen  more  frequently 
among  children  and  young  adults.  It  has  been  shown 
that  the  epithelial  lining  of  this  duct  may  have 
heterotopic  glands  of  gastric  or  pancreatic  cells. 
These  cells  simulating  those  of  the  gastric  mucosa 
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secrete  an  acid  and  at  times  an  autolytic  enzyme. 
Ulceration  often  occurs  in  Meckel’s  diverticulum 
and  hemorrhage  may  result.  Whenever  there  is  an 
unexplainable  hemorrhage  from  the  gastro-intestinal 
tract,  one  would  do  well  to  remember  this  vestige 
which  once  served  a useful  purpose.  Meckel’s  di- 
verticulum is  difficult  to  diagnose  except  at  an  ex- 
ploratory laparotomy.  There  is  only  one  treatment 
and  that  is  surgical  removal.  Likewise,  one  occasion- 
ally sees  bleeding  in  intussusception.  This  condition 
is  also  more  often  seen  in  children  and  young  adults. 
The  clinical  picture  of  pain,  vomiting,  bleeding,  ex- 
cessive peristalsis  (which  at  times  is  visible)  and 
the  palpation  of  a mass  in  the  right  side  of  the 
abdomen  is  diagnostic.  Surgical  intervention  is  im- 
perative in  intussusception. 

Polyposis  of  the  intestinal  tract,  particularly  of 
the  colon,  is  not  an  infrequent  cause  of  hemorrhage. 
This  condition  is  easily  diagnosed  by  proctoscopic 
examination.  The  condition  as  a rule  is  seen  in 
young  adults  and  its  treatment  has  not  been  at  all 
gratifying.  All  kinds  of  surgical  operations  have 
been  performed  on  these  people  and  none  of  them 
have  proven  satisfactory.  The  prognosis  is  extremely 
grave  in  this  condition  and  most  of  these  people  die 
before  attaining  thirty  years  of  age. 

Volumes  have  been  written  on  carcinoma  of  the 
intestinal  tract.  People  having  carcinoma  hemor- 
rhage in  varying  degrees,  at  one  time  or  another. 
It  is  usually  an  early  symptom,  which  should  not 
be  ignored.  The  first  sign  of  hemorrhage  should  be 
investigated  carefully  and  if  there  is  the  least  sus- 
picion of  carcinoma,  radical  excision  of  the  involved 
area  should  be  performed.  An  educational  cam- 
paign should  be  promulgated  by  physicians  encour- 
aging the  laity  to  become  cancer-conscious  and  to 
have  periodic  physical  examinations.  If  we  could 
have  an  early-diagnosis  campaign  for  cancer  of  the 
intestinal  tract  the  mortality  rate  from  this  condition 
would  be  appreciably  reduced.  The  treatment  of 
this  condition  is  always  surgical,  and  it  can  be  none 
too  radical. 

Occasionally  one  sees  hemorrhage  from  chemical 
irritants  and  allergic  manifestations.  The  former  is 
caused  by  some  error  in  taking  medicaments  except 
for  an  occasional  attempt  at  suicide.  The  latter  is 
a more  difficult  problem,  when  encountered,  and 
requires  the  greatest  of  skill  in  ferreting  out  the 
cause.  Once  it  is  determined,  the  treatment  is 
simple — remove  the  cause. 


Little  difficulty  should  be  experienced  in  diag- 
nosing fissures  and  hemorrhoids,  each  of  which  fre- 
quently hemorrhage.  Hemorrhoids  should  be  inves- 
tigated carefully  to  see  that  they  have  no  malignant 
base.  The  tendency  has  been  to  attribute  intestinal 
hemorrhage  to  the  simpler  conditions  and  later  de- 
velopments have  proved  otherwise. 

Summary. 

In  many  of  the  conditions  mentioned  extensive 
bleeding  is  a rare  occurrence.  They  have  to  be  borne 
in  mind,  however,  in  our  differential  diagnosis  of 
obscure  bleeding. 

Gross  bleeding  from  the  intestinal  tract  may  re- 
sult from  a variety  of  causes.  It  should  always  be 
considered  seriously  and  every  diagnostic  aid  should 
be  exhausted  in  an  effort  to  determine  its  origin. 
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Discussion 

Dr.  Donald  S.  Daniel,  Richmond:  Time  will  not 
permit  me  to  discuss  every  etiological  factor  of  gastro- 
intestinal bleeding,  but,  with  your  permission,  I would 
like  to  elucidate  upon  one  or  two  of  the  more  important. 

Passage  of  blood  from  the  rectum  is  a very  grave  sign. 
The  older  the  patient,  the  more  alarming  the  sign.  I 
particularly  refer  to  bleeding  of  carcinomata  of  the  colon, 
sigmoid  and  rectum.  Carcinoma  of  the  right  half  of  the 
big  bowel  and  carcinoma  of  the  left  half  of  the  big 
bowel  can  be  spoken  of  as  separate  entities.  Their  signs 
and  symptoms  are  entirely  different.  Carcinoma  of  the 
ascending  colon  and  cecum  is  a diffuse  neoplasm;  the  con- 
tent of  the  bowel  is  liquid  in  character,  and  therefore 
intestinal  obstruction  is  very  late  and  ofttimes  the  in- 
sidious growth  has  become  inoperable.  Anemia  is  pro- 
found and  the  patient  usually  presents  himself  because 
of  weakness  and  anemia. 

On  the  other  hand,  carcinoma  of  the  descending  colon 
and  sigmoid  has  an  annular  growth ; the  bowel  content 
has  become  solid  and,  consequently,  obstruction  is  one  of 
the  first  signs.  Both  of  these  conditions,  however,  have 
one  thing  in  common  and  that  is  early  passage  of  blood 
by  rectum.  Every  case  of  occult  or  macroscopic  blood 
in  the  stools  should  be  investigated  thoroughly.  It  is  so 
easy  to  indict  hemorrhoids  as  the  cause  of  this  bleeding. 

I have  seen  several  patients  with  carcinoma  of  the  rec- 
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turn,  who  had  had  a hemorrhoidectomy  from  six  months 
to  a year  before  admission  to  the  hospital.  A mere 
digital  examination  would  probably  have  meant  the  dif- 
ference between  life  and  death.  The  terms  “idiopathic” 
and  “essential”  bleeding  from  the  rectum  should  be 
stricken  from  the  medical  nomenclature.  They  either 
express  our  ignorance  or  confess  our  laziness. 

Every  case  of  blood  in  the  stools  should  have  an  anal, 
rectal  and  proctoscopic  examination.  If  these  are  nega- 
tive, then  a barium  enema,  and,  if  this  is  negative,  a 
gastro-intestinal  roentgenological  examination,  provided 
there  is  no  acute  intestinal  obstruction. 

Another  most  interesting,  though  not  as  frequent  a 
cause  of  intestinal  bleeding,  is  Meckel’s  diverticulum. 
Meckel’s  diverticulum,  as  you  know,  is  the  vestigial 
remains  of  the  omphalomesenteric  duct  of  embryonal  life 
which  persists  as  a cul-de-sac  on  the  terminal  section  of 
the  ileum  in  about  one  to  three  per  cent  of  humans.  As 
reported  by  Donnell  Cobb,  about  17  per  cent  of  these 
diverticula  have  a gastric  mucosa  which  is  subject  to 
the  same  diseases  as  the  stomach,  i.  e.,  ulcerations,  bleed- 
ing and  perforation.  In  any  repeated  intestinal  bleeding 
and  especially  in  children,  Meckel's  diverticulum  should 
be  borne  in  mind  and  seriously  if  all  other  findings  are 
negative.  In  Cobb’s  100  collected  cases  of  Meckel’s  diver- 
ticula, seventy-two  were  complicated  with  intestinal 
bleeding. 

Dr.  J.  Shelton  Horsley,  Richmond:  Bleeding  from 
the  rectum  is  one  of  the  signs  by  which  we  may  catch 
malignancy  in  an  early  stage.  Dr.  Hite’s  summary  of 
the  causes  of  intestinal  hemorrhage  is  very  interesting. 

There  are  four  cases  illustrating  different  conditions 
causing  bleeding  from  the  bowel  which  I should  like  to 
report.  One  patient  was  a physician  about  seventy  years 
of  age  who  had  a streptococcic  infection  of  the  left  leg 
after  an  automobile  injury.  This  was  followed  by  pneu- 
monia, probably  of  streptococcic  origin,  and  he  was  ex- 
tremely ill  and  delirious  most  of  the  time.  A few  days 
after  the  pneumonia  developed  he  had  a tremendous 
hemorrhage  from  the  bowel.  We  transfused  him  and 
made  a digital  rectal  examination  but  found  nothing. 
A few  days  later  he  had  another  large  hemorrhage.  He 
had  four  transfusions  in  all  and  finally  recovered.  We 
thought  the  hemorrhage  was  due  to  acute  toxic  erosions 
of  the  intestinal  mucosa. 

Another  patient  had  been  having  three  or  four  hemor- 
rhages a year.  It  was  thought  the  blood  was  from  the 
large  bowel,  because  the  blood  was  apparently  rather 
fresh.  He  had  a terrific  hemorrhage  once  while  in  Rich- 
mond, passing  through  to  Florida.  He  fainted  from  loss 
of  blood.  We  transfused  him.  It  was  finally  worked 
out  by  Dr.  Hodges  that  the  blood  was  probably  from  a 
duodenal  ulcer.  It  was  carried  to  the  colon  by  quick 
peristaltic  rushes. 

Another  patient  illustrates  what  has  been  mentioned 
about  bleeding  from  a Meckel’s  diverticulum.  This  pa- 
tient was  a little  girl  thirteen  years  of  age,  who  four 
years  before  had  what  was  supposed  to  be  a colitis. 
There  were  mucus  and  blood  in  the  bowel  movements. 


She  recovered  for  a while.  During  the  first  part  of  this 
year  she  had  several  tarry  stools  and  was  quite  anemic. 
Her  blood  count  for  red  cells  was  below  2,000,000.  A 
careful  examination  showed  no  blood  dyscrasia.  At  one 
time  it  was  thought  that  there  was  a polyp  in  the  colon, 
but  this  was  not  definite.  We  finally  operated,  thinking 
it  might  be  hemorrhage  from  a Meckel’s  diverticulum. 
We  found  a rather  unusual  Meckel’s  diverticulum,  and 
the  bleeding  had  come  from  that.  This  slide  shows  the 
diverticulum  turned  inside  out.  It  has  been  cut  below, 
so  that  the  base  appears  much  larger  than  it  would 
ordinarily  be.  It  has  a cauliflower-like  excrescence  on 
its  end,  which  was  gastric  and  pancreatic  tissue.  One  of 
my  friends,  a former  intern,  said  it  looks  like  a penis 
with  multiple  venereal  warts  on  it,  and  it  really  does. 

The  next  case  is  a man  thirty  years  of  age  who  had 
a lesion  in  the  right  colon.  He  had  been  having  symp- 
toms of  colitis  and  his  trouble  was  diagnosed  colitis  by 
a number  of  doctors  and  in  one  excellent  institution  it 
was  thought  that  the  mass  in  the  right  abdomen  was 
probably  a spastic  colon.  I operated  upon  him  and  found 
a cancer  in  the  posterior  wall  of  the  cecum.  There  is 
evidence  of  old  colitis.  The  right  colon  was  removed. 
This  cancer  probably  arose  from  a benign  ulcer.  It  is 
fairly  malignant,  probably  about  grade  two  and  one-half. 
This  slide  shows  the  specimen;  this  is  the  ileocecal  valve 
and  this  the  cancer.  The  patient  got  on  satisfactorily 
until  two  weeks  after  the  operation,  when  he  had  a 
terrific  hemorrhage  and  was  given  a transfusion.  The 
bleeding  was  from  an  ulcer  near  the  suture  line.  The 
ulcer  was  not  malignant.  After  three  hemorrhages  the 
ulcer  was  sutured.  The  patient  then  made  a satisfactory 
recovery. 

Dr.  W.  D.  Haggard,  Nashville,  Tenn.:  The  most  fre- 
quent form  of  hemorrhage  from  the  rectum  is  from 
hemorrhoids.  But  we  must  absolutely  confirm  the  diag- 
nosis of  hemorrhoids  and  never  make  the  fatal  mistake 
of  overlooking  a cancer  in  the  rectum.  Digital  examina- 
tion fortunately  will  reveal  the  diagnosis  in  75  per  cent 
of  the  cases.  We  have  all  been  chagrined  when  we  have 
treated  patients  for  hemorrhoids  without  adequate  and 
complete  examination.  No  matter  what  general  exami- 
nation is  made,  a rectal  examination  must  be  made  also. 
For  instance,  I had  a woman  with  an  enormous  goiter. 
After  satisfying  ourselves  that  her  general  condition 
was  satisfactory,  I removed  the  goiter  without  incident. 
She  returned  in  a few  months  with  inoperable  carcinoma 
of  the  rectum.  I was,  of  course,  very  much  mortified 
because  I had  failed  to  examine  her  completely.  I regret 
to  say  that  there  have  been  10  per  cent  of  cases  of 
carcinoma  of  the  rectum  erroneously  operated  upon  for 
hemorrhoids.  I can  say  that  because  I have  done  it  my- 
self. 

The  best  wav  of  examining,  if  the  patient  cannot  ex- 
trude them  by  straining,  is  to  give  an  enema  and  then 
often  the  hemorrhoidal  tumors  will  be  exteriorized. 
Sometimes  one  can  see  the  bleeding  point  in  the  tumor. 
Proctoscopic  examination  is  not  a difficult  thing;  it  is 
much  simpler  than  some  of  the  maneuvers  that  general 
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men  utilize;  and  it  should  be  done.  The  lesion  can 
nearly  always  be  seen  and  a portion  of  the  growth  can 
be  obtained  for  microscopic  confirmation  and  grading. 

Blood  from  carcinoma  higher  up  usually  has  been 
changed  in  its  appearance;  it  is  not  bright  red,  as  blood 
from  hemorrhoids  usually  is.  Most  of  the  carcinomas 
of  the  sigmoid  are  napkin-ring  in  type  and  are  small 
and  cause  but  little  bleeding.  When  bleeding  does  occur, 
it  is  usually  from  a mechanical  cause.  If  the  lesion  can- 
not be  palpated  or  visualized  a barium  enema  and 
X-ray  pictures  may  show  the  filling  defect  in  the  colon 
that  may  be  causing  bleeding. 

Dr.  Samuel  A.  Anderson,  Richmond:  I wish  to  refer 
to  bleeding  in  childhood.  Dr.  Hite  mentioned  one  cause 
as  intussusception.  Practitioners  should  keep  that  in 


mind.  When  it  is  looked  upon  as  only  another  case  of 
diarrhea,  the  child  may  go  on  to  death.  It  occurs  only 
rarely,  of  course;  I have  had  one  case  in  my  practice. 
One  symptom  is  violent  pain  and  drawing  up  of  the 
legs.  Usually  the  onset  is  accompanied  by  vomiting; 
not  always.  Sometimes  in  a few  minutes,  but  usually  in 
about  an  hour,  there  is  the  passage  of  a large,  bloody 
stool.  The  blood  may  be  bright  red;  or,  if  contained  in 
the  bowel  for  some  time,  it  may  be  dark.  This  inter- 
mittent pain  usually  continues  until  death  occurs,  if  it 
goes  on  that  long.  An  abdominal  tumor  is  usually  pal- 
pable as  the  intussusception  enlarges.  The  keeping  of 
this  condition  in  mind  is  the  important  thing.  As  in 
other  cases  of  irritation  of  the  bowel,  it  is  important 
here  to  refrain  from  giving  any  cathartic  at  all. 


TREATMENT  OF  BACILLARY  DYSENTERY  IN  INFANTS.* 
(A  Note  on  the  Use  of  Fluids.) 


W.  Eugene  Keiter,  M.  D., 

Kinston,  N.  C. 


Adequate  and  constant  administration  of  fluid 
may  involve  difficulties  insurmountable  outside  hos- 
pital practice.  For  example,  simple  refusal  or  vom- 
iting may  make  parenteral  administration  necessary. 
In  cases  which  require  blood  transfusion  or  the  con- 
tinuous intravenous  drip,  hospitalization  is  almost 
imperative. 

Ringer’s  solution,  Hartmann’s  solution,  saline  and 
glucose  are  usually  thought  of  only  with  reference 
to  parenteral  administration.  However,  the  oral 
administration  of  Ringer’s  solution  with  glucose  may 
be  preferable  in  certain  instances  to  its  use  paren- 
terally.  Much  more  is  accomplished  by  -giving  it 
orally  than  can  be  accomplished  by  giving  water 
alone. 

This  is  because  Ringer’s  solution  supplies  elec- 
trolyte, the  absence  of  which  makes  impossible  the 
complete  restoration  of  body  fluids.  Also,  the  con- 
stant loss  of  electrolyte  in  the  diarrheal  stools  makes 
advisable  a constant  supply.  If  this  factor  is  pro- 
vided from  the  start,  many  babies  will  never  reach 
a state  of  serious  electrolyte  depletion  and  fewer  of 
them  will  need  hospital  care. 

Attention  is  directed  to  the  work  of  Darrow  and 
Yannet  published  in  the  Journal  of  Clinical  Inves- 
tigation for  July,  1936.  They  produced  electrolyte 
depletion  in  healthy  dogs  by  artificial  peritoneal  ef- 

*Read  before  the  Seaboard  Medical  Association  of  Vir- 

ginia and  North  Carolina,  at  Tarboro,  N.  C.,  December 
1-3,  1936. 


fusions.  Five  per  cent  glucose  was  injected  intra- 
peritoneally  and  allowed  to  stay  four  hours.  When 
it  was  withdrawn,  large  amounts  of  electrolyte  were 
found  in  it.  This  depleted  the  interstitial  elec- 
trolyte in  the  animals.  Dehydration  resulted  and 
this  dehydration  could  not  be  relieved  by  adminis- 
tration of  water  alone.  Administration  of  saline 
promptly  relieved  it  because  it  restored  electrolyte 
which  by  osmotic  action  makes  possible  the  reten- 
tion of  the  normal  quota  of  body  water.  (The  sig- 
nificance of  electrolyte  in  relation  to  body  water  is 
admirably  discussed  in  Peters’  book  on  “Body  Wa- 
ter.”) 

Darrow  and  Yannet  emphasize  the  following  im- 
portant points  by  these  experiments  and  make  the 
following  statements:  “(1)  dehydration  is  a phe- 
nomenon which  does  not  involve  body  water  alone; 
(2)  diuresis  does  not  develop  under  certain  condi- 
tions characterized  by  a relative  excess  of  water  in 
relation  to  electrolyte;  (3)  thirst  is  not  an  obligatory 
accompaniment  of  dehydration;  (4)  water  intake 
and  urine  output  may  be  normal  in  the  presence 
of  dehydration.” 

The  case  is  quite  analogous  to  that  of  the  in- 
fant with  severe  diarrhea,  as  regards  water  balance. 

Sweetened  Ringer’s  solution  has  a rather  pleas- 
ant taste.  It  is  tolerated  remarkably  well  by  the 
sickest  babies,  and  it  seems  actually  to  stimulate 
thirst.  At  the  same  time  it  maintains  a more 
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constant  and  evenly  distributed  state  of  hydration 
than  by  any  other  means  except  the  continuous  in- 
travenous drip.  Many  infants  can  be  given  a sub- 
cutaneous injection  of  Ringer’s  solution  or  saline 
when  first  seen,  and  when  badly  dehydrated,  and 
from  that  time  on  maintain  themselves  in  excel- 
lent hydration  simply  by  giving  this  solution  by 
mouth.  A splendid  diuresis  results. 

Ringer’s  solution  contains  calcium  chloride  0.25 
gram,  potassium  chloride  0.3  gram,  sodium  chloride 
0.7  gram  to  a liter  of  solution.  For  convenience 
in  dispensing,  it  can  be  made  up  in  twenty-five 
times  this  concentration,  as  for  example  Hartmann’s 
lactate — Ringer's  solution  is  prepared.  Our  drug- 


gists prepare  it  in  this  way  and  it  is  prescribed 
with  instructions  to  add  two  and  one-half  table- 
spoonfuls of  the  solution  to  a quart  jar  and  fill 
the  jar  with  boiled  water.  One  tablespoonful  of 
ordinary  cane  sugar  is  added.  This  makes  a very 
satisfactory  solution  for  oral  administration  and  the 
majority  of  our  babies  show  an  insatiable  thirst  for 
it.  We  give  it  in  the  bottle  ad  lib. 

References 

1.  Daniel  C.  Darrow  and  Herman  Yannet,  Jour.  Clin. 

Invest.,  15:419,  1936. 

2.  Peters,  “Body  Water,”  Chas.  C.  Thomas  Co.,  Balti- 

more, 1935. 

Kinston  Clinic. 


SOME  PHASES  OF  SCHOOL  MEDICAL  WORK.* 


C.  L.  Outland,  M.  D.,  F.  A.  P.  H.  A., 

Medical  Director  City  Schools, 
Richmond,  Va. 


I thought  it  might  not  be  inappropriate  for  me 
to  bring  to  you  some  facts  found  in  regard  to  the 
various  examinations  done  in  the  schools.  I realize 
that  it  is  a sort  of  “potpourri-’  and  not  necessarily 
well  connected.  My  purpose  in  bringing  this  to 
your  attention  is  for  your  information  and  I hope, 
to  a certain  extent,  for  your  interest. 

In  the  outset  I want  to  state  that  I am  frankly 
bringing  these  things  to  you  for  criticism,  and  for 
your  help  and  advice,  remembering  that  we  of  the 
medical  department  of  the  schools  realize  that  to 
get  best  results  we  must  have  friends  as  you  are, 
who  are  frank  enough  to  show7  us  our  faults  as  well 
as  to  commend  us  for  our  efforts  on  behalf  of  the 
school  children  in  the  city. 

It  has  occurred  to  me  that  you  might  be  interested 
in  our  latest  reports  on  the  following  examinations, 
methods  mentioned  as  wTell  as  defects  found,  and 
also  results  in  so  far  as  corrections  are  concerned. 
I shall  take  them  up  in  the  following  order. 

1st.  Nursery  schools. 

2nd.  Pre-school. 

3rd.  Open-air. 

4th.  Special  classes. 

5th.  Examinations  with  parents  present. 

6th.  Examinations  for  competitive  athletics. 

7th.  General  medical  inspection. 

*Read  before  the  Richmond  Academy  of  Medicine  on 
November  23,  1936. 


8th.  Summer  school  examinations. 

9th.  High  school  examinations. 

Emergency  Nursery  Schools 

The  Emergency  Nursery  Schools  were  established 
in  December,  1933,  at  which  time  twenty  were 
started.  It  was  soon  found  that,  in  order  to  get 
properly  qualified  teachers,  supervision  and  set-up, 
the  number  would  have  to  be  reduced.  This  was 
done  so  that  there  are  now  only  six,  four  white  and 
tw7o  colored,  with  an  average  enrollment  of  twenty- 
five  children.  The  aims  of  this  type  of  school  are 
to  encourage  and  promote  the  physical  development, 
habit  formations,  attitudes,  unselfish  play,  and  the 
like. 

It  is  interesting  to  note  that  w7e  have  not  had  a 
refusal  for  permission  to  vaccinate  or  give  toxoid; 
many  had  had  toxoid  before  entering. 

The  reports  on  examinations  in  September,  1935, 
show  that  there  were  145  children  examined  with  the 
following  results: 

Tonsils _ 25  (15  have  been  removed) 

Eyes  1 3 (1  had  been  fitted  with 

glasses) 

Circumcision  recommended  34  (8  have  been  done) 

Hernia  3 (all  treated) 

Referred  to  C.  M.  C 18  (too  early  to  report  re- 

sults) 

Speech  defects 6 (some  improvement) 

Teeth about  usual  number  for  this  age  found  defective, 

no  facilities  for  treatment. 
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Pre-School 

One  of  our  greatest  difficulties  is  to  get  the  ex- 
amination of  children  entering  school  for  the  first 
time.  Several  years  ago  the  National  Organization 
of  Parents  and  Teachers  began  what  was  called  the 
“summer  round-up.”  The  purpose  of  this,  and  I 
think  a good  one,  was  to  see  that  children  were  sent 
to  school  in  good  physical  condition,  i.  e.,  that  all 
entering  should  have  an  examination  by  the  family 
physician,  where  there  was  one,  or  in  a clinic  when 
parents  were  unable  to  pay.  I think  this  is  as  it 
should  be  and  there  are  many  reasons  which  could 
be  given.  Is  there  any  one  more  familiar  with  the 
child’s  general  condition  or  better  able  to  judge 
whether  certain  things  should  be  done,  such  as  the 
removal  of  tonsils  and  adenoids,  than  is  the  family 
physician?  Is  there  any  one  who  is  better  prepared 
to  explain  the  necessity  than  he  is?  Again  his 
knowledge  of  the  child  and  the  family  gives  him  a 
better  chance  to  interpret  the  real  needs.  Why  should 
not  the  family  doctor  take  care  of  the  vaccinations 
and  immunizations  if  he  has  not  already  done  so? 
I know  from  experience  that,  were  the  schools  to 
announce  that  doctors  would  be  present  to  examine, 
vaccinate  and  otherwise  advise  the  parents,  we  would 
get  a greater  number  to  bring  their  children  out  on 
the  days  set  for  registration.  Our  results  have  been 
not  what  we  want  in  so  far  as  examinations  go,  be- 
fore entering  school,  but  I am  so  firmly  convinced, 
as  was  my  predecessor,  that  it  is  the  beginning  of  the 
right  way  that  I have  been  unwilling  to  ask  doctors 
to  go  to  the  schools  for  this  purpose  and  I take  hope 
in  the  fact  that  further  publicity  through  newspapers, 
various  organizations,  and  personal  contact  with 
school  authorities  will  some  day  popularize  this  type 
of  service  for  the  child. 

With  a total  enrollment  of  1,627  in  September, 
1935,  106  children  were  examined  by  private  doc- 
tors and  turned  in  the  blank  filled  out,  a copy  of 
same  I am  sure  all  of  you  are  familiar  with. 

I shall  welcome  suggestions  from  this  group  which 
will  aid  us  in  helping  the  parents  to  send  a child 
to  school  in  good  physical  condition. 

I hate  to  say  so  but  often  the  doctor  does  not  take 
the  proper  pains  to  carefully  examine  the  child  and 
many  parents  come  away  feeling  that  it  was  hardly 
worth  while. 

At  a recent  meeting  of  the  presidents  and  health 
chairmen  of  the  various  school  Parent-Teacher  As- 
sociations a discussion  was  had  as  to  ways  and 


means  of  making  the  pre-school  examination  more 
effective,  as  well  as  to  see  if  something  could  not 
be  done  to  encourage  more  parents  to  take  their 
children  to  the  family  physician  and  dentist  during 
summer  before  entering  school.  With  this  group  of 
interested  workers  in  such  an  organization  behind 
the  movement,  I confidently  hope  that  our  results 
with  the  preparation  of  a child  for  school  in  so  far 
as  physical  fitness  is  concerned,  will  be  much  better. 

Open  Air 

Most  of  you,  I am  sure,  are  familiar  with  the 
procedure  for  selecting  children  for  the  open-air 
classes.  Suffice  it  to  say  that  we  endeavor  to  get 
those  who  seem  most  underweight  and,  of  course, 
those  who  are  contacts,  in  addition  to  such  cases  as 
may  be  recommended  by  the  family  physician,  such 
as  those  who  are  subject  to  frequent  colds,  asthma, 
or  any  other  condition  where  a routine,  including 
a rest  period,  might  be  beneficial.  After  selections 
have  been  made,  the  nurse  obtains  the  parent’s  con- 
sent and  the  physician’s  approval.  As  soon  as  a 
class  has  been  filled  they  are  given  a thorough  phys- 
ical examination,  including  a chest,  heart  and  lungs. 
This  is  done,  even  though  the  physician  may  have 
recently  done  so,  you  of  course  see  the  reason,  and 
that  is  so  that  there  is  no  seeming  discrimination. 

Our  present  routine  is  the  supplying  of  one  good 
nourishing  meal  per  day  followed  by  the  usual  rest 
period  of  one  hour.  Our  main  trouble  is  being  able 
to  reach  more  children  as  twenty  in  the  average 
school  of  600  to  1,000  is  only  a very  small  part  of 
the  actual  need.  I really  believe  that  if  we  could 
be  equipped  a little  differently  we  might  make  more 
classrooms  open  air,  or  else  a whole  school  or  schools. 
This  probably  would  not  be  a very  popular  sugges- 
tion at  this  time  remembering  our  past  winter.  The 
gain  in  weight  in  the  open-air  classes  is  very  sig- 
nificant and  is  always  more  in  proportion  than  in 
any  other  grades  in  school.  I give  you  a few  figures 
on  this: 

September  and  October,  1935 420  children  y2  lb. 

November 482  children  % lb. 

December  358  children  % lb. 

The  first  period,  i.  e.,  from  time  school  opens  until 
the  end  of  October,  is  usually  the  time  when  weight 
gains  are  most  noticeable. 

Special  Classes 

These  classes  are  usually  composed  of  children 
with  low  I.  Q.’s  although  in  some  instances  a child 
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may  need  special  coaching  in  one  or  more  particular 
subjects.  Since  this  type  of  instruction  is  somewhat 
more  expensive,  it  has  been  the  idea  of  the  medical 
department  to  try  to  find  and  eliminate,  whenever 
possible,  any  physical  defects  which  may  be  causing 
failure.  With  this  in  mind,  in  most  instances,  these 
classes  are  given  a medical  inspection  each  year. 
There  is  at  present  a trend  toward  the  idea  that  an 
I.  Q.  may  be  improved,  although  many  educators 
rather  doubt  it.  I personally  believe  that  it  is  not 
always  best  to  place  a child  in  same  class  with  those 
of  equal  or  lower  intelligence  quotients.  This  is 
probably  a debatable  question.  In  other  words 
should  a 46  be  in  same  class  with  a 70? 

In  one  special  class  of  thirty-three  children, 
twenty-seven  defects  were  found. 


Defective  vision , 3 

Defective  tonsils 6 

Defective  teeth _ 18 


Correction  of  these  defects  will  help  some  but  a 
cure  is  not  expected. 

Examination  With  Parent  Present 
Public  health  and  school  physicians  have  long 
been  aware  of  the  fact  that  the  best  results  from  ex- 
aminations of  any  kind  could  be  obtained  with  a 
parent  present  and,  of  course,  the  mother  is  the 
usual  one  to  expect.  With  this  in  mind,  a selected 
group  from  two  schools  was  examined  in  this  way. 
Notices  were  sent  to  the  home  stating  that  the  school 
physician  would  be  at  the  school  for  the  purpose  of 
medical  inspection  of  the  children  and  that  it  was 
requested  that  the  mother  come.  Hours  were  ar- 
ranged so  that  a few  could  come  at  a time,  for  ex- 
ample, three  were  told  to  come  at  9:00,  and  three 
at  9:30  and  so  on.  I’m  sorry  to  say  that  the  at- 
tendance was  not  what  was  hoped  for,  but  I be- 
lieve the  results  justified  the  effort  to  get  parents 
out.  There  were  eighty-two  mothers  present  during 
the  period  and  a total  of  129  children  were  seen. 
Time  was  taken  to  talk  with  each  mother  about  the 
general  health  of  the  child,  his  food  habits,  rest 
periods  and  to  explain  and  demonstrate  the  method 
of  school  examinations.  I feel  sure  this  was  very 
valuable,  for  within  six  weeks  after  this  type  of  ex- 
amination, we  found  on  a check-up  that  many  cor- 
rections had  been  made  and  others  arranged  for, — 
this,  notwithstanding  both  schools  where  the  work 
was  done  were  in  rather  poor  neighborhoods.  One 
nurse  had  this  to  say  on  her  report,  “The  mothers 
were  impressed  and  in  the  majority  of  cases  took 
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their  children  to  their  family  physician  or  to  the 
clinic  for  advice  and  treatment.” 

Examinations  for  Competitive  Athletics 
The  Virginia  interscholastic  athletic  rules  require 
that  all  children  engaged  in  competitive  sports  have 
a heart  examination.  This  is  carefully  adhered  to 
in  the  city  schools  and  each  year  the  players  on  all 
teams  are  given  an  examination.  It  is  our  rule, 
wherever  any  reasonable  doubt  exists,  to  have  the 
child  bring  a certificate  from  his  family  physician 
before  being  allowed  to  take  part  in  any  games. 
This,  of  course,  prevents  our  medical  department 
from  assuming  the  sole  responsibility  in  the  event 
there  should  be  a question  raised.  We  always  ac- 
cept the  family  doctor’s  certificate.  They  also  have 
to  have  a permission  slip  signed  by  a parent  before 
a heart  examination  is  given. 

General  Medical  Inspection 
The  subject  of  general  medical  inspection  is  so 
well  known  to  this  group  that  I will  not  go  into 
details;  suffice  it  to  say  that  this  includes,  general 
observation  of  the  condition  of  eyes,  ears,  nose  and 
throat,  teeth,  posture,  weight  and  any  abnormal  con- 
dition of  bone  or  joint.  This,  of  course,  is  our 
major  item  of  work. 

Summer  School  Examinations 
For  the  past  four  years  the  following  number  of 
students  have  been  examined  in  the  summer  school. 
These  schools,  as  you  know,  are  on  a pay  basis, 
so  it  is  natural  to  suppose  that  the  children  would 
be  able  to  have  the  usual  services  of  physicians  and 
dentists,  with  few  exceptions. 

During  the  past  four  summers  examinations  were 
made  as  follows: 


Examined  Defects  Listed 


1933 

342 

1933  

122 

1934 

__  494 

1934  

197 

1935 

577 

1935  __ 

126 

1936 

705 

1936 

236 

Total 

for  4 years 2,118 

Combined  defects  for  four  years  were  noted  as 
follows : 

Eyes 124  (Many  needed  glasses  to  be  fitted 

and  many  needed  change  of 
glasses.) 

Ears 44  (No  one  was  totally  deaf,  ranged 

from  a slight  loss  to  30  per  cent.) 
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Tonsils 87  (Were  considered  sufficiently  bad  to 

have  an  examination  and  further 
advice  by  family  physician.) 

Teeth 384  (Only  obvious  cavities,  no  recom- 

mendations in  regard  to  ortho- 
dontia or  special  treatment  except 
to  tell  child  to  discuss  this  with 
dentist.) 

It  is  interesting  to  note  that  there  were  almost 
twice  as  many  bad  teeth  in  1933  with  only  342 
children  examined  as  in  1935  when  there  were  577. 
I hope  children  are  becoming  more  interested  in  the 
care  of  their  teeth. 

Miscellaneous 47  (Such  as  underweight,  skin 

conditions,  goiter  are  listed 
under  this  head.) 

High  School  Group 

In  the  high  school  group  there  has  seemed  to  be 
a question  in  the  minds  of  many  educators,  phy- 
sicians and  public  health  workers  as  to  the  value  of 
the  medical  inspection,  and  until  recently  very  little 
has  been  done  further  than  the  examination  of  new 
pupils,  mostly  those  who  had  never  been  in  the  city 
system.  These  children  are  examined  during  the 
last  term  of  junior  high  school,  just  before  entering 


high  school.  Public  health  officials  and  many  edu- 
cators are  realizing  that  this  is  not  enough.  I am 
fully  convinced  that  this  is  the  case. 

I should  like  to  quote  the  following  statistics  from 


examinations  done  this  past  year. 

Total  number  examined 1,650 

Total  number  with  defects 600 

Total  number  with  defective  vision 1+6 

Total  number  with  defective  teeth 434 

Total  number  with  defective  tonsils 90 

Number  who  have  had  tonsils  removed 826 


Now  these  are  the  defects  found  which  in  our 
opinion  should  be  corrected.  It  is  interesting  to 
note  that  very  soon  after  these  things  have  been 
called  to  the  children’s  attention,  they  have  had 
something  done,  as  already  within  a few  weeks  since 
examinations  there  have  been  eighty-eight  defects 
corrected.  Is  this  work  worth  while?  I think  you 
will  agree  with  me  that  it  is. 

I have  tried  to  give  you  in  summary  some  of  the 
things  found  in  the  medical  examinations  of  school 
children.  I realize  that  there  are  many  imperfec- 
tions seen  by  you.  As  stated  in  the  outset,  I will 
be  very  glad  of  suggestions  and  will  take  any  criti- 
cisms in  the  spirit  in  which  any  of  you  may  give 
them. 


THE  PRACTICING  PHYSICIAN’S  PART  IN  PREVENTIVE  MEDICINE.* 

L.  L.  Parks,  M.  D., 

County  Health  Officer, 

Tarboro,  North  Carolina. 


Preventive  Medicine  has  been  defined  by  Sir 
George  Newman  as  “that  branch  of  the  science  and 
art  of  medicine  which  is  concerned  with  the  pre- 
ventive aspects  of  the  healing  art  as  distinct  from 
its  curative  function.  For  though  in  practice  the 
two  cannot  be  separated  each  represents  in  varying 
degree  a different  specific  purpose.  The  avoidance 
of  disease  or  its  infection,  and  the  prevention  or 
reduction  of  its  sequelae,  are  obviously  not  identical 
with  its  remedy  or  cure.” 

Historical:  The  history  of  hygiene  begins  with 
the  primeval  history  of  man  and  the  beginning  of 
all  is  the  instinct  of  survival;  this  impulse  has  come 
from  the  physical  and  mental  nature  of  man  him- 

*Read at  the  meeting  of  the  Seaboard  Medical  Associa- 
tion of  Virginia  and  North  Carolina  at  Tarboro,  N.  C., 
December  1-3,  1936. 


self,  from  the  evolutionary  history  of  his  body  and 
mind,  from  his  kinship  with  human  and  animal 
species,  from  his  fear  of  discontinuity. 

Many  of  the  beliefs  in  olden  times  were  due  to 
magic,  religion  or  otherwise  so  full  of  mystery  for 
us  all,  and  have  changed  in  the  course  of  the  ages, 
but  that  instinct  or  impulse,  modified  by  the  emer- 
gence of  varied  faiths,  remains  in  the  human  mind 
as  the  greatest  single  governing  factor  in  the  con- 
duct of  men.  Fear,  lust,  cruelty,  and  avarice  are 
still  with  us,  but  so  also  are  the  higher  faculties  of 
humanitarianism,  charity,  faith  and  hope,  and  the 
higher  ideals  of  goodness,  truth  and  beauty. 

The  beginning  of  the  rise  of  Preventive  Medicine 
is  generally  considered  to  have  developed  in  the 
land  of  Egypt.  It  was  in  Egypt  that  early  civiliza- 
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tions,  intermixed  by  migration,  cross-fertilized  each 
other.  Egypt  was  the  center  of  the  first  civiliza- 
tion according  to  some  historians,  it  was  a fertile 
section  and  capable  of  supporting  a community  by 
agriculture  alone.  Among  other  disires  of  the  times, 
they  sought  high  and  low,  through  the  ages,  for 
some  means,  occult  or  known,  of  avoiding  the  in- 
evitable disintegration  of  death  or  at  least  the  post- 
ponement of  its  event. 

As  early  as  about  the  year  300  B.  C.  we  find 
that  Hindu  personal  hygiene  concerned  itself  with 
such  items  as:  (1)  cleanliness,  care  of  the  teeth 
nails,  hair,  etc.;  (2)  diet — certain  foods  were  ad- 
vised, meat  and  alcohol  being  forbidden  by  re- 
ligion but  were  not  forbidden  by  the  medical  au- 
thorities; (3)  exercise  was  advised;  (4)  elaborate 
restrictions  were  placed  upon  sexual  intercourse, 
which  was  forbidden  on  the  eighth,  fourteenth,  and 
fifteenth  days  of  the  month,  and  in  the  morning; 
(5)  prophylactic  measures  were  recommended  such 
as  an  emetic  weekly,  a laxative  monthly,  and  blood- 
letting twice  yearly. 

The  beginning  of  the  understanding  of  Preven- 
tive Medicine  was  probably  first  brought  to  attention 
by  the  great  physician,  Hippocrates;  he  first  at- 
tempted to  base  theories  of  Preventive  Medicine 
upon  facts  rather  than  suppositions. 

There  is  unlimited  historical  material  available 
on  the  development  of  Preventive  Medicine  as  well 
as  all  phases  of  medicine,  but  I shall  bring  to  your 
attention  a few  of  the  physicians  that  have  made 
history  in  Preventive  Medicine,  and  some  of  their 
accomplishments. 

Thomas  Sydenham  (1624-1689)  was  among  the 
first  physicians  to  give  priority  to  the  direct  clin- 
ical observation  of  the  patient  before  him;  every 
patient  was  dealt  with  as  a sample  of  natural  his- 
tory, not  morbid  anatomy,  not  arguments  drawn 
from  autopsy,  just  on  what  the  body  of  the  living 
patient  reveals  or  declares.  Sydenham  has  been  de- 
clared the  forerunner  of  the  modern  science  of  epi- 
demiology and  for  this  reason  he  is  mentioned  as 
one  of  the  pioneers  in  Preventive  Medicine.  He  was 
not  only  an  outstanding  physician  in  his  time  but 
was  also  an  epidemiologist. 

Sir  John  Pringle  (1707-1732),  a physician  of  the 
British  Army,  should  be  mentioned  as  being  the 
first  physician  to  give  a careful  account  of  his  ob- 
servations on  the  causes  of  military  disorders,  and 


to  insist  on  sanitary  measures  for  the  health  of 
the  soldier  while  in  the  battlefield  and  in  canton- 
ments, by  which  means  he  lowered  to  a large  ex- 
tent the  ravages  of  disease.  It  was  through  Pringle’s 
agency  that  the  practice  of  regarding  the  hospitals 
in  the  field  as  exempt  from  attack  by  the  enemy 
was  first  established.  Hospitals  were  regarded  as 
neutral  territory.  Pringle  is  said  to  be  one  of  the 
first  physicians  to  employ  medical  skill  in  the  pre- 
vention of  disease. 

There  is  no  more  interesting  chapter  in  history  of 
the  part  played  by  physicians  in  the  development 
of  Preventive  Medicine  than  that  of  the  life  of 
James  Lind  ( 1716-1794)  and  his  work  on  scurvy. 
Lind  spent  the  greater  part  of  his  life  in  the  study 
of  scurvy,  and  when,  after  his  death,  his  measures 
for  the  prevention  of  this  devastating  disease  were 
adopted  by  all  nations,  scurvy  disappeared  and 
troubled  seafaring  men  no  more.  And  for  this  rea- 
son, perhaps,  Lind  is  so  little  remembered  now. 
Lind  was  in  the  Naval  Medical  Service  and  his 
own  description  of  the  conditions  at  sea  were  from 
personal  observations.  He  saw  the  overcrowded, 
damp,  dark  and  airless  cabins,  their  dietary  on  long 
voyages,  and  he  describes  the  food  as  “putrid  beef, 
rancid  pork,  mouldy  biscuits  and  flour.”  He  said, 
“the  number  of  seamen  in  time  of  war  who  die 
by  shipwreck,  capture,  famine,  fire  and  sword  is 
but  inconsiderable  in  respect  of  such  as  are  destroyed 
by  the  ship  diseases,  and  by  the  usual  maladies  of 
intemperate  climates.”  Lind  had  under  his  care 
around  300  to  400  cases  of  scurvy  to  treat  daily, 
during  the  seven  years  war  with  Spain  and  France. 

Little  do  we,  as  physicians,  now  realize  what  the 
physicians  of  centuries  ago  had  to  go  through  with 
just  to  learn  that  a young  baby  should  have  its  daily 
orange  juice  as  is  recommended  now  by  most  phy- 
sicians, and  that  seamen  should  have  their  fresh 
fruits  when  out  at  sea  to  prevent  scurvy. 

The  history  of  the  development  of  smallpox  vac- 
cination and  Jenner’s  work  is  well  known  to  all. 
An  interesting  feature  that  goes  with  most  new 
developments  in  medicine  was  that  Jenner’s  work 
was  slowly  accepted  by  the  medical  profession  of 
his  time  and  in  later  years  it  was  found  that  small- 
pox vaccination  did  not  produce  a lasting  immunity 
and  this  caused  some  to  doubt  Jenner’s  work;  how- 
ever, all  credit  is  due  to  Jenner,  and  it  is  now  known 
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that  re-vaccination  is  necessary  to  maintain  one’s 
immunity  to  smallpox. 

Time  will  only  permit  me  to  mention  many  out- 
standing names  of  physicians  that  have  played  major 
roles  in  the  development  of  medicine  and  Preventive 
Medicine,  such  as  Lord  Lester,  William  Farr,  Sir 
John  Simon,  Max  Von  Pettenkofer,  Robert  Koch,  Sir 
Patrick  Manson,  Alphonse  Laveran,  Walter  Reed, 
General  William  Cranford  Gorgas,  Herman  Biggs, 
Lieutenant  General  Sir  William  Leishman,  etc.  All 
of  these  physicians  have  been  listed  as  pioneers  in 
Preventive  Medicine  by  M.  E.  M.  Walker  in  his 
book  '“Pioneers  of  Public  Health.” 

Since  this  paper  deals  only  with  the  practitioner’s 
part  in  Preventive  Medicine,  we  are  not  bringing  to 
your  attention  many  developments  made  in  Pre- 
ventive Medicine  by  others  than  physicians.  Prop- 
er credit  is  due  them,  however,  and  there  are  many 
outstanding  scientists  who  have  played  a major 
role  in  medicine  such  as  Louis  Pasteur  and  others. 

Perhaps  too  much  time  in  this  paper  has  been 
devoted  already  to  the  history  of  Preventive  Med- 
icine but  it  was  my  intention  to  bring  to  you  the 
fact  that  those  physicians  that  are  now  doing  Pre- 
ventive Medicine,  or  as  is  commonly  called  Public 
Health,  must  and  do  recognize  that  the'  practicing 
physician  has  always  been  a leader  in  public  health 
and  still  is.  The  first  public  health  work  was 
done  by  practicing  physicians  as  part  of  their  civic 
duty.  When  epidemics  came,  a physician  was  ap- 
pointed in  charge  and  as  the  epidemic  subsided  the 
physician’s  duties  ceased  as  health  officer. 

The  practicing  physician  is  for  most  people  still 
the  key-man  in  all  matters  affecting  health.  It  is 
to  the  physician  that  the  patient  has  gone  for  all 
matters  in  health  and  disease.  After  the  develop- 
ment of  the  germ  theory  by  Pasteur,  this  new  in- 
formation took  the  prevention  of  some  infectious 
diseases  out  of  the  hands  of  the  physician  and  placed 
it  in  the  hands  of  the  community.  This  was  logical, 
since  it  was  by  and  through  the  community  that 
the  disease  was  spread,  and  since  it  was  more  feas- 
ible to  prevent  disease  by  and  through  the  com- 
munity than  through  the  individual. 

A large  part  of  this  problem  has  come  about 
because  of  the  change  in  population  from  rural  to 
urban.  The  individual  who  lives  alone  and  has 
his  own  food  supplies  such  as  milk,  etc.,  garden 
and  water  supply,  and  whose  only  contacts  are  with 
the  members  of  his  own  family,  is  less  likely  to 


suffer  with  contagious  or  infectious  diseases  than 
the  individual  who  is  living  in  one  of  our  apart- 
ment houses  and  obtains  his  milk  from  farms  miles 
away  and  this  milk  passes  through  many  hands. 
The  city  individual  also  travels  in  a crowded  street 
car,  visits  the  movies,  attends  school  and  comes  in 
contact  with  many  persons  from  all  sections  of  a 
county  or  state  in  a day’s  time. 

Because  of  the  new  knowledge  of  infectious  dis- 
eases, it  has  been  necessary  that  health  departments 
be  established  to  see  that  pure  milk  and  water  sup- 
plies are  furnished,  that  there  is  proper  disposal  of 
sewage,  and  the  many  other  activities  that  properly 
belong  to  the  health  department  have  attention. 

There  are  certain  activities  that  are  carried  on  by 
some  health  departments  that  are  often  questioned, 
such  as  the  giving  of  vaccinations — as  to  whether 
it  should  be  done  by  the  practicing  physician  or  by 
the  health  department. 

During  the  period  of  inflation,  or  in  the  years  of 
1928  and  1929,  few  physicians  were  concerned  with 
problems  of  Preventive  Medicine.  The  physicians 
felt  that  all  their  time  was  occupied  with  the  care 
of  the  sick.  During  the  depression,  or  the  period 
1931  to  1933,  many  physicians  began  to  consider  the 
problem  of  immunization  more  seriously  and  one 
of  the  benefits  of  the  depression  seems  to  have  re- 
sulted in  some  physicians  realizing  that  they  must 
practice  Preventive  Medicine  increasingly  in  the 
future  if  they  are  not  to  lose  the  practice  of  cura- 
tive medicine.  Many  physicians  of  the  past  have 
been  too  readily  content  to  leave  all  of  the  practice 
of  Preventive  Medicine  to  public  health  officials. 

The  years  of  1931  to  1933  also  taught  health 
officials  that  many  activities  they  were  doing  right- 
fully belonged  to  the  medical  profession  and  be- 
cause of  reduced  health  budgets  their  attention  was 
directed  to  educational  functions  to  enlighten  the 
public  as  to  the  possibilities  of  Preventive  Medicine, 
and  to  urge  people  to  go  to  the  family  physician  for 
such  individual  Preventive  Medicine  as  the  family 
physician  could  well  practice. 

There  are  many  plans  being  used  throughout 
the  states  to  stimulate  in  the  physicians  an  interest 
in  Preventive  Medicine.  In  Detroit  the  plan  seems 
to  be  working  more  or  less  satisfactorily  in  that 
the  general  practitioner  participates  in  public  health 
procedures  and  for  those  cases  that  cannot  pay  for 
their  preventive  work  the  city  pays  the  general  prac- 
titioner. This  plan  seems  to  have  the  good  will 
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of  the  physicians  as  well  as  the  cooperation  of  the 
health  department,  and  this  procedure  is  also  a means 
of  making  every  physician’s  office  a health  center 
in  the  community. 

The  place  of  the  physician  in  a community  health 
program  must  be  a central  one.  Public  health  re- 
lies in  the  last  analysis  on  medical  science.  The 
medical  profession  may  be  a little  slow  in  approving 
of  some  new  health  department  procedures  at  times 
but  this  spirit  of  conservatism  and  caution  is  neces- 
sary to  prevent  ridiculous  errors  or  even  serious  mis- 
takes. 

The  ideal  in  a health  program  would  be  for  every 
physician  to  report  every  communicable  disease  with 
which  he  comes  in  contact  and  fortunately  most 
physicians  do  report  their  more  serious  commuicable 
diseases  fairly  well.  One  of  the  greatest  problems 
of  a health  department  is  to  know  where,  when  and 
under  what  circumstances  a certain  disease  is  oc- 
curring in  a community.  The  control  of  tubercu- 
losis, syphilis  or  gonorrhea,  diphtheria,  or  any  of 
the  contagious  diseases  in  a community  is  dependent 
upon  the  family  physician.  The  health  official  needs 
the  cooperation  of  the  physician  and  the  physician 
needs  the  help  of  the  health  official  to  carry  on  a 
satisfactory  program  of  Preventive  Medicine.  There 
is  no  success  for  the  public  health  official  who  ig- 
nores the  medical  profession  in  his  community. 
Neither  is  the  fullest  measure  of  service  possible 
to  the  physician  who  ignores  his  obligations  toward 
Preventive  Medicine. 

The  physician  must  have  a central  place  in  the 
public  health  program  because  he  commands  public 
confidence.  This  confidence  in  the  family  physician 
in  a community  is  well  brought  about,  for  example, 
when  a health  worker  advises  certain  recommenda- 
tions as  to  immunization  and  these  recommendations 
are  contrary  to  what  the  family  physician  has  ad- 
vised. Then  the  patient  will  usually  follow  the 
family  physician’s  instructions. 

To  me  the  practicing  physician  has  as  great  op- 
portunity to  practice  Preventive  Medicine  in  his 
daily  practice  as  has  the  health  official.  Since  the 
beginning  of  medical  practice,  it  has  been  the  habit 
of  physicians  to  advise  their  patients  not  only  about 
treatment  but  about  prevention.  This  has  been  a 
person-to-person  relationship  and  this  is  necessary 
if  an  attack  is  to  be  made  on  such  health  problems 
as  cancer,  apoplexy,  syphilis,  diabetes,  heart  disease, 


nephritis,  and  the  many  other  degenerating  diseases, 
as  well  as  the  field  of  quackery. 

To  call  to  the  family  physician’s  attention  cer- 
tain activities  of  Preventive  Medicine  seems  hardly 
necessary  but,  if  I may,  I will  mention  only  a few 
examples.  Some  physicians  are  adopting  the  pro- 
cedure of  advising  diphtheria  immunization  to  their 
new  born  babies  at  about  six  months  of  age.  This 
advice  is  given  at  the  time  of  attending  the  birth  and 
is  followed  up  at  the  six  months’  period  by  a printed 
notice  to  the  child’s  parents.  How  easy  it  would  be 
to  practically  eliminate  diphtheria  if  every  mother 
were  given  this  advice  at  the  time  of  the  birth  of 
her  child! 

In  those  communities  where  smallpox  vaccina- 
tion is  not  required  for  a child  to  attend  school,  this 
could  be  advised  without  much  trouble  before  the 
child  enters  school.  Of  course,  the  health  depart- 
ments are  doing  this  type  of  work  but  after  all  the 
family  physician  could  also  do  it  if  he  cared  to.  The 
surgeon  practices  Preventive  Medicine  every  time 
that  he  operates  upon  a suspected  but  not  definitely 
diagnosed  case  of  appendicitis,  that  is  to  prevent 
possible  rupture  and  peritonitis,  and  we  admit  that 
is  good  Preventive  Medicine. 

In  the  matter  of  the  control  of  syphilis,  of  which 
we  have  heard  so  much  lately,  it  is  one  of  the  great- 
est opportunities  for  both  the  physician  and  the 
health  departments  to  put  in  some  up-to-date  Pre- 
ventive Medicine  by  looking  for  syphilis  in  every 
patient;  make  the  Wassermann  a routine  test  on 
every  patient,  just  as  much  so  as  to  take  a new  pa- 
tient’s temperature  or  feel  his  pulse.  By  this  pro- 
cedure syphilis  cases  could  be  greatly  lowered.  Cer- 
tainly every  expectant  mother  is  entitled  to  a Was- 
sermann as  early  as  possible  in  her  pregnancy,  and 
it  is  our  duty  to  see  that  she  gets  treatment  if  it  is 
necessary,  although  it  is  often  difficult  to  impress 
upon  the  patient  the  importance  of  treatment. 

If  every  physician  constituted  himself  a health 
officer  for  the  families  under  his  care,  detecting  and 
correcting  physical  defects,  following  up  sources  of 
infection  in  syphilis,  in  diphtheria,  and  in  other 
infectious  diseases,  following  up  the  contacts  in  cases 
of  tuberculosis,  and  in  general  cooperating  closely 
in  even'  way  with  our  health  officials  to  prevent 
disease,  the  medical  profession  could  exert  a won- 
derful power  in  the  field  of  Preventive  Medicine. 

In  this  paper  wTe  have  attempted  to  bring  before 
you  some  of  the  activities  that  have  made  the  gen- 
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eral  practitioner  a leader  in  Preventive  Medicine,  in 
the  past,  at  present,  and  the  physician  of  the  future 
must  be  increasingly  a practitioner  of  Preventive 
Medicine.  Obviously  this  involves  new  relationships 
to  the  public  and  to  the  health  officials. 

May  I summarize  this  paper  by  using  a statement 
that  was  emphasized  by  the  late  Doctor  William  H. 
Welch  of  John  Hopkins  University:  “There  can  be 
no  real  and  lasting  success  of  efforts  to  promote 
the  health  of  the  people  and  to  prevent  disease  with- 
out the  active  sympathy,  support  and  participation 
of  the  medical  profession.” 
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Correspondence 

Rabbit  Ovulation  Test  for  Pregnancy. 

Richmond,  Virginia, 

. March  30,  1937. 

To  the  Editor: 

Of  late  I have  had  occasion  to  hear  of  considerable 
dissatisfaction  among  Richmond  physicians  with  the 
rabbit  ovulation  test  for  pregnancy.  Although  I have 
not  run  these  tests  for  several  years,  I believe  I was 
probably  the  first  in  this  State  to  run  a considerable 
number.  When  I started  these  tests  I decided  to 
charge  only  $5.00  because  we  were  in  the  depths  of 
the  depression  and  good  rabbits  could  be  secured  for 
from  50c  to  75c.  The  present  charge  in  the  Richmond 
hospitals  is  still  $5.00,  but  I consider  that  this  is  in- 
adequate due  to  the  increase  in  cost  of  rabbits  and 
feed  and  will  result  in  increasing  dissatisfaction  with 
this  test.  The  usual  practice  at  present  is  to  use 
arbitrarily  a $1.00  rabbit,  which  is  generally  one 
about  four  months  of  age.  This  age  rabbit  is  too 


insensitive.  It  is  advisable  to  use  a 6-  or  7 -months  old 
rabbit,  or  one  which  has  had  a litter.  This  automati- 
cally insures  that  the  rabbit  is  old  enough.  The  rab- 
bit then  should  be  isolated  by  the  laboratory  for  at 
least  one  week  and  preferably  two,  since  I have 
seen  too  many  pregnant  rabbits  which  had  been 
guaranteed  by  local  dealers  to  be  isolated  virgins. 
In  fact,  my  seeing  one  a few  days  ago  at  a local 
hospital  was  the  final  stimulus  to  write  this  letter. 
This  will  mean  that  the  laboratory  will  have  to  have 
rabbits  constantly  on  hand,  instead  of  ordering  one 
from  a dealer  after  a specimen  is  received  for  test- 
ing. Naturally,  this  increases  the  cost  of  the  test. 
I consider  that  a laboratory  which  does  not  have 
adequate  facilities  for  keeping  rabbits  on  hand  has 
no  business  in  running  this  test,  any  more  than  it 
could  run  a blood  sugar  without  the  necessary  chemi- 
cal equipment. 

When  each  year  this  test  is  used  as  a student 
laboratory  experiment,  I have  found  it  essential  to 
order  rabbits  from  Philadelphia  to  insure  good 
material.  These  older  rabbits  cost  at  least  $1.75  plus 
express  charges.  At  least  15  c.c.  of  morning  urine 
should  be  injected,  and  recently  one  investigator 
recommended  25  c.c.  in  one  injection.  Since  occasion- 
ally the  rabbit  dies  overnight,  the  remainder  of  the 
sample  must  be  detoxified  with  anaesthetic  ether  and 
a second  rabbit  injected,  which  is  an  added  reason 
for  extra  rabbits  being  immediately  available. 

Because  of  these  factors,  so  long  as  the  attempt 
is  made  to  keep  the  cost  of  the  test  to  $5.00  the 
tendency  to  buy  rabbits  as  cheaply  as  possible  and 
not  until  needed,  will  continue.  This  I am  sure 
will  result  in  a marked  diminution  in  the  accuracy 
of  the  test,  which  when  correctly  done 'should  give 
an  accuracy  of  about  99  per  cent.  It  must  be  re- 
membered that  this  is  merely  a test  for  viable  placen- 
tal tissue  and  related  types  in  contact  with  the  cir- 
culation. Positive  results  in  pregnancy  are  not 
assured  until  about  5 days  after  the  end  of  the  first 
missed  menstrual  period,  although  usually  it  can  be 
diagnosed  earlier.  This  test  is  not  sensitive  enough 
for  diagnosis  of  teratoma  testis,  when  the  rat  ovula- 
tion test  must  be  used  to  obtain  quantitative  results, 
as  is  also  desirable  for  hydatidiform  mole  and 
chorionic  epithelioma. 

Therefore,  I suggest,  to  insure  that  the  material 
and  procedure  may  be  of  the  best,  that  the  cost  of 
this  test  in  Richmond  be  raised  to  $10.00.  Although 
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it  is  admirable  to  keep  medical  costs  low,  it  becomes 
reprehensible  when  the  charge  is  insufficient  to  in- 
sure optimum  results. 

I trust  that  I will  not  be  accused  of  any  ulterior 
motives  in  suggesting  this,  since  I have  not  run  this 
test  for  some  years  and  have  no  idea  of  ever  doing 
so  in  the  future. 

Respectfully, 

R.  J.  Main, 

Associate  Professor  of  Physiology, 

Medical  College  of  Virginia. 


Miscellaneous 


Findings  of  the  Division  on  Public  Health 

and  Medical  Care  of  the  Virginia  Confer- 
ence of  Social  Work,  April  10,  1937. 

Whereas,  (1)  It  is  known  that  syphilis  is  one  of 
the  most  common  of  diseases,  recent  surveys  estab- 
lishing the  fact  that  there  are  approximately  125,000 
cases  in  the  State  of  Virginia,  and, 

(2)  It  is  also  well  known  that  syphilis  is  one  of 
the  most  pernicious  of  diseases  because  of  its  effect 
in  producing  physical,  economic  and  emotional  dis- 
ability, since  approximately  ten  per  cent  of  all  in- 
sanity, ten  per  cent  of  heart  disease,  many  cases  of 
blindness,  and  a large  proportion  of  still  births  and 
infant  deaths  are  due  to  this  infection,  and, 

(3)  The  control  of  syphilis  is  an  essential  part  of 
a public  health  program,  because  of  the  communica- 
bility of  this  disease  and  because  of  its  far-reaching 
social  and  economic  effects.  A large  proportion  of 
pauperism,  dependency,  and  insanity  which  must  be 
cared  for  at  public  expense  is  an  outgrowth  of  the 
devastating  effects  of  syphilis,  and, 

(4)  There  now  exists  sufficient  scientific  knowl- 
edge which,  if  applied,  can  “stamp  out”  the  disease, 
and  a syphilis  control  program  probably  offers  more 
return  for  the  money  spent  than  any  other  phase  of 
public  health  work. 

Therefore,  It  is  recommended: 

First,  that  the  program  of  the  State  Health  De- 
partment for  the  control  of  venereal  diseases  in  Vir- 
ginia and  the  recommendations  of  Dr.  L.  E.  Burney 
of  the  U.  S.  Public  Health  Service  for  the  control 
of  venereal  diseases  in  Richmond  be  endorsed  as 
authoritative,  practical  and  necessary. 

The  major  aspects  of  such  a program,  for  which 


funds  must  be  made  available,  include:  (1)  Treat- 
ment facilities,  (2)  Distribution  of  free  drugs, 
(3)  Laboratory  facilities,  (4)  Standardized  treat- 
ment, (5)  Professional  assistance  to  physicians, 
(6)  Epidemiology,  including  case  finding  and  case 
holding,  which  involves  adequate  follow-up  service 
through  trained  nurses  or  medical  social  workers. 
Special  efforts  should  also  be  made  to  assist  pre-natal 
clinics,  because  here  will  be  one  of  the  most  potent 
points  of  attack,  (7)  Morbidity  and  mortality  re- 
porting, (8)  Diagnostic  centers,  (9)  An  educational 
program  for  laity,  and  (10)  Prophylaxis. 

Second,  that  the  general  medical  profession  accept 
the  major  burden  of  eventually  eradicating  syphilis, 
especially  the  task  of  instructing  individuals  with  the 
disease  regarding  the  nature  of  their  infection,  the 
importance  of  early  and  continuous  treatment,  and 
the  favorable  results  which  follow  adequate  therapy; 
also  of  cooperating  with  epidemiological  activities 
for  investigating  sources  of  infection  and  contact. 
This  cooperation  with  the  epidemiological  aids 
should  continue  throughout  the  treatment  by  fre- 
quent consultation  with  social  or  health  workers  and 
repeated  encouragement  of  the  patient. 

Third,  that  organized  public  health  facilities  in 
the  State  make  a definite  effort  to  secure  larger  ap- 
propriations which  will  allow  them  to  take  a more 
active  leadership  in  the  program.  The  influence  of  a 
well-informed  public  in  developing  understanding 
and  support  of  this  program  on  the  part  of  members 
of  the  local  and  State  legislative  bodies  should  be 
utilized  in  securing  necessary  appropriations  for  the 
development  of  an  adequate  program  of  venereal  dis- 
ease control  throughout  the  State. 

Ennion  Willliams,  M.  D.,  Chairman 
R.  W.  Garnett,  M.  D. 

Louise  Galvin,  M.  D. 

Basil  B.  Jones,  M.  D. 

Miss  Mary  Alice  Riley 

Miss  Miriam  H.  Dettelbach,  Secretary 


Public  Health  Statistics 


I.  C.  Ricgin,  M.  D., 

Stale  Health  Commissioner  of  Virginia. 

The  report  of  the  State  Health  Department’s 
bureau  of  communicable  diseases,  as  compiled  for 
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the  month  of  March,  shows  the  following  cases  com- 


pared with  the  same  month  in  1936. 

1937  1936 

Typhoid  and  Paratyphoid 14  1+ 

Diphtheria 58  62 

Scarlet  Fever  90  232 

Measles  902  642 

Meningitis 50  68 

Poliomyelitis  2 1 

Rocky  Mountain  Spotted  Fever 1 0 

Typhus  Fever  0 0 

Undulant  Fever 1 1 

Tularaemia 0 1 

Smallpox  1 0 


School  Sanitation 

Through  its  bureau  of  rural  health,  the  Depart- 
ment for  a number  of  years  has  been  active  in  pro- 
curing sanitary  equipment  for  rural  schools.  In  this 
activity,  the  State  Board  of  Education  has  cooper- 
ated effectively.  As  a result,  modern  facilities  have 
been  installed  in  hundreds  of  rural  schools  build- 
ings. However,  the  Department  recently  indicated 
to  the  Superintendents  of  Schools  that  approved 
installations  are  but  the  initial  step. 

The  Department’s  field  sanitation  personnel  re- 
port that  an  increasing  number  of  teachers  and  others 
charged  with  school  sanitation  maintenance  are 
realizing  that  neglected  standard  equipment  is  haz- 
ardous to  child  life  and  community  health.  Neverthe- 
less, carelessness  in  some  quarters  still  makes  the 
maintenance  situation  a real  problem.  Consequently 
again  working  in  close  cooperation  with  the  Board 
of  Education,  the  Department  is  emphasizing  the 
responsibility  of  rural  teachers  in  this  connection. 

The  school  sanitation  problem  obviously  will  con- 
tinue to  represent  a public  health  concern  until  an 
intelligent  and  sustained  interest  is  realized  by  those 
individually  charged  with  school  environmental  con- 
ditions. 

Cooperation  in  the  Cancer  Campaign 

The  Virginia  Federation  of  Home  Demonstration 
Clubs,  with  a membership  of  16,000  rural  women, 
through  the  State  Department  of  Health,  recently 
offered  its  active  cooperation  in  the  women's  nation- 
wide cancer  campaign. 

With  the  degenerative  diseases  of  middle  age  and 
older  taking  an  ever  increasing  toll,  and  with  the 
preventive  phases  of  such  conditions  being  based  for 
the  most  part  upon  a reasonable  personal  interest, 
it  is  believed  that  this  group  action  represents  a 
favorable  indication  of  a new  health  attitude. 


1937  Child  Health  Day 

In  cooperation  with  the  U.  S.  Children’s  Bureau, 
the  State  Board  of  Education,  the  local  health  de- 
partments and  schools,  the  State  Department  of 
Health  again  this  year  is  urging  the  proper  obser- 
vance of  Child  Health  Day. 

Suggestions  for  programs,  including  material  pre- 
pared by  federal  and  state  health  organizations, 
already  have  been  forwarded  by  local  health  depart- 
ments and  the  State  Department  of  Health  to  a large 
number  of  groups  interested  in  this  health  conserva- 
tion activity. 

Reports  received  to  date  indicate  that  the  1937 
celebration  will  exceed  those  previously  observed. 

Activities  of  the  Bureau  of  Child  Health 

Within  the  past  few  months,  a field  representative 
of  the  Department’s  bureau  of  child  health  has  or- 
ganized activities  through  the  Cradle  Roll  chairmen 
in  ninety-one  different  churches  of  several  counties. 
The  plan  involves  the  education  of  mothers  of  pre- 
school children  in  the  public  health  phases  of  child 
health  conservation. 

This  work  is  limited  to  public  health  principles. 
Needless  to  say,  treatments,  corrections,  and  pro- 
fessional advice  remain  with  the  private  practitioner. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 

Auxiliary  to  the  Accomac-Northampton 
Medical  Societies. 

The  society  held  an  interesting  meeting  on  April 
6 at  the  home  of  Mrs.  J.  Walker  Jackson  of  Machi- 
pongo.  A gift  of  pillows  was  made  to  the  Northamp- 
ton Accomac  Hospital.  Also  a donation  was  given 
towards  the  maintenance  of  a bed  in  a State  tuber- 
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culosis  sanatorium  for  the  use  of  a physician  or  his 
dependent. 

Some  interesting  notes  were  read  on  the  mid- 
winter board  meeting  of  the  Auxiliary  to  the  Medi- 
cal Society  of  Virginia,  held  at  Norfolk.  An  instruc- 
tive talk  was  made  on  the  campaign  being 
launched  by  the  Virginia  Association  for  the  early 
diagnosis  of  tuberculosis. 

After  the  business  meeting  a social  period  with 
the  serving  of  delicious  refreshments  was  greatly 
enjoyed. 

The  next  meeting  is  to  be  held  at  the  home  of 
Mrs.  John  W.  Robertson  of  Onancock,  on  Tuesday, 
October  5. 

Mrs.  O.  R.  Fletcher, 
Secretary. 

Woman’s  Auxiliary  to  the  Richmond 

Academy  of  Medicine 

The  Auxiliary  has  been  progressing  nicely.  This 
year  we  have  been  meeting  in  the  homes  of  the  dif- 
ferent members  instead  of  in  the  Academy  building. 
Our  meetings  are  held  in  the  mornings  at  eleven 
o’clock  on  the  second  Fridays  of  the  month  from 
September  through  June,  and  only  last  one  hour. 

This  month  we  had  our  annual  card  party  at  the 
John  Marshall  Hotel  and,  after  taking  out  expenses, 
we  have  cleared  so  far  over  $200.00. 

The  Auxiliary  has  already  paid  its  obligations  for 
the  year  beginning  October  1936  through  October 
1937,  that  is,  has  sent  its  check  to  the  Academy  of 
Medicine  for  the  specimen  jars  for  the  Pathological 
Museum  in  the  Academy  building,  a check  to  the 
State  fund  for  the  bed  in  a State  T.  B.  sanatorium 
for  a doctor  or  his  dependent,  a check  to  the  Crippled 
Children’s  Hospital  for  the  three  beds  the  Auxiliary 
has  endowed  in  the  new  tubercular  ward  at  the  hos- 
pital. The  hospital  board  has  had  name  plates  made 
for  the  beds  and  we  will  from  time  to  time  visit  the 
occupants  of  the  beds. 

« We  have  had  very  interesting  speakers  so  far 
this  vear,  among  whom  have  been:  Mrs.  Fred 
Alexander,  President,  Federated  Women’s  Clubs  of 
Virginia;  Mrs.  J.  L.  Blair  Buck,  Budget  Chairman, 
National  Federation  of  Women’s  Clubs;  Mrs.  J. 
Scott  Parrish,  of  the  Crime  Committee;  Mrs.  Addi- 
son Lewis,  Chairman  of  Cancer  Control  Committee 
for  Richmond;  and  Mr.  Dave  Satterfield,  Richmond 
attorney. 

(Mrs.  W.  Ambrose)  Lois  L.  McGee. 


A.  M.  A.  Auxiliary. 

Some  very  interesting  plans  are  being  made  for 
the  ladies  attending  the  A.  M.  A.  meeting  to  be  held 
in  Atlantic  City,  June  7 through  11.  We  are  ex- 
pecting quite  a number  of  the  doctors’  wives  this 
year  since  the  meeting  is  so  close  home. 

Hygeia. 

One  phase  of  the  work  with  Hygeia  has  been 
very  successfully  carried  out.  During  the  months 
of  December  and  January  eighty-one  subscriptions 
or  renewals  were  secured  from  physicians.  Accord- 
ing to  the  plans  adopted  at  Staunton  last  October, 
the  rest  of  the  year  is  to  be  devoted  to  securing  sub- 
scriptions from  laymen.  These  subscriptions  do  not 
carry  the  half  rate  extended  to  physicians,  but  do 
give  the  Auxiliary  securing  them  a commission.  It 
is  in  this  field  that  most  can  be  done  in  educating 
the  public  to  seek  adequate  medical  care. 

It  is  said  that  a writer  as  far  back  as  the  middle 
of  the  nineteenth  century  once  complained,  “The 
external  appearance  of  the  human  body  is  necessarily 
familiar  to  us  all.  Its  internal  structure,  however, 
and  the  manner  in  which  its  different  functions  are 
performed,  are  not  understood  as  they  ought  to  be 
by  the  generality  of  people.”  The  publication  of 
Hygeia  was  undertaken  in  order  to  offset  those 
who  would  profit  unfairly  by  this  lack  of  knowledge 
of  the  “generality”  and  to  bring  about  a clearer 
understanding  of  healthful  living  and  the  control 
of  disease.  The  first  issue  was  published  in  April 
1932. 

This  magazine  gives  authentic  information  and 
“helps  clear  the  mind  muddled  with  misinforma- 
tion.” All  advertisements  are  carefully  checked  be- 
fore publication  and  the  statements  can  be  said  to 
be  entirely  dependable.  The  January  issue  carried 
an  article  on  the  background  of  syphilis  control. 

Hygeia,  the  mythological  Goddess'  of  Health,  was 
the  daughter  of  Aesculapius,  the  patron  of  the  phy- 
sician. The  auxiliaries  to  the  medical  associations, 
the  “daughters  of  the  physicians,”  are  asked  to 
further  the  interests  of  the  parent  organizations  by 
fostering  this  magazine.  No  more  direct  aid  could 
be  given  than  by  educating  the  public  to  appreciate 
healthful  living  and  the  control  of  disease.  “ . . . we 
have  nothing  else  to  offer  which  gives  that  feeling 
of  partnership  with  our  profession  that  working  with 
Hygeia  does.” 
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The  motto  set  by  the  national  chairman  is:  “Every 
member  a subscriber,  or  responsible  for  a subscrip- 
tion.” With  eighty-one  subscriptions  already  to  our 
credit  and  two  hundred  ten  members  on  the  roll, 
this  goal  can  be  easily  reached  in  Virginia. 

Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated  the 
following  has  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association. 

Eli  Lilly  & Co. 

Tetanus  Toxoid,  Alum  Precipitated  (Lilly). 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  inclusion  in  New  and  Nonofficial  Remedies: 

Diphtheria  Schick  Test  Toxin,  Diluted  Ready  for  Ad- 
ministration— Gilliland  (New  and  Nonofficial  Remedies, 
1936,  p.  409). — This  product  is  also  marketed  in  packages 
containing  sufficient  material  for  100  tests.  As  a means 
of  control,  the  Schick  Test  Control  is  supplied  in  packages 
containing  sufficient  material  for  ten,  twenty-five,  fifty  and 
100  control  tests.  The  Gilliland  Laboratories,  Inc., 
Marietta,  Pa. 

Diphtheria  Toxoid,  Alum  Precipitated  (Refined)  (New 
and  Nonofficial  Remedies,  1936,  p.  393). — This  product  is 
also  marketed  in  packages  of  one  0.5  c.c.  vial  (one  immuni- 
zation) ; ten  0.5  c.c.  vials  (ten  immunizations)  ; one  5 c.c. 
vial  (ten  immunizations).  The  Gilliland  Laboratories, 
Inc.,  Marietta,  Pa. 

Propaganda  for  Reform 

Insulin  Shock  Treatment  for  Schizophrenia. — The  amaz- 
ing results  already  reported  in  some  cases  in  which  the 
insulin  shock  treatment  has  been  applied  in  schizophrenia 
have  resulted  naturally  in  a certain  amount  of  premature 
enthusiasm  in'  relationship  to  the  use  of  the  method.  It  has 
been  widely  exploited  in  the  press  with  the  statement  that 
it  constitutes  a cure  for  what  has  formely  been  considered 
an  incurable  disease.  As  a result,  the  Committee  on  Pub- 
lic Education  of  the  American  Psychiatric  Association  has 
considered  it  worth  while  to  issue  a public  statement  on 
the  present  status  of  this  new  method.  The  statement 
says,  in  part:  “It  is  hoped,  and  may  prove  to  be  a fact, 
that  the  so-called  insulin  shock  treatment  for  dementia 
praecox  will  find  a useful  place  among  the  forms  of  treat- 
ment for  dementia  praecox,  but  its  exact  value  has  yet  to 
be  determined  and  it  can  be  definitely  stated  that  it  is  not 
a specific,  nor  by  any  means  a cure  for  all  cases  of  dementia 
praecox.  ...  It  is,  however,  at  the  present  time  receiving 
careful  study  in  the  New  York  and  Massachusetts  State 
Hospital  systems,  Bellevue  Hospital,  New  York,  and  other 
scientific  centers,  but  it  should  not  be  undertaken  except 
by  those  adequately  trained  to  meet  the  dangers  connected 
with  the  treatment.”  (J.  A.  M.  A.,  February  13,  1937, 
p.  560.) 

Protamine  and  Insulin  Preparations. — From  its  intro- 
duction fourteen  years  ago,  insulin  underwent  relatively 


little  modification  until  Hagedorn  and  others  of  Denmark 
showed  that  the  blood-sugar-lowering  action  of  insulin 
was  prolonged  when  it  was  combined  with  protamine. 
Subsequently,  Scott  and  Fisher,  working  at  the  University 
of  Toronto,  found  that  the  addition  of  a zinc  salt  to  a 
protamine  and  insulin  mixture  enhanced  the  prolongation 
effect  of  insulin  in  diabetic  patients.  Various  investigators 
in  collaboration  with  the  University  of  Toronto  group 
have  aided  in  the  development  of  a pharmaceutically  im- 
proved product  of  insulin,  modified  by  the  presence  of 
protamine  and  zinc,  which  may  be  dispensed  in  a single 
vial.  This  product  has  now  been  designated  “Protamine 
Zinc  Insulin.”  Protamine  Zinc  Insulin  does  not  replace 
insulin  (unmodified)  in  all  cases  or  under  all  circum- 
stances. Protamine  Zinc  Insulin  may  be  used  alone  or  used 
concurrently  with  the  administration  of  unmodified  in- 
sulin; or  in  some  cases  unmodified  insulin  may  be  used  to 
advantage  without  employing  Protamine  Zinc  Insulin. 
For  the  sake  of  consistency  in  nomenclature  and  to  avoid 
confusion  in  medical  literature,  physicians  and  investiga- 
tors should  bear  in  mind  distinctions  between  the  follow- 
ing terms:  Insulin  as  a term  for  the  unmodified  insulin 
of  commerce.  Protamine  Insulin  as  a product  to  which  no 
zinc  salt  has  been  added.  Protamine  Zinc  Insulin  for  the 
product  modified  by  the  addition  of  protamine  and  a zinc 
salt,  with  other  substances.  ( J . A.  M.  A.,  February  20, 
1937,  p.  644.) 

Book  Announcements 

Operative  Surgery.  Volumes  I and  II.  By  J.  SHEL- 
TON HORSLEY,  M.  D„  LL.D.,  F.  A.  C.  S.,  At- 
tending Surgeon,  St.  Elizabeth’s  Hospital,  Rich- 
mond, Va.,  and  ISAAC  A.  BIGGER,  M.  D.,  Pro- 
fessor of  Surgery,  Medical  College  of  Virginia, 
Surgeon-in-Chief,  Medical  College  of  Virginia  Hos- 
pitals, Richmond,  Va.  With  Chapters  on  Special 
Subjects  by  C.  C.  Coleman,  M.  D.,  F.  A.  C.  S.,;  John 
S.  Horsley,  Jr.,  M.  D.;  Austin  I.  Dodson,  M.  D., 
F.  A.  C.  S.;  and  Donald  M.  Faulkner,  M.  D.  Fourth 
Edition.  Pages  1387.  In  two  octavo  volumes.  With 
more  than  500  new  illustrations  added  by  Miss 
Helen  Lorraine.  St.  Louis.  C.  V.  Mosby  Company. 
1937.  Cloth.  Price,  $15.00. 

The  present  monumental  work  is  the  result  of  evo- 
lution being  the  fourth  edition  of  Horsley’s  Opera- 
tive Surgery  first  published  in  1921. 

Owing  to  the  development  of  the  various  spe- 
cialties, Dr.  Horsley  has  associated  with  him  Dr. 
Isaac  A.  Bigger  as  co-author,  and  Dr.  C.  C.  Cole- 
man, Dr.  John  S.  Horsley,  Jr.,  Dr.  Austin  I.  Dod- 
son and  Dr.  Donald  M.  Faulkner  as  contributors. 
The  numerous  beautiful  illustrations  are  the  work  of 
Miss  Helen  Lorraine.  All  the  foregoing  are  resi- 
dents of  Richmond  and  it  is  not  too  much  to  say 
they  have  put  the  city  on  the  map  as  one  of  the  un- 
questioned medical  centers  of  the  country. 

Only  one  who  has  attempted  to  write  himself  can 
appreciate  the  labor  that  has  gone  into  the  making 
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of  these  two  volumes,  but  the  time  and  thought  ex- 
pended has  been  fully  justified  by  the  results 
achieved  and  the  authors  have  earned  the  thanks  of 
the  profession  for  a notable  addition  to  surgical 
literature. 

The  work  is  divided  into  seventy-six  separate 
chapters  with  a list  of  references  at  the  end  of  each 
chapter.  As  stated  in  the  preface  the  methods 
described  are  those  which  either  have  been  actually 
used  by  the  author  who  writes  of  them  or  seem  to 
him  to  be  the  best  for  the  lesion  under  consideration. 
Many  new  operative  procedures  are  described  which 
have  not  hitherto  been  published  in  a book,  but  none 
has  been  recommended  which  does  not  seem  sound. 

Horsley  and  Bigger’s  Operative  Surgery  should  be 
on  the  desk  of  every  busy  surgeon.  It  deserves  to 
occupy  the  place  filled  by  Sir  Frederick  Treves’ 
Operative  Surgery,  which  was  the  recognized  author- 
ity fifty  years  ago.  Stuart  McGuire,  M.  D. 

Diseases  of  the  New  Born.  By  ABRAHAM  TOW, 

M.  D.,  New  York.  Oxford  University  Press.  1937. 

Octavo  of  xviii-477  pages.,  Illustrated.  Cloth.  Price 

$6.50. 

The  new-born  infant,  as  Tow  states  in  his  preface, 
is  a fascinating  problem.  And  because  of  the  de- 
cline in  the  national  birthrate  it  is  a most  important 
one.  Too  many  babies  are  being  lost  in  the  neonatal 
period. 

With  the  exception  of  the  first  chapter,  which  is 
rather  tedious  reading  because  of  the  anatomical 
and  laboratory  studies  reported,  Diseases  of  the  New- 
born is  an  exceptionally  well  written  and  instructive 
book.  It  should  be  of  great  value  to  the  general 
practitioner  upon  whose  shoulders  most  of  the 
neonatal  care  falls. 

Following  the  first  chapter  are  two  on  infant  feed- 
ing and  premature  infants.  Simple  milk  mixtures 
are  emphasized.  In  the  chapter  on  birth  injuries, 
the  obstetrical  measures  and  procedures  advocated 
show  that  the  author  has  conversed  with  obstetri- 
cians and  read  obstetrical  literature  in  the  prepara- 
tion of  his  work. 

The  systems  are  considered  in  the  usual  order. 
Your  reviewer  cannot  agree  with  the  statement 
(p.  258),  “Oxygen  and  oxygen  alone  is  the  sole  req- 
uisite in  the  treatment  of  asphyxia  during  the  first 
few  days  of  life,  asphyxia  resulting  from  the  inci- 
dence of  birth.”  Although  the  studies  of  Eastman 
and  his  associates  seem  to  bear  out  the  truth  of  this 
statement,  clinical  experience  tends  to  prove  the 
necessity7  of  small  percentages  of  CO2  as  well.  Tow 


recommends  the  giving  of  mother’s  blood  intramus- 
cularly after  all  cases  of  difficult  delivery.  Perhaps 
it  would  be  a good  policy  to  do  the  same  after  all 
deliveries. 

Much  of  the  charm  and  instructiveness  of  this 
octavo  of  477  pages  is  because  of  the  opinions  of 
the  author  which  are  expressed  freely.  By  reason 
of  his  wide  experience  and  his  close  and  intensive 
study  of  the  newly  born  they  are  usually  sound.  An 
adequate  bibliography  follows  each  chapter. 

The  general  practitioner,  the  obstetrician,  and  the 
pediatrist  will  find  much  of  value  in  this  book. 

Walter  McMann,  M.  D. 

The  Practice  of  Medicine.  By  JONATHAN  CAMP- 
BELL MEAKINS,  M.  D.,  LL.D.,  Professor  of  Med- 
icine and  Director  of  the  Department  of  Medicine, 
McGill  University;  Physician-in-Chief,  Royal  Vic- 
toria Hospital,  Montreal;  Formerly  Professor  of 
Therapeutics  and  Clinical  Medicine,  University  of 
Edinburgh;  etc.  St.  Louis.  The  C.  V.  Mosby  Com- 
pany. 1936.  Octavo  of  xv-1343  pages.  With  505 
Illustrations  Including  35  in  Color.  Cloth.  Price, 
$10.00. 

This  treatise  on  internal  medicine  is  designed 
not  only  for  the  medical  student,  but  for  the  practi- 
tioner as  well.  The  general  arrangement  of  the  book 
follows  the.  usual  classification  of  diseases  as  made 
by  other  authors  on  this  subject — namely,  infectious, 
deficiency,  those  due  to  abnormal  environment  and 
diseases  of  the  various  systems  of  the  body. 

The  best  section,  in  the  opinion  of  the  writer,  is 
that  part  which  concerns  pulmonary  disease,  and  the 
poorest  is  the  section  on  diseases  of  the  gastro-intes- 
tinal  tract.  The  book  differs  from  most  text-books 
on  medicine  in  two  important  respects.  The  first  of 
these  is  the  special  attention  given  to  the  explanation 
of  symptoms — pathological  physiology;  the  greater 
part  of  these  comments  are  written  in  a simple  and 
concise  manner.  The.  second  important  difference 
is  the  lavish  use  of  illustrations  which,  as  a whole, 
are  far  better  than  the  reviewer  has  ever  seen  in  a 
book  of  this  kind. 

While  this  text,  like  all  others  which  deal  with 
medical  subjects,  contains  statements  that  are  de- 
batable, it  probably  contains  as  few  such  statements 
as  it  is  possible  to  make.  It  is  the  reviewer’s  opinion 
that  the  wide  experience  and  uncanny  clinical  judg- 
ment of  the  author,  plus  his  ability  to  write  in  a 
simple,  direct  and  easily  readable  manner  have  been 
combined  in  such  a way  that  he  has  produced  a valu- 
able addition  to  the  already  numerous  text-books  of 
medicine.  Harry  Walker,  M.  D. 


1937] 


Virginia  Medical  Monthly 


113 


Virginia  Medical  Monthly 


Founded  by  Landon  B.  Edwards,  M.  D.,  April,  1874 
Owned  by  Medical  Society  of  Virginia  since  November,  1919 
Wyndham  B.  Blanton,  M.  D.,  Editor 
Agnes  V.  Edwards,  Richmond,  Business  Manager 


PUBLICATION  COMMITTEE 
Wyndham  B.  Blanton,  M.  D.,  Richmond,  Chairman 
H.  B.  Mulholland,  M.  D.,  University  H.  A.  Tabb,  M.  D.,  Gloucester 

All  correspondence  regarding  editorial  matters,  articles,  advertisements,  subscription  rates,  etc.,  should  be  addressed  to  the  Monthly, 

1200  East  Clay  Street,  Richmond,  Va. 

This  journal  is  not  responsible  for  the  opinions  and  statements  of  its  contributors. 

All  advertisements  are  received  subject  to  the  approval  of  the  Council  on  Pharmacy  and  Chemistry  of  the  American  Medical 

Association. 

Subscription  Price : $2.00  per  annum  in  advance.  Single  Copies  25c. 


Volume  64 


MAY,  1937 


No.  2 


Editorial 


Red  Cat. 

The  June  issue  of  the  Virginia  Medical 
Montpily  will  carry  a sympathetic  review  by  Dr. 
William  B.  Porter  of  American  Medicine. 

American  Medicine  is  a comprehensive  two  vol- 
ume report  of  the  inquiry  of  the  American  Foun- 
dation into  the  American  doctor’s  ideas  concern- 
ing “the  present  status  of  American  medicine,  and 
on  the  problem  of  making  ‘adequate’  medical  care 
available  to  the  large  part  of  the  population  that  now 
fails  to  get  it.”  Dr.  Porter  is  the  Professor  of  Medi- 
cine in  the  Medical  College  of  Virginia.  He,  Dr.  J. 
Shelton  Horsley  and  Dr.  E.  Pendleton  Tompkins 
constituted  the  Virginia  members  of  the  medical 
advisory  committee. 

However  searching  and  however  comprehensive 
the  inquiry,  one  cannot  help  feeling  as  one  turns 
the  pages  of  these  tomes  that  the  issue,  important 
as  it  is,  has  been  talked  to  death  in  the  last  two 
years,  and  one  wonders  whether  those  who  are  at 
present  in  the  saddle  really  care  what  doctors  think 
about  the  problem  of  medical  care  for  the  American 
people.  The  opinions  of  lawyers  were  not  consulted 
when  changes  in  the  Supreme  Court  were  thought 
to  be  necessary.  The  voice  of  business  was  not 
heeded  when  the  N.  R.  A.  was  superimposed  upon 
our  economic  structure.  What  then  encourages  one 
to  hope  that  the  thousands  of  singularly  sincere 
and  spontaneous  statements  which  comprise  the 


body  of  American  Medicine  will  be  considered  when 
the  time  is  judged  ripe  by  the  powers  that  be  to  im- 
pose some  type  of  state  medicine  upon  this  country? 
Many  of  us  think  we  know  what  is  in  the  mind  of 
those  who  have  it  in  their  power  to  alter  completely 
our  American  way  of  medical  practice,  and  we  be- 
lieve that  when  the  time  is  ripe  for  them  to  release 
the  cat  from  the  bag,  the  cat  will  be  red. 

Blindness. 

Blindness  has  appealed  to  human  sympathy  at 
least  since  the  day  when  Jesus  of  Nazareth 
stretched  out  his  hand  to  heal  the  man  born  blind. 
One  of  the  oldest  eleemosynary  societies  in  the 
world,  Quinze-Vingts,  was  established  in  France  six 
hundred  years  ago  by  St.  Louis  to  care  for  those  who 
had  lost  their  sight  crusading  with  him  in  the  Holy 
Land.  Following  the  World  War  there  was  a uni- 
versal quickening  of  interest  in  blindness  and  tre- 
mendous effort  was  excited  everywhere  to  emanci- 
pate those  who  sat  in  darkness.  In  this  country  we 
are  chiefly  indebted  to  the  National  Society  for  the 
Prevention  of  Blindness  for  keeping  alive  interest 
in  this  widespread  social  problem.  We  say  wide- 
spread without  exaggeration  for  there  are  no  less 
than  75,000  blind  persons  in  the  United  States 
alone.  The  Society  is  at  present  engaged  in  an  active 
campaign  to  arouse  interest  and  disseminate  informa- 
tion, for  one  of  the  cures  of  blindness  is  knowledge. 
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It  desires  to  impress  the  fact  that  blindness  is 
largely  preventable,  a fact  which  is  apparent  when 
we  recall  how  important  as  etiological  factors  are 
gonorrhoea,  syphilis,  tuberculosis,  diabetes,  malnu- 
trition and  accidents.  There  are  said  to  be  no  less 
than  200,000  eye  injuries  sustained  each  year  by 
American  workers  in  industry.  The  principle  of 
prevention  has  already  been  acted  upon  in  the  case 
of  gonorrhoea.  When  the  Belgian  Doctor  Crede 
demonstrated  the  relation  between  gonorrhoea  and 
ophthalmia  neonatorum,  28  per  cent  of  the  children 
in  our  schools  for  the  blind  were  there  because  of 
“babies’  sore  eyes.”  The  consistent  and  universal 
use  of  silver  salts  in  the  eyes  of  the  new-born  has 
reduced  the  incidence  of  ophthalmia  neonatorum 
75  per  cent.  It  is  believed  that  a comparable  reduc- 
tion in  other  forms  of  blindness  can  be  expected 
when  an  appreciation  of  its  preventable  character  is 
generally  understood  and  acted  upon. 

Enemies  Without. 

A recent  issue  of  the  United  States  Public  Health 
Report  makes  plain  the  danger  to  which  we  as  a 
people  are  constantly  exposed  as  a result  of  chang- 
ing modes  of  travel. 

A Seventeenth  Century  authority  believed  that 
“the  mortality  which  is  imported  to  the  country  . . . 
is  chiefly  caused  by  the  pestered  ships.”  The  danger 
of  infection  from  ships  continues  down  to  the  pres- 
ent day,  and  there  will  probably  always  be  a need 
for  quarantine  stations.  While  measures  directed 
against  the  human  carrier  have  attracted  chief  at- 
tention, a persistent  fight  to  rid  our  ships  of  animal 
conveyors  of  disease  has  gone  on.  In  the  case  of  the 
rat  the  battle  appears  to  be  almost  won.  “The  Pub- 
lic Health  Service  believes  that  the  problem  of 
overseas  transmission  of  bubonic  plague  is  almost 
solved.  This  announcement  means  little  to  a genera- 
tion that  is  unfamiliar  with  the  excitement  and 
potential  danger  that  accompanied  the  occurrence 
of  this  dread  disease  in  San  Francisco,  Seattle,  and 
New  Orleans  in  the  early  part  of  the  present  cen- 
tury. However,  to  commercial  interests,  to  the  cities 
that  have  been  called  upon  to  pay  handsome  tributes 
in  cash  for  rat-proofing,  and  to  the  public  health 
interests  that  have  engaged  in  expensive  and  pro- 
longed battles  against  this  disease,  this  statement  is 
received  with  deep  satisfaction.”  These  results  have 
been  achieved  through  the  fumigation  and  rat-proof- 
ing of  vessels,  through  international  certification 


and  intensive  inspection.  A recent  survey  showed 
only  8.4  per  cent  of  ships  entering  Atlantic  ports 
to  be  rat  infested.  Ten  years  ago  50  per  cent  of 
vessels  entering  these  same  ports  harbored  danger- 
ous rat  populations. 

But  no  sooner  are  the  doors  closed  to  one  invader 
than  another  presents  itself.  The  international  air- 
plane service  introduces  the  new  menace.  The  mos- 
quito, like  the  rat,  once  sailed  to  America  in  boats, 
breeding  in  the  open  fire  buckets,  but  now,  like  man, 
it  makes  use  of  every  latest  invention  and  flies  long 
distances  through  the  air  with  the  greatest  of  ease 
in  airplanes.  Inspections  of  airplanes  arriving  at 
Miami,  Florida,  from  South  America  show  the  pres- 
ence of  a considerable  variety  of  mosquitoes  of  tropi- 
cal origin.  Although  no  yellow  fever  mosquitoes 
have  been  demonstrated  as  yet  there  is  no  reason  why 
the  stegomyia  fasciata  may  not  gain  admission  to  this 
country  in  this  way.  In  the  past  many  yellow  fever 
epidemics  could  be  traced  to  the  ships  that  lay 
anchored  off  the  wharfs  of  our  eastern  cities.  Will 
some  future  epidemic  be  traced  to  some  airport 
where  airplanes  from  some  tropical  port  land?  The 
Public  Health  Service  is  determined  that  this  shall 
not  happen. 

Treatment  of  Type  III  Pneumonia. 

So  far  serum  therapy  has  not  been  successful 
against,  Type  III  pneumonia.  This  type  is  usually 
regarded  as  the  most  fatal.  Any  therapy  which 
promises  to  lower  the  mortality  from  this  virulent 
invader  is  worth  trying.  Ralph  R.  Mellon  of  the 
Western  Pennsylvania  Institute  of  Pathology  at 
Pittsburgh  reports  the  reduction  in  the  death  rate 
of  pneumonic  rats  infected  with  Type  III  pneu- 
mococcus from  85  per  cent  to  23  per  cent  when  they 
were  given  the  dye  prontosil.  In  a limited  number 
of  human  pneumonia  patients  treated  with  this 
chemical,  correspondingly  favorable  results  were 
gotten.  Both  prontosil  and  prontylin  would  there- 
fore seem  to  deserve  trial  on  a wider  scale. 

Why? 

Under  the  title  Why  We  Do  It,  Edward  C.  Ma- 
son, Professor  of  Physiology  at  the  University  of 
Oklahoma,  gives  “an  elementary  discussion  of  hu- 
man conduct  and  related  physiology.”  The  book 
states  in  simple  form  what  has  been  stated  many 
times  before  by  many  authors  under  many  captions, 
and  one  finds  it  well  done  if  one  measures  it  by  the 
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author’s  own  words  on  education,  “by  the  amount 
of  ground  covered  and  not  by  the  depth  to  which 
the  ground  has  been  cultivated.”  If  the  question 
occurs:  Does  the  author  tell  the  informed  reader 
too  little  and  the  uninformed  reader  too  much?  one 
must  grant  that  he  frequently  tells  it  well.  For  ex- 
ample “Personality,”  he  contends,  “represents  the  sum 
total  of  all  one  has  with  which  to  meet  the  problems 
of  life;  it  includes  height,  weight,  sex,  education, 
halitosis,  dandruff,  the  emotions,  and  all  those 
qualities  which  make  for  success  or  failure  of  the 
individual.”  He  thinks  “psychology  has  surrendered 
its  soul  to  theology,  has  lost  its  mind  to  metaphysics, 
has  been  knocked  unconscious  by  science,  and  has 
now  come  to  physiology  to  interpret  its  behavior.” 


The  “discussion  is  not  presented  with  a desire  to 
educate  the  psychologist,  the  psychiatrist,  or  the 
physiologist”  but  is  “dedicated  to  parents  and  teach- 
ers in  the  interest  of  better  citizenship.”  It  is  note- 
worthy for  crystal  clarity  and  a common  sense  point 
of  view. 

Correspondence. 

A communication  from  Dr.  Rolland  J.  Main, 
Assistant  Professor  of  Pharmacology  and  Physiology 
in  the  Medical  College  of  Virginia,  which  appears 
in  this  issue  of  the  Monthly  under  “Correspon- 
dence,” is  an  example  of  the  type  of  letter  this  publi- 
cation welcomes.  Everyone,  we  are  sure,  will  agree 
with  Dr.  Main  in  the  position  he  takes. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Obstetrics  and  Gynecology. 

The  Postgraduate  Course  offered  in  Buckingham, 
Caroline  and  Louisa  Counties  was  completed  on 
April  17.  Meetings  for  these  counties  were  held  in 
Dillwyn,  Bowling  Green  and  Mineral.  Seventy 
per  cent  of  the  physicians  of  the  three  counties  at- 
tended. Throughout  the  same  period  meetings  were 
also  held  for  a small  group  of  interested  doctors  on 
Church  Hill,  Richmond. 

During  the  five  weeks  from  April  19  to  May  22, 
Dr.  Shamburger  will  offer  his  course  in  Norfolk, 
Newport  News,  and  Williamsburg. 

Subsequently,  during  the  period  from  May  24  to 
June  26 — the  course  will  be  given  in  the  west  central 
part  of  the  State. 

Pediatrics. 

Dr.  Arena  has  just  completed  a course  in  Am- 
herst, Appomattox  and  Campbell  Counties.  Meetings 
were  held  in  Altavista  and  Lynchburg,  separate 
meetings  being  held  in  Lynchburg  for  white  and  col- 
orded doctors.  Nineteen  white  doctors,  six  nurses 
and  five  colored  doctors  took  the  course. 

Dr.  Arena  read  a paper  at  the  meeting  of  the 
Lynchburg  Academy  of  Medicine  on  April  5. 

From  April  19  to  May  22  the  Pediatric  course 
will  be  given  in  Albemarle,  Augusta  and  Rocking- 
ham Counties.  The  meetings  for  these  counties  will 


be  held  in  Charlottesville,  Staunton  and  Harrison- 
burg, respectively. 

Approval  of  Medical  Societies. 

Since  many  societies  do  not  meet  frequently,  it  is 
suggested  that  those  wishing  to  avail  themselves  of 
either  course,  whether  now  or  later,  take  formal 
action  at  their  next  meeting.  This  will  greatly 
facilitate  the  making  of  final  arrangements,  since 
the  courses  are  offered  nowhere  without  the  approval 
of  local  medical  groups. 

Postgraduate  Clinics. 

The  Nineteenth  Postgraduate  Clinic  at  the  Uni- 
versity of  Virginia  Hospital  will  be  held  on  May  7. 
Further  information  about  the  clinic  will  be  given 
later. 

Postgraduate  Clinics  of  the  Medical  College 
of  Virginia. 

The  postgraduate  clinics  of  the  Medical  College 
of  Virginia  for  1937  were  given  on  the  afternoon  of 
March  24,  and  the  full  day  on  March  25.  The  at- 
tendance was  very  good  and  there  was  a tendency 
on  the  part  of  the  doctors  this  year  to  stay  through 
the  entire  clinics. 

The  program  was  given  over  to  the  discussion  of 
the  venereal  diseases  with  special  emphasis  on  syph- 
ilis. On  the  nights  of  these  two  days,  the  eighth 
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annual  Stuart  McGuire  lectures  were  given  by  Dr. 
J.  Earle  Moore,  physician  in  charge  of  the  syphilis 
division  of  the  medical  clinic  at  Johns  Hopkins  Hos- 
pital. 

In  addition  to  Dr.  Moore,  assisting  the  faculty 
of  the  Medical  College  were:  Dr.  Dudley  C.  Smith, 
professor  of  syphilology  at  University  of  Virginia, 
Dr.  Otis  L.  Anderson  of  the  United  States  Public 
Health  Service  but  now  with  the  Virginia  State 
Health  Department,  and  Dr.  L.  J.  Roper,  associate 
director  of  the  Bureau  of  Venereal  Disease  Control 
of  the  Virginia  State  Health  Department. 

This  year  the  pharmacists  were  invited  to  take 
part  in  the  program  and  Mr.  H.  G.  Whitehead, 
president  of  the  Virginia  Pharmaceutical  Society, 
spoke  on  some  problems  that  the  pharmacist  has  in 
the  venereal  disease  program.  His  talk  was  well 
received. 

A new  feature  in  this  program  was  the  appoint- 
ment of  a findings  committee  of  five  physicians  who 
brought  in  a report  at  the  round  table  discussion 
period.  This  report  (given  below)  was  received  by 
the  clinic  group  and  passed  as  presented  by  the  com- 
mittee. 

In  addition  to  members  of  the  staff  of  the  Medical 
College  of  Virginia,  some  junior  and  senior  medical 
students,  several  medical  social  workers,  and  a num- 
ber of  nurses,  the  clinics  were  attended  by  the  fol- 
lowing physicians: 

Dr.  H.  S.  Baker,  Norfolk. 

Dr.  G.  B.  Barrow,  Staunton. 

Dr.  R.  D.  Bates,  Newtown. 

Dr.  R.  E.  Booker,  Lottsburg. 

Dr.  W.  A.  Brumfield,  Farmville. 

Dr.  W.  W.  S.  Butler,  Roanoke. 

Dr.  B.  L.  Carlton,  Newport  News. 

Dr.  C.  S.  Credle,  Colerain,  N.  C. 

Dr.  J.  H.  Cutchin,  Whitakers,  N.  C. 

Dr.  H.  L.  Dean,  Petersburg. 

Dr.  H.  W.  Decker,  Richmond. 

Dr.  L.  H.  Denny,  Portsmouth. 

Dr.  H.  A.  Eldridge,  Benson,  N.  C. 

Dr.  T.  B.  Ely,  Jonesville. 

Dr.  N.  Faison,  Winton,  N.  C. 

Dr.  R.  S.  Fitzgerald,  Richmond. 

Dr.  William  Flegenheimer,  Guinea. 

Dr.  F.  P.  Fletcher,  Richmond. 

Dr.  Richard  W.  Fowlkes,  Richmond. 

Dr.  R.  R.  Garvey,  Winston-Salem,  N.  C. 

Dr.  Thomas  F.  Gill,  Richmond. 

Dr.  T.  L.  Gemmill,  Petersburg. 

Dr.  E.  J.  Haden,  Ore  Bank. 


Dr.  J.  M.  Hitch,  Charlottesville. 

Dr.  R.  L.  Hillman,  Emory. 

Dr.  L.  H.  Hoover,  Clarksville. 

Dr.  R.  F.  Housen,  Charlottesville. 

Dr.  F.  M.  Howell,  Hopewell. 

Dr.  W.  P.  Jackson,  Roanoke. 

Dr.  D.  W.  Kelly,  Jr.,  Culpeper. 

Dr.  R.  D.  Kimbrough,  Norfolk. 

Dr.  Ben.  H.  Knight,  Surry. 

Dr.  John  W.  Martin,  Roanoke  Rapids,  N.  C. 

Dr.  E.  R.  Moorman,  Kilmarnock. 

Dr.  A.  E.  Murray,  Beaverdam. 

Dr.  W.  J.  Ozlin,  South  Hill. 

Dr.  C.  H.  Patterson,  Lynchburg. 

Dr.  W.  H.  Paine,  Charlottesville. 

Dr.  Marshall  J.  Payne,  Staunton. 

Dr.  Carl  I.  Pirkle,  Petersburg. 

Dr.  T.  G.  Pretlow,  Chester. 

Dr.  R.  H.  Pretlow,  Suffolk. 

Dr.  R.  L.  Raiford,  Franklin. 

Dr.  C.  B.  Ransone,  Roanoke. 

Dr.  B.  A.  Rice,  Forest. 

Dr.  Irvin  Rifkin,  Richmond. 

Dr.  W.  C.  Rosser,  Lynchburg. 

Dr.  R.  R.  Simmons,  Winston-Salem,  N.  C. 

Dr.  J.  C.  Sleet,  Norfolk. 

Dr.  James  W.  Smith,  Gloucester. 

Dr.  W.  R.  Tyson,  Norfolk. 

Dr.  William  J.  West,  State  Farm. 

Dr.  J.  W.  Wilkins,  Mount  Olive,  N.  C. 

Dr.  N.  G.  Wilson,  Norfolk. 

Dr.  J.  A.  Wright,  Doswell. 

Dr.  W.  C.  Yeatts,  Danville. 

Report  of  Findings  Committee  of  the  Post- 

Graduate  Clinics  of  the  Medical  College  of 

Virginia. 

We  urge  the  profession  to  take  advantage  of  new 
dark  field  service  to  be  offered  in  the  near  future  by 
the  State  Health  Department. 

We,  as  clinicians,  have  found  this  clinic  very  valu- 
able to  the  medical  profession  and  recommend  that 
the  Medical  Society  of  Virginia  and  the  two  medical 
colleges  put  on  a similar  program  at  strategic  loca- 
tions in  the  State  through  the  local  medical  societies, 
and  that  the  programs  consist  of  practical  and  in- 
formative papers. 

We  request  that,  if  possible,  the  Stuart  McGuire 
lecture  committee  obtain  permission  from  Dr.  Moore 
to  use  his  McGuire  lecture  in  the  proposed  clinics 
to  be  held  throughout  the  State. 

We  recommend  to  all  physicians  that,  they  adopt 
as  the  minimum  of  adequate  treatment  the  pro- 
posed schedules  of  the  Clinical  Cooperative  Group, 
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and  we  recommend  that  these  schedules  be  furnished 
by  the  State  Health  Department. 

We  appreciate  and  realize  the  necessity  of  cooper- 
ation with  the  Virginia  Pharmaceutical  Association 
in  this  campaign  for  the ‘control  of  venereal  dis- 
eases in  Virginia  and  suggest  that  they  have  this 
subject  presented  at  their  next  annual  meeting  in 
order  that  they  may  be  in  a position  to  suggest  their 
best  method  of  cooperation. 

We,  as  visiting  physicians,  wish  to  thank  the 


The  Annual  All-Day  Clinic, 

Sponsored  by  the  Norfolk  County  Medical  So- 
ciety, was  held  Monday,  March  29th.  The  attend- 
ance \vas  perhaps  the  largest  recorded  since  the  in- 
auguration of  this  program. 

Dr.  Louis  Hamman,  Associate  Professor  of  Medi- 
cine, Johns  Hopkins  University,  was  the  guest 
speaker  of  the  evening  session  held  at  the  Society 
Hall.  Dr.  Hamman  also  participated  in  the  program 
earlier  in  the  day,  holding  a clinical  conference  at 
St.  Vincent’s  Hospital. 

The  committee  in  charge  of  the  clinic  was  Dr.  C. 
Carroll  Smith,  chairman,  Dr.  A.  B.  Hodges,  Dr. 
B.  E.  Harrell,  Dr.  M.  H.  Todd,  and  Dr.  Jas.  V. 
Bickford. 

Southwestern  Virginia  Medical  Society. 

At  the  meeting  of  this  Society,  held  in  Pulaski, 
April  8 and  9,  there  was  a registered  attendance  of 
seventy-five  members.  Dr.  Emil  Novak  of  Balti- 
more was  the  invited  guest  and  spoke  on  “The 
Endocrine  Basis  of  Gynecological  Organo-therapv.” 
The  program  consisted  of  a symposium  on  “Treat- 
ment,” in  which  the  following  participated:  Dr. 
H.  W.  Bachman,  Bristol;  Dr.  F.  H.  Smith,  Abing- 
don; Dr.  T.  K.  McKee,  Saltville;  Dr.  W.  P.  Jack- 
son,  Roanoke;  Dr.  R.  M.  Hoover,  Roanoke;  Dr. 
Mack  I.  Shanholtz,  Bristol;  Dr.  Guy  C.  Richard- 
son, Bristol;  and  Dr.  J.  D.  Willis,  Roanoke. 

The  following  new  members  were  elected  to  the 
Society:  Dr.  Sheldon  D.  Carey,  Christiansburg;  Dr. 
Wm.  M.  Gammon,  Bristol;  Dr.  C.  C.  Hatfield,  Salt- 
ville; Dr.  H.  M.  Kelso,  Pulaski;  Dr.  J.  W.  Ross, 
Jr.,  Galax;  Dr.  L.  C.  Spengler,  Roanoke;  and  Dr. 
Elizabeth  L.  Saunders,  Blacksburg. 


Medical  College  of  Virginia  for  arranging  this  in- 
structive program. 

R.  W.  Fowlkes,  Chairman 
R.  L.  Raiford 
F.  P.  Fletcher 
H.  W.  Decker 
E.  R.  Moorman 

The  above  report  will  be  considered  at  the  next 
meeting  of  the  Department  of  Clinical  and  Medical 
Education. 


Dr.  J.  J.  Giesen,  Radford,  is  president,  and  Dr. 
H.  W.  Bachman,  Bristol,  secretary-treasurer,  of  the 
Southwestern  Society. 

Richmond  Academy  of  Medicine. 

The  Section  on  the  History  of  Medicine  of  the 
Academy  held  its  annual  meeting  on  April  13th.  At 
this  time  a portrait  of  Dr.  Crawford  Williamson 
Long,  Georgia  physician,  administering  the  first 
anesthetic,  was  presented  the  Academy  by  the  sec- 
tion. The  address  of  presentation  was  made  by  Dr. 
Carrington  Williams  wTho  sketched  the  history  of 
anesthesia  from  1800  to  the  present.  Dr.  Pierce 
Rucker,  president  of  the  Academy,  in  accepting  the 
portrait,  pointed  out  that  the  use  of  anesthesia  was 
the  first  great  achievement  in  the  history  of  Ameri- 
can medicine.  Dr.  Beverley  R.  Tucker,  president 
of  the  History  Section,  presented  a paper  on  the  life 
and  work  of  Dr.  Charles  Edward  Brown-Sequard. 
The  guest  speaker  of  the  evening  was  Dr.  Hubert 
Ashley  Royster,  of  Raleigh,  N.  C.,  who  spoke  on 
“The  Adventurous  Life  of  Edward  Warren  Bey.” 

The  Roanoke  Academy  of  Medicine 

Held  its  second  dinner  meeting  of  the  year  on 
April  5th.  Dr.  Vincent  W.  Archer,  Professor  of 
Roentgenology  at  the  University  of  Virginia,  and 
Dr.  Louis  H.  Clerf,  Professor  of  Laryngology  and 
Bronchoscopy  of  the  Jefferson  Medical  College, 
Philadelphia,  were  the  guest  speakers. 

Albemarle  County  Medical  Society. 

Dr.  Edwin  P.  Lehman  of  the  University  faculty 
spoke  at  the  April  meeting  of  this  Society,  his  sub- 
ject being  “Appendicitis,  a Tricky  Disease.” 

Dr.  V.  W.  Archer  of  the  University  of  Virginia 
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and  Dr.  A.  M.  Smith  of  Charlottesville  are  presi- 
dent and  secretary,  respectively,  of  the  Society. 

The  Lynchburg  Academy  of  Medicine 

Held  its  regular  meeting  at  the  Elk’s  Club  on  April 
5th,  with  the  president,  Dr.  John  Wyatt  Davis,  pre- 
siding. 

Dr.  Jay  Arena  of  Duke  University,  pediatrician 
with  the  Department  of  Clinical  and  Medical  Edu- 
cation of  the  Medical  Society  of  Virginia,  presented 
a very  interesting  paper  on  the  “Use  of  Blood  Trans- 
fusion in  the  Treatment  of  Pneumonia  in  Children’’ 
and  this  was  generally  discussed. 

Dr.  C.  E.  Keefer  of  Lynchburg  is  secretary. 


The  South  Piedmont  Medical  Society 

Held  its  regular  semi-annual  meeting  in  South 
Boston,  on  April  20th,  with  the  president,  Dr.  J.  W. 
Devine  of  Lynchburg,  presiding.  Invited  guests 
were  Drs.  J.  H.  Neff  and  H.  B.  Mulholland  of  the 
University  of  Virginia,  and  Dr.  George  Derieux  of 
Duke  Hospital,  Durham,  N.  C.  Members  taking 
part  in  the  program  were  Drs.  Ernest  G.  Scott 
and  Bernard  H.  Kyle  of  Lynchburg;  S.  E.  Hughes, 
E.  E.  Barksdale,  Walter  McMann,  and  Snowden 
C.  Hall  of  Danville;  W.  Lloyd  Eastlack  of  South 
Boston,  and  J.  M.  Shackelford  of  Martinsville. 


News  Notes 


Interesting  Exhibition. 

With  all  booths  completed  and  all  exhibits  set 
in  place,  everything  is  in  readiness  for  the  opening 
on  May  15th  of  the  graphic  exhibition  to  show  the 
history  and  development  of  medical  methods  during 
the  past  two  centuries  in  America.  This  interesting 
and  instructive  exhibition  will  be  presented  until 
October  1st  under  the  direction  of  the  Richmond 
Academy  of  Medicine,  as  part  of  the  centennial  pro- 
gram of  the  Medical  College  of  Virginia  and  as 
part  of  the  bicentennial  program  for  Richmond  ar- 
ranged by  the  Virginia  Capital  Bicentennial  Com- 
mission. 

Contrasts  between  old  and  modern  sick  rooms 
and  operating  rooms,  old  and  modern  surgical  in- 
struments, old  and  new  medical  photography  and 
illustrations,  will  be  made.  Besides  this,  the  pro- 
gram includes  exhibits  on  the  evolution  of  trans- 
portation, a history  of  professional  dress,  a picture 
gallery  of  Richmond  doctors,  a special  display  of 
books  written  by  Virginia  physicians  and  surgeons, 
and  an  arrangement  of  libraries  by  periods. 

A.  M.  A.  Meeting. 

Official  call  has  been  issued  for  the  eighty-eighth 
annual  session  of  the  American  Medical  Association, 
to  be  held  in  Atlantic  City,  N.  J.,  from  June  the  7th 
through  the  11th.  As  the  meeting  is  near  home,  many 
Virginia  doctors  are  expected  to  atend.  Certainly, 
the  place,  time  and  the  fact  that  it  is  an  A.  M.  A. 
meeting  should  be  drawdng  cards. 


The  Virginia  Society  of  Oto-Laryngology 

and  Ophthalmology 

Is  to  hold  its  annual  meeting  in  Staunton  on  Sat- 
urday, May  the  8th,  and  an  interesting  program 
has  been  arranged.  Dr.  Edwin  W.  Burton  of  Char- 
lottesville is  president,  Dr.  M.  H.  Hood  of  Ports- 
mouth vice-president,  and  Dr.  G.  G.  Hankins  of 
Newport  News  secretary -treasurer. 

Married. 

Dr.  Edwin  Darracott  Vaughan  of  Ashland,  Va., 
and  Miss  Blanche  Van  Doran  Bashaw  of  Richmond, 
April  3. 

Dr.  John  Hamilton  Scherer  of  Richmond  and  Miss 
Jessie  Lee  Swisher  of  Radford  and  Richmond, 
March  29. 

Dr.  James  Martin  Habel,  Jr.,  of  Jetersville  and 
Richmond,  Va.,  and  Miss  Allie  Bryant  Blue  of 
Southern  Pines,  N.  C.,  March  27. 

Dr.  Edward  Lee  Hopewell  of  Strasburg,  Va.,  class 
of  ’35,  University  of  Virginia,  and  Miss  Effie  Eliza- 
beth Lively,  February  14. 

Dr.  Herman  H.  Hines  of  Clincho  and  Bristol,  Va., 
and  Miss  Dorothy  May  London,  the  latter  part  of 
March. 

Dr.  Samuel  Howard  Garst  and  Miss  Julia  Vir- 
ginia Barber,  both  of  Staunton,  Va.,  on  April  14. 

Dr.  James  King, 

Radford,  Va.,  was  among  those  attending  the  First 
International  Conference  on  Fever  Therapy  in  New 
York  City,  the  latter  part  of  March. 
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Dr.  Newton  A.  Beeton, 

Recently  at  Shenendoah  Hospital,  Roanoke,  \ a., 
is  now  engaged  in  general  practice  at  Vinton,  Va. 

Dr.  S.  T.  Ryang, 

Class  of  ’35,  Medical  College  of  Virginia,  recently 
on  the  medical  staff  at  Central  State  Hospital,  Peters- 
burg, Va.,  is  now  at  Gearheart  Hospital,  Martin,  Ky. 

Medical  College  of  Virginia  News. 

The  college  announces  the  following  promotions 
in  the  major  faculty:  Dr.  E.  H.  Terrell,  from  asso- 
ciate professor  of  proctology  to  professor  of  clini- 
cal proctology;  Dr.  Everett  H.  Ingersoll,  from  assist- 
ant professor  of  anatomy  to  associate  professor  of 
anatomy;  Dr.  Paul  Kimmelstiel  from  associate  in 
pathology  to  associate  professor  of  pathology;  Dr. 
E.  U.  Wallerstein  from  assistant  professor  of  oto- 
laryngology to  associate  professor  of  otolaryngology; 
Dr.  James  P.  Baker,  from  associate  in  medicine  to 
assistant  professor  of  medicine;  Dr.  Ernst  Fischer, 
from  associate  in  physiology  and  pharmacology  to 
associate  professor  of  physiology  and  pharmacology; 
Dr.  A.  Stephens  Graham  from  associate  in  surgery 
to  assistant  professor  of  surgery;  Dr.  Randolph  H. 
Hoge  from  associate  in  surgery  and  gynecology  to 
assistant  professor  of  surgery  and  gynecology;  Dr. 
T.  D.  Jones,  from  associate  in  pediatrics  to  assistant 
professor  of  pediatrics;  Dr.  Ivinloch  Nelson  from 
associate  in  medicine  to  assistant  professor  of  medi- 
cine; Dr.  J.  B.  Stone  from  associate  in  pediatrics  to 
assistant  professor  of  pediatrics;  Dr.  George  Z.  Wil- 
liams, from  associate  in  pathology  to  assistant  pro- 
fessor of  pathology;  Dr.  J.  H.  Scherer  from  instruc- 
tor in  medicine  to  assistant  professor  of  medicine; 
Dr.  J.  Blair  Fitts  from  associate  in  orthopedic  sur- 
gery to  assistant  professor  of  orthopedic  surgery; 
Dr.  Donald  M.  Faulkner  from  associate  in  orthopedic 
surgery  to  associate  professor  of  orthopedic  surgery 
and  chief  of  clinic;  Dr.  H.  Page  Mauck  from  asso- 
ciate in  orthopedic  surgery  to  professor  of  clinical 
orthopedic  surgery.  In  the  school  of  dentistry  Dr. 
Grant  Van  Huysen  was  promoted  from  associate  in 
anatomy  to  assistant  professor  of  anatomy. 


Commencement  exercises  for  the  ninety-ninth  an- 
nual session  of  the  College  will  be  held  on  May  30th 
to  June  1st,  inclusive. 


Dr.  W.  W.  S.  Butler 

Announces  the  association  of  Dr.  L.  C.  Spengler 
to  organize  the  Jefferson  Urological  Clinic,  with 
offices  in  Medical  Arts  Building  Lobby,  Roanoke,  Va. 

Dr.  Channing  Glenn 

Class  of  ’33,  Medical  College  of  Virginia,  has 
opened  offices  in  Terminal  Building,  Petersburg, 
Va.,  where  he  will  be  engaged  in  general  practice. 

The  Southern  Society  of  Clinical  Surgeons 

Held  its  annual  meeting  early  in  April  at  Ann 
Arbor,  Mich.,  and  Detroit.  In  Ann  Arbor,  the 
members  were  guests  of  the  University  of  Michigan 
and  in  Detroit  of  the  Harper,  Henry  Ford  and  Her- 
man Kiefer  Hospitals.  There  was  a hundred  per 
cent  attendance  of  the  Virginia  members — Drs.  I.  A. 
Bigger,  John  S.  Horsley,  Jr.,  Harry  Warthen  and 
Carrington  Williams  of  Richmond,  Dr.  R.  DuVal 
Jones  of  Norfolk,  and  Drs.  C.  B.  Morton  and  John 
M.  Nokes  of  the  University  of  Virginia.  Dr.  I.  A. 
Bigger  of  Richmond,  Va.,  was  elected  president, 
Dr.  Frank  C.  Wilson  of  Birmingham,  Ala.,  vice- 
president,  and  Dr.  Wm.  Perrin  Nicolson,  Jr.,  of 
Atlanta,  Ga.,  was  re-elected  secretary-treasurer. 
Montreal,  Canada,  was  selected  as  the  1938  place 
of  meeting. 

On  the  last  evening  in  Detroit,  the  members  were 
taken  on  a tour  through  the  Ford  automobile  plant 
and  through  the  Ford  Museum  at  Dearborn. 

On  their  return  from  the  Ann  Arbor-Detroit  meet- 
ing, Drs.  Bigger,  Williams  and  Horsley  stopped 
over  in  Cleveland  to  attend  the  meeting  of  the  Eastern 
Surgical  Society.  Dr.  Bigger  was  also  elected  presi- 
dent of  this  Association  which  is  to  meet  next  year 
in  Richmond,  Va. 

An  Apothecary  Shop. 

As  a feature  of  the  Bicentennial  of  the  City  of 
Richmond  and  the  Centennial  of  the  Medical  Col- 
lege of  Virginia  an  old  apothecary  shop  is  being  re- 
constructed in  the  Library  Building  of  the  Academy 
of  Medicine  at  Twelfth  and  Clay  Streets.  If  any 
reader  of  this  note  has  or  knows  of  anything  that 
might  be  bought  or  borrowed  for  use  in  this  shop, 
please  communicate  with  one  of  the  following: 

Dr.  W.  G.  Crockett 
Dr.  R.  A.  Deno 
Mr.  Roy  Childrey 
Mr.  Lloyd  C.  Bird 

In  addition  to  items  directly  connected  with  the 
prescription  department,  the  committee  would  be  glad 
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to  get  old  books,  bottles,  patent  medicines  and  pic- 
tures. 

This  apothecary  along  with  a number  of  other 
interesting  exhibits  depicting  the  progress  of  medi- 
cine over  the  past  one  hundred  and  fifty  years  will 
be  open  for  public  view  after  May  fifteenth. 

Dr.  John  O.  Hurt, 

For  the  past  three  years  on  the  medical  staff  of 
the  Western  State  Hospital  at  Staunton,  Va.,  located 
at  Bent  Mountain,  Va.,  the  first  of  April  and  is 
engaged  in  general  practice  in  that  section. 

Dr.  D.  Hunter  Marrow 

Has  returned  to  his  home  at  Boydton,  Va.,  after 
spending  the  winter  months,  as  usual,  at  Daytona 
Beach,  Fla. 

Virginia  Tuberculosis  Association. 

On  March  31st  the  annual  meeting  of  the  Vir- 
ginia Tuberculosis  Association  was  held  at  the 
Richmond  Hotel,  Richmond,  with  more  than  three 
hundred  men  and  women  in  attendance.  Included 
in  those  present  were  members  of  the  volunteer 
tuberculosis  organizations  all  over  Virginia  and  a 
number  of  doctors  and  public  health  nurses.  Fifty- 
two  counties  and  sixteen  cities  were  represented. 

Dr.  Esmond  R.  Long,  Director  of  Henry  Phipps 
Institute,  Philadelphia,  President  of  the  National 
Tuberculosis  Association,  made  an  interesting  ad- 
dress on  “A  Tuberculosis  Control  Program,”  telling 
of  modem  methods  of  treatment  and  preventive 
measures. 

Dr.  William  A.  Doppler  of  the  National  Tuber- 
culosis Association  spoke  on  “Health  Education  for 
the  Masses”  and  Mr.  H.  Laurie  Smith,  President 
of  the  Virginia  Tuberculosis  Association,  made  a 
brief  address  in  which  he  stated  that  the  Association 
had  now  repaid  in  full  the  loans  it  was  forced  to 
secure  in  1933  when  the  American  Bank  closed  with 
all  of  its  funds. 

The  motion  picture  “Behind  the  Shadows”  was 
shown  and  prizes  were  presented  to  the  three  win- 
ners in  the  essay  contest  conducted  by  the  Associa- 
tion among  the  Negro  Colleges  of  Virginia.  A pro- 
gram of  short  talks  followed  both  the  luncheon  for 
the  white  delegates  at  the  Richmond  Hotel  and  that 
for  Negro  delegates  at  Slaughter’s  Hotel. 

Dr.  John  N.  Bowden, 

Class  of  ’34,  University  of  Virginia,  Department 
of  Medicine,  recently  stationed  at  the  U.  S.  Marine 


Hospital,  Mobile,  Ala.,  has  been  appointed  and  com- 
missioned as  Assistant  Surgeon  in  the  Regular  Corps 
of  the  U.  S.  Public  Health  Service. 

Dr.  J.  Shelton  Horsley, 

Richmond,  Va.,  delivered  the  J.  Chalmers  DaCosta 
Oration  in  Philadelphia,  on  the  evening  of  April 
the  14th,  under  the  auspices  of  the  Philadelphia 
County  Medical  Society.  The  subject  of  the  oration 
was  “Peritonitis.” 

Medical  College  Alumni  Council. 

The  following  have  been  appointed  to  the  Alumni 
Council  from  the  Alumni  Association  of  the  Medi- 
cal College  of  Virginia: 

Dr.  R.  W.  Miller,  Chairman 

Dr.  Harry  Lyons 

Dr.  Joseph  Geisinger 

Dr.  Walter  E.  Vest 

Miss  Nora  Spencer  Hamner 

Dr.  W.  H.  Street 

Dr.  J.  Morrison  Hutcheson 

Mr.  Thomas  L.  Howard 

The  Alumni  Council  is  a newly-organized  body 
that  has  been  recognized  as  the  official  go-between 
for  the  alumni  and  the  administration  of  the  college. 

Dr.  Harry  B.  Stone 

Of  Roanoke,  Va.,  announces  the  association  of  Dr. 
Harry  B.  Stone,  Jr.,  in  the  practice  of  ophthalmology 
and  otolaryngology.  They  have  their  offices  in  Suite 
811  of  Medical  Arts  Building,  that  city. 

Virginia  Conference  of  Social  Work. 

The  Division  on  Public  Health  and  Medical 
Care  of  the  Virginia  Conference  of  Social  Work, 
held  in  Richmond,  April  7-10,  adopted  resolutions 
concerning  the  prevalence  and  control  of  venereal 
diseases  in  Virginia.  These  findings  are  published 
in  a Miscellaneous  Department  in  this  issue  of  the 
Monthly. 

At  this  meeting  Dr.  Basil  Jones  and  Dr.  Samuel 
Anderson,  both  of  Richmond,  were  elected  chairman 
and  vice-chairman,  respectively,  of  the  Health  Coun- 
cil of  the  Council  of  Social  Agencies.  Miss  Miriam 
Dettelbach  is  the  secretary. 

Dr.  and  Mrs.  Charles  P.  M.  Sheffey, 

Missionaries  for  the  Southern  Methodist  Episcopal 
Church  in  the  Belgian  Congo,  have  just  returned  to 
the  States  for  a year’s  vacation.  They  are  accom- 
panied by  their  two  young  daughters  and  will  spend 
most  of  their  time  on  leave  with  relatives  in  Lynch- 
burg and  Heathsville,  Va. 
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Tribute  Paid  Dr.  Wilmer. 

A bronze  plaque  was  unveiled  in  the  Chapel  of 
St.  Joseph  of  Aramathea  in  Washington,  D.  C.,  on 
March  27th,  in  tribute  to  Dr.  William  Holland 
Wilmer,  known  throughout  the  world  for  saving  the 
sight  of  countless  thousands.  Dr.  Wilmer,  a native 
Virginian,  practiced  in  Washington  for  a number  of 
years  and  was  active  head  of  the  Wilmer  Institute 
at  Johns  Hopkins  University,  Baltimore,  from  the 
time  it  was  founded  until  his  retirement  in  1934. 

Dr.  John  Bonner, 

Stony  Creek,  Va.,  has  been  appointed  chairman 
of  the  program  committee  of  the  Ruritan  Club  of  that 
place. 

Dr.  William  H.  Parker, 

Affectionately  known  by  Richmond  baseball  en- 
thusiasts as  “the  father  of  amateur  baseball  here,” 
was  honored  by  former  baseball  stars  at  a dinner  at 
Hotel  Richmond  on  April  17th. 

Doctors  Take  Part  in  Exercises. 

At  the  dedication  of  the  Turbeville  Agricultural 
High  School  on  April  14th,  Dr.  C.  D.  Barksdale, 
chairman  of  the  Halifax  County  Board  of  Super- 
visors, received  the  school  for  the  county,  and  Dr. 
John  A.  Owen  also  took  part  in  the  program. 

The  Virginia  Academy  of  Science 

Will  hold  its  annual  meeting  at  the  University 
of  Virginia,  May  7-8,  under  the  presidency  of  Dr. 
H.  E.  Jordan,  assistant  dean  and  professor  of  his- 
tology of  the  Medical  Department  of  the  University. 
The  Academy  now  has  nine  sections  and  more  than 
750  members  and  the  attendance  at  the  Charlottes- 
ville meeting  is  expected  to  be  the  largest  in  the  his- 
tory of  the  organization.  Dr.  E.  C.  L.  Miller,  Rich- 
mond, is  secretary-treasurer. 

Appointments  by  Governor  Peery. 

Dr.  Ernest  Trice,  Richmond,  has  been  appointed 
to  the  State  Prison  Board  to  fill  the  unexpired  term 
of  Colonel  LeRoy  Hodges. 

Dr.  I.  C.  Riggin,  State  Health  Commissioner,  has 
been  named  a member  of  a commission  to  study  pol- 
lution in  the  Potomac  River  Basin.  They  will  work 
with  similar  groups  appointed  from  West  Virginia, 
Pennsylvania,  Maryland  and  the  District  of  Co- 
lumbia. 


The  American  Association  for  the  Study  of 
Goiter 

Will  hold  its  annual  meeting  at  the  Book-Cadillac 
Hotel,  in  Detroit,  Michigan,  June  14-16,  under  the 
presidency  of  Dr.  Nelson  M.  Percy,  Chicago.  A ten- 
tative program  has  been  prepared  and  promises  to  be 
quite  interesting  and  instructive. 

Information  with  regard  to  this  meeting  may  be 
obtained  from  Dr.  W.  Blair  Mosser,  Corresponding 
Secretary,  Kane,  Pa. 

A National  Congress  of  Obstetrics  and 
Gynecology. 

In  the  February  1937  issue  of  the  American  Jour- 
nal of  Obstetrics  and  Gynecology,  it  is  stated  that 
the  last  International  Congress  of  Obstetrics  and 
Gynecology  was  held  in  Berlin  in  1912.  Since  that 
time,  efforts  to  develop  another  have  not  met  with 
much  success.  Holland  is  now  attempting  to  do  so 
and  has  called  a Congress  to  meet  in  Amsterdam  in 

1938.  It  is  suggested  that  the  United  States  might 
take  steps  to  hold  a national  congress  possibly  in 

1939.  Such  a congress  should  be  comprehensive  in 
all  respects  and  include  the  general  practitioner  as 
well  as  the  specialist.  The  congress  must  be  in  re- 
sponse to  a demand,  it  must  reflect  a desire  for  in- 
formation and  discussion,  it  must  impress  itself  on 
the  public  as  well  as  the  professional  mind,  as  a 
means  to  an  end. 

The  American  Journal  of  Obstetrics  and  Gyne- 
cology is  desirous  of  giving  its  support  to  the  con- 
templated movement  and  in  subsequent  issues  will 
present  further  information  as  it  develops. 

Dr.  M.  P.  Rucker, 

Richmond,  Va.,  by  invitation,  recently  addressed 
the  Jefferson  County  Medical  Society  at  Louisville, 
Ky.,  his  subject  being  “The  Effect  of  Diet  on  Preg- 
nancy.” 

Dr.  Robert  S.  Montgomery, 

South  Hill,  Va.,  was  recently  elected  to  serve  on 
the  board  of  directors  of  the  Rotary  Club  of  that 
place  for  the  coming  year. 

Dr.  Otis  T.  Amory, 

Newport  News,  Va.,'  retiring  president,  has  been 
named  a member  of  the  executive  committee  of  the 
Men’s  Board  of  the  Methodist  Orphanage  located  in 
Richmond 
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Gill  Memorial  Clinic. 

At  the  eleventh  Annual  Spring  Graduate  Course 
of  the  Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
in  Roanoke,  Va.,  recently,  there  was  a total  registra- 
tion of  sixty  physicians  from  twenty  states.  The  pro- 
gram in  1938  will  also  be  given  in  the  second  week 
of  Apiil. 

Officers  in  Rotary. 

Dr.  J.  R.  Tucker  has  been  re-elected  vice- 
president  of  the  Williamsburg  Rotary  Club,  and 
Dr.  T.  B.  Henderson  is  a new  member  of  the  board 
of  directors.  Both  are  from  Williamsburg. 

Wanted — 

By  30-bed  hospital,  located  in  Southwest  Virginia, 
young  graduate  in  medicine,  licensed  in  Virginia, 
to  help  with  general  medical,  surgical  and  obstetrical 
services.  Position  pays  maintenance  and  $50.00 
monthly  to  start.  References  required.  Address 
“Southwest  Virginia”,  care  this  journal.  (Adv.) 

Wanted — 

A resident  intern  at  a nervous  and  mental  disease 
hospital.  Requirements — one  year  general  internship 
and  licensed  in  Kentucky.  Salary  $75.00  per  month 
with  maintenance.  Address  “Hospital,”  care  this 
journal,  1200  East  Clay  Street,  Richmond.  (Adv.) 

Wanted— 

Young  physician  as  associate  to  assume  major 
part  of  village  and  country  general  practice  in 
Eastern  Virginia.  Gentile  preferred.  Address 
“Practice,”  care  Virginia  Medical  Monthly,  1200 
East  Clay  Street,  Richmond.  (Adv.) 


Obituary  Record 

Dr.  Ira  Hurst, 

Prominent  physician  and  citizen  of  Parksley,  Va., 
died  at  the  U.  S.  Marine  Hospital  in  Baltimore, 
Md.,  on  March  the  28th.  He  was  a native  of  the 
Eastern  Shore  and  fifty-seven  years  of  age.  Dr. 
Hurst  graduated  in  medicine  from  the  University 
of  Virginia  in  1904,  after  which  he  served  intern- 
ships in  New  York  and  Baltimore.  From  1906  to 
1908,  he  was  with  General  Gorgas  in  Canal  Zone, 
Panama.  Returning  from  Panama,  he  located  at 


Parksley  where  he  had  since  practiced  except  for 
the  time  he  was  in  the  Medical  Corps  of  the  U.  S. 
Army  during  the  World  War.  He  was  active  in  the 
American  Leegion  and  was  the  first  commander  of 
Accomack  Post  No.  23  of  the  Legion.  His  wife 
and  a brother  survive  him. 

Dr.  Carl  William  Shaffer, 

Alexandria,  Va.,  died  April  13th.  He  was  forty- 
nine  years  of  age  and  a graduate  of  the  University 
of  Virginia,  Department  of  Medicine,  in  1915.  Dr. 
Shaffer  was  formerly  an  Army  surgeon,  and  had  the 
rank  of  Major  at  the  time  of  his  retirement.  He  was 
a member  of  the  Medical  Society  of  Virginia. 

Resolutions  on  Dr.  W.  A.  Reese. 

Whereas,  The  Great  Creator  in  His  wisdom  has  seen 
fit  to  call  unto  Himself  the  soul  of  our  colleague  and 
friend,  Dr.  William  A.  Reese;  and 

Whereas,  The  personal  loss  of  one  who  gave  of  him- 
self so  freely  is  great;  we,  the  Petersburg  Medical  Fac- 
ulty, in  special  meeting  assembled,  bow  in  grief  yet  in 
humble  submission  to  the  will  of  the  Father  who  does 
not  willingly  afflict  or  grieve  the  children  of  men.  Now, 
therefore,  be  it 

Resolved,  That  a copy  of  these  resolutions  be  incor- 
porated in  the  minutes  of  the  Petersburg  Medical  Faculty, 
a copy  be  sent  to  the  bereaved  family  with  the  expression 
of  our  sincere  sympathy;  a copy  be  sent  to  the  local  press, 
and  a copy  be  sent  to  the  Virginia  Medical  Monthly. 

Mason  Romaine,  Chairman, 

L.  S.  Early, 

George  H.  Reese, 

W.  M.  Bowman,  Secretary. 

Dr.  Downing  Stickley, 

Fairfield,  Alabama,  died  April  12th  of  spinal 
meningitis.  He  was  38  years  of  age  and  the  son  of 
Dr.  and  Mrs.  P.  B.  Stickley  of  Stephens  City,  Va. 

Dr.  John  Rainey  Parker, 

Lynn,  Massachusetts,  died  January  12th,  at  the 
age  of  59.  He  was  a graduate  of  the  former  Uni- 
versity College  of  Medicine,  Richmond,  Va.,  in  1901 i 

Dr.  Archibald  Magill  Fauntleroy, 

Captain,  U.  S.  N.,  M.  C.,  retired,  died  April  13th 
in  a New  York  hospital.  He  was  a native  of  Staun- 
ton, Va.,  and  sixey-one  years  of  age.  Dr.  Fauntle- 
roy graduated  from  the  Department  of  Medicine, 
University  of  Virginia,  in  1901,  and  was  formerly 
a member  of  the  Medical  Society  of  Virginia. 


ICHTHYOL 


M»(l  ( Jttftrmntor® 


msmwm 


. 

<*. ,,  »r- :.  ,:• 


in  a ' r f»Y“ 

ith  «iy«r,'i- *? 


IIP 


>rl>* 


O 


§1®  £ 


2TVS 


u y 


Ichthyol  is  a soluble,  suljonated  hydrocarbon  preparation  belong- 
ing to  the  general  class  of  Ickthatnmol  N.  F.  cj  which  Ichthyol 
is  the  prototype. 

MILDLY  ANTISEPTIC 


AND  ASTRINGENT 

EMOLLIENT 


^^INTMENTS  in  any  desired  strength  available 
from  your  pharmacist  on  order  or  prescription. 

"Ichthyol”  is  the  registered  trademark  of  the 
product  supplied  under  the  Merck  label.  When  you 
prescribe  "Ichthyol”  you  are  utilizing  the  product 
originally  introduced  by  Unna. 


Prescribe  "Ichthyol”  for  "Ichthyol”  results 

MERCK  & CO.  Inc.  ^yilan ufactur-in/y  RAHWAY,  N.  J. 
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Gastric  Tissue  Juice  Extract 

ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 

ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 

It  is  made  ready  for  use,  simply  by  the  addition  of  water. 

These  are  simply  notes  of  clinical  application  during  many  years: 


ABSCESS  CAVITIES 
ANTRUM  OPERATION 
SINUS  CASES 
CORNEAL  ULCER 
CARBUNCLE 
RECTAL  FISTULA 


DIABETIC  GANGRENE 
AFTER  REMOVAL  OF  TONSILS 
AFTER  TOOTH  EXTRACTION 
CLEANSING  MASTOID 
MIDDLE  EAR 
CERVICITIS 


Originated  and  Made  by 

Fairchild  Bros.  & Foster 

New  York 


CONTINUOUS  HEAT 
DOSAGE  up  to  130  F 


ELLIOTT  TREAT- 
MENT REGULATOR 

$195 

Convenient  Terms 
Available 


Clinical  results  over  a period  of  years  in  hundreds 
of  institutions  and  by  thousands  of  physicians  in 
their  private  practice  show  that  satisfactory  results 
may  be  expected  in  the  following: 


FEMALE  PELVIS 

Acute  salpingitis 
Chronic  salpingitis 
Pyosalpinx 

Post-abortal  peritonitis 
Post-partum  infections 
Pelvic  cellulitis 
Pelvic  abscess 
Cervicitis 
Endocervitis 
Parametritis  (frozen 
pelvis) 

Tubo  ovarian  abscess 
Oophoritis 


Gonorrhea — acute  and 
chronic 
Cystitis 

Urethritis — gonorrheal 
and  non-specific 
Dysmenorrhea 

MALE  PELVIS 

Acute  prostatitis 

(with  or  without  abscess) 
Chronic  prostatitis 
(and  complications) 
Vesiculitis 
Cystitis 

Urethritis — non-specific 


Elliott  Treatment 


The  Specifically  Accepted  Heat  Therapy  for  Treat- 
ing Acute  and  Chronic  Inflammatory  Disease  of 
the  Male  and  Female  Pelvis. 


Accepted  by  the  Council  on  Physical  Therapy — American 
Medical  Association. 

Approved  by  American  College  of  Surgeons. 

•3 >• 

W.  O.  HESTER, 

3122  West  Grace  Street,  Richmond,  Va. 

Virginia  Representative 
A.  S.  ALOE  COMPANY 
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CLINICAL  DIAGNOSIS  OF  IRREGULARITIES  OF  THE  HEART. 


Paul  D.  Camp,  M.  D., 

Richmond,  Va. 


The  “pace-maker”  or  sinus  node  is  situated  in 
the  right  auricle  at  the  mouth  of  the  superior  vena 
cava.  From  this  point  waves  of  contraction  go  forth 
in  orderly  rhythm  over  the  right  and  left  auricles. 
As  this  wave  of  contraction  reaches  the  auriculo- 
ventricular  node  situated  in  the  lower  portion  of  the 
right  auricle,  the  stimulus  goes  through  the  node 
down  the  main  auriculo-ventricular  conducting 
bundle;  then  into  the  right  and  left  branches  of  the 
bundle;  and  finally  into  the  ventricular  musculature 
through  the  Purkinje  fibers.  Normally  these  stimuli 
go  out  from  the  pace-maker  about  70  times  per  min- 
ute, and  with  regularity;  and  the  ventricles  contract 
following  the  contraction  of  the  auricles.  The  sinus 
node  or  pace-maker  is  to  a certain  extent  under  con- 
trol of  the  vagus  nerve;  hence  certain  individuals, 
particularly  children,  young  adults,  and  athletes, 
exhibit  an  irregularity  of  the  heart  dependent  upon 
this  vagal  control.  That  is,  there  is  a slowing  of  the 
pulse  during  expiration  and  a quickening  of  the 
pulse  during  inspiration.  This  type  of  irregularity 
is  known  as  sinus  arrhythmia. 

Sinus  Arrhythmia.  Sinus  arrhythmia  is  by  far 
the  most  frequent  irregularity  amongst  people  in 
early  life.  It  is  of  great  importance  to  recognize  and 
appreciate  the  meaning  of  the  irregularity;  not  be- 
cause of  the  graveness  of  the  irregularity,  but  rather 
by  recognizing  it,  not  to  confuse  it  with  the  more 
serious  arrhythmias.  Such  a type  of  irregularity 
should  be  easily  recognized.  It  occurs  most  often  in 
young  people.  There  is  a definite  waxing  and  wan- 
ing of  the  pulse  with  respiration — this  relationship 
being  more  marked  in  deep  breathing.  The  whole 
heart  takes  part  in  the  irregularity;  the  radial  pulse 
and  heart  beats  correspond.  Sinus  arrhythmia  is 
abolished  by  any  factor  which  appreciably  increases 
the  pulse  rate,  for  example,  exercise  or  fever.  This 


type  of  irregularity  needs  no  treatment  and  is 
usually,  especially  in  young  people,  the  sign  of  a 
healthy  heart,  and  hence  of  good  prognosis. 

Premature  Contractions.  Premature  contrac- 
tions or  extrasystoles  may  be  defined  as  contractions 
of  the  heart  that  disturb  the  rhythmic  sequence  by 
appearing  early  in  response  to  pathological  im- 
pulses. Impulses,  causing  premature  contractions, 
may  spring  from  either  of  the  ventricles  or  from  any 
abnormal  point  in  the  auricles;  that  is,  they  do  not 
arise  in  and  travel  from  the  sinus  node  as  the  nor- 
mal impulses,  heretofore  described,  do.  If  the  ab- 
normal impulse  arises  in  the  ventricle,  it  disturbs 
the  sequence  of  the  contraction  in  a definite  man- 
ner. Following  this  ventricular  premature  contrac- 
tion, the  ordinary  impulse  starts  down  from  the 
auricle  in  the  usual  way;  however,  it  reaches  the 
ventricle  before  it  has  had  time  to  recover  from  its 
abnormal  premature  contraction  and  the  ventricle 
cannot  respond.  Since  the  ventricle  contracts  only 
from,  impulses  received  from  the  auricles,  excepting 
the  premature  ventricular  impulse,  then  following 
such  a premature  ventricular  contraction  the  ven- 
tricle does  not  contract  again  until  another  normal 
auricular  impulse  comes  down.  Hence,  there  occurs 
a pause  known  as  the  “compensatory  pause;”  that 
is,  the  longer  interval  after  the  abnormal  contraction 
compensates  for  the  preceding  shorter  interval. 
When  the  premature  contraction  occurs  in  the  au- 
ricle, it  usually  causes  a premature  contraction  in 
the  ventricle  also.  There  is  a pause  following  the 
premature  beat,  but  this  pause  is  not  compensatory; 
that  is,  the  whole  period  of  the  disturbance  is  not 
equal  to  two  normal  cycles.  Hence,  the  dominant 
rhythm  of  the  heart  is  disturbed  as  the  next  auric- 
ular contraction  comes  earlier  and  is  followed  by 
the  ventricular  contraction. 
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Ventricular  extrasystoles  are  about  ten  times  more 
frequent  than  auricular  extrasystoles  and  are  of  less 
importance  clinically.  Auricular  extrasystoles  may 
occur  in  hearts  without  any  known  pathological 
condition;  however,  they  are  more  apt  to  occur  in 
diseased  hearts,  especially  in  rheumatic  hearts 
where  they  are  apt  to  be  the  precursor  of  auricular 
fibrillation.  Most  people  who  reach  middle  life 
probably  have  had  extrasystoles  at  some  time  or 
other.  The  finding  of  extrasystoles  should  cause  us 
to  direct  particular  attention  to  the  cardiovascular 
system  and  to  determine  the  presence  or  absence  of 
heart  disease.  The  extrasystole,  as  an  isolated  fac- 
tor, is  of  no  value  in  prognosis;  however,  extrasys- 
toles are  more  apt  to  occur  in  diseased  hearts.  Oc- 
casionally the  extrasystoles  may  be  traced  to  tobacco, 
foci  of  infection,  or  intoxication  by  drugs, — par- 
ticularly digitalis. 

Premature  beats  should  be  recognized  and  differ- 
entiated from  the  so-called  “dropped  beats”  asso- 
ciated with  heart  block.  If  we  are  examining  the 
radial  pulse,  but  preferably  the  carotid  pulse,  of  a 
patient  who  is  having  premature  contractions,  we 
may  notice  a weak  pulse  occurring  before  the  next 
pulse  is  due,  or  we  may  notice  that  there  is  a long 
pause  between  the  pulsations.  Now  if  we  listen  to 
the  heart  at  the  same  time,  we  notice  that  one  of 
two  things  happens:  a.  with  the  premature  weak 
pulse  there  occur  two  extra,  usually  weak,  heart 
sounds,  or  b.  with  an  intermission  of  the  pulse  there 
will  be  only  one  extra  heart  sound,  the  explanation 
being,  that  if  the  contraction  of  the  ventricle  is  so 
weak  that  the  aortic  valves  do  not  open,  then  there 
is  no  second  sound  and  no  blood  is  ejected  to  create 
a pulse  wave.  Depending  upon  the  grouping  of  the 
extrasystoles  are  different  variations  of  the  normal 
and  abnormal  sounds  and  pulse  waves.  As  stated 
above,  the  “compensatory  pause”  differentiates  the 
ventricular  from  the  auricular  premature  contrac- 
tions; however,  this  is  at  times  very  difficult  unless 
we  have  graphic  records.  It  is  important  to  re- 
member that,  with  any  intermission  of  the  pulse  in 
premature  contractions,  there  develops  either  one  or 
two  extra  heart  sounds;  whereas,  in  the  “dropped 
beats”  of  heart  block,  no  heart  sounds  are  heard  at 
the  time  of  the  intermission  of  the  pulse. 

A brief  word  in  regard  to  treatment.  The  finding 
of  extrasystoles  demands  immediate  close  scrutiny 
of  the  cardiovascular  system  for  evidence  of  disease. 
If  heart  disease  is  found,  such  discease  should  be 


treated.  If  no  such  disease  is  found,  or  even  if 
found,  factors  such  as  foci  of  infection,  tobacco, 
alcohol,  or  fatigue,  which  apparently  have  some  re- 
lationship to  premature  beats,  should  be  sought 
after  and  controlled.  Nervous  and  apprehensive 
patients  should  be  reassured.  Finally,  if  the  extra- 
systoles really  annoy  the  nervous  patient,  quinidine 
sulphate  in  dosage  of  three  grains  two  to  three  times 
per  day  may  be  tried;  however,  its  use  should  be 
restricted  to  the  severe  cases.  Bromides  and  the 
barbituric  acid  derivatives  sometimes  have  a good 
symptomatic  effect.  Digitalis  as  a direct  resort  is 
usually  contraindicated. 

Paroxysmal  Tachycardia.  For  our  purposes 
paroxysmal  tachycardia  may  be  considered  as  a 
sudden  acceleration  of  the  heart  rate  due  to  a 
regular  rapid  series  of  extrasystoles.  Just  as  a 
simple  premature  contraction  may  be  auricular  or 
ventricular  in  origin,  so  paroxysmal  tachycardia 
may  be  either  ventricular  or  auricular  in  origin. 

The  highest  incidence  is  between  the  ages  of  20 
and  30  and  the  disorder  is  more  frequent  in  men. 
Some  patients  do  not  show  any  evidence  of  cardiac 
enlargement  between  attacks  and  most  patients  do 
not  show  evidence  of  valvular  disease;  however,  of 
the  valvular  lesions  mitral  stenosis  is  most  common. 

The  onset  of  paroxysmal  tachycardia  is  sudden 
and  the  ending  is  abrupt.  The  rate  may  vary  from 
110  to  220  per  minute,  though  the  rate  is  usually 
from  180  to  200.  One  important  point  in  differ- 
entiating paroxysmal  tachycardia  from  ordinary 
sinus  tachycardia  is  that,  in  paroxysmal  tachy- 
cardia, the  rate  of  the  ventricular  beating  remains 
exactly  the  same  when  the  patient  passes  from  the 
upright  to  the  recumbent  position  or  vice  versa; 
whereas,  in  simple  sinus  tachycardia,  there  is  a 
change  in  the  rate.  In  paroxysmal  tachycardia  the 
rate  seldom  ever  varies  more  than  a few  beats  dur- 
ing the  entire  attack.  In  auricular  tachycardia  the 
rhythm  of  the  responding  ventricle  is  absolutely 
regular,  and  there  is  scarcely  a variation  of  1/1000 
of  a second  between  any  of  the  beats  in  a given 
paroxysm.  In  ventricular  paroxysmal  tachycardia 
there  is  usually  a very  slight  irregularity.  Often  we 
have  to  listen  several  minutes  before  it  is  appre- 
ciated, but  occasionally,  the  heart  sounds  will  not 
be  quite  the  same  and  will  be  a little  irregularly 
spaced.  At  times  there  is  a prominent  pulsation  of 
the  veins  of  the  neck.  The  duration  of  the  attack 
varies  from  a few  seconds  to  a week  or  more; 
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attacks  lasting  weeks  are  rare.  The  symptoms  of 
an  attack  vary  and  depend  upon  the  duration  of  the 
attack  and  the  ability  of  the  heart  to  withstand  the 
added  strain.  At  the  onset  of  the  attack  the  patient 
often  notices  varying  degrees  of  palpitation  and  dis- 
comfort in  the  region  of  the  heart.  Pulsating  sensa- 
tions in  the  neck  veins  and  a fullness  of  the  throat 
are  also  usually  present.  Some  patients  complain 
of  lassitude,  exhaustion,  coldness,  sweating  and 
often,  of  nausea  or  vomiting.  There  are  two  types 
of  symptoms  connected  with  the  heart  that  may 
occur  and  may  be  noticed  by  the  patient:  first,  pain 
which  varies  from  simple  aching  to  the  anginal  type 
of  pain;  second,  signs  and  symptoms  of  progressive 
failure  of  the  heart,  such  as  shortness  of  breath,  and 
swelling  of  the  feet  and  ankles.  At  the  end  of  a 
severe  attack  it  is  remarkable  what  a quick  recovery 
the  patient  makes. 

Treatment  consists  of  two  parts:  management  of 
the  attacks  and  care  of  the  patient  between  attacks. 
There  is  no  remedy,  either  drug  or  physical,  which 
will  invariably  stop  an  attack.  Firm  pressure  over 
the  carotid  artery  at  the  angle  of  the  jaw  will  some- 
times immediately  stop  an  attack,  and,  if  this  is  so, 
this  fact  helps  confirm  the  diagnosis  of  paroxysmal 
auricular  or  ventricular  tachycardia  and  to  differ- 
entiate it  from  flutter.  Pressure  over  the  eye  ball 
(oculo-cardiac  reflex)  sometimes  stops  the  attack. 
Various  other  mechanical  or  reflex  methods  are  used 
and  often  the  patient  will  know  the  method  which 
is  most  efficacious  in  his  own  case.  Drug  therapy 
is  often  without  success.  In  some  cases  the  distress 
and  the  attacks  may  be  relieved  by  bromides  or  one 
of  the  barbituric  acid  derivatives.  In  the  severe 
cases  morphine  may  be  tried.  Digitalis  or  strophan- 
thin  intravenously  sometimes  stops  attacks,  though 
it  is  probably  best  to  reserve  such  measures  for 
cases  exhibiting  congestive  failure.  Quinidine  sul- 
phate, by  mouth,  is  one  of  the  most  useful  drugs 
and  may  be  occasionally  used  intravenously  in  severe 
cases.  Recent  work  shows  acetyl-beta-methylcholine 
chloride  (Merck)  to  be  of  distinct  value;  this  drug 
along  with  quinidine  is  not  without  danger. 

The  treatment  between  attacks  consists:  first,  of 
careful  attention  to  personal  hygiene  as  discussed 
under  the  head  of  extrasystoles,  and  secondly,  of 
treatment  of  any  organic  heart  disease  present. 
Finally,  quinidine  in  daily  rations  may  prevent  at- 
tacks; rarely,  digitalization  followed  by  main- 
tenance dosage  may  be  useful.  Bromides  and  like 


measures  often  quiet  nervous  patients  and  prevent 
attacks. 

Auricular  Flutter.  Auricular  flutter  may  be 
defined  as  a disorder  of  the  auricular  action  char- 
acterized by  regular  but  abnormal  auricular  con- 
tractions at  a very  rapid  rate,  and  usually,  but  not 
always,  regular  ventricular  action  at  one-half  the 
auricular  rate.  Without  going  into  detail  I might 
state  that  there  are  two  main  theories  as  to  the 
mechanism  of  flutter:  that  of  Sir  Thomas  Lewis, 
namely,  that  of  the  circulation  of  a wave  of  con- 
traction around  a ring  of  muscle  in  the  auricle;  and 
that  of  Rothberger  and  Winterberg,  Scherff  and 
Camp,  which  maintains  that  the  auricle  contracts 
regularly  and  rapidly  because  of  an  abnormal  pace- 
maker developed  in  the  auricle.  Auricular  flutter  is 
rare;  but  since  its  recognition  is  only  comparatively 
recent,  it  is  probably  not  so  rare  as  present  statistics 
indicate.  Auricular  flutter  is  more  apt  to  occur  in 
older  people;  three-fourths  of  the  cases  are  over  40 
years  of  age.  It  is  more  likely  to  be  found  asso- 
ciated with  organic  heart  disease. 

Usually  there  are  no  characteristic  symptoms  of 
auricular  flutter.  Symptoms  of  the  accompanying 
heart  disease  may  be  prominent.  If  the  ventricle  re- 
sponds to  every  beat  of  the  auricle,  the  ventricle 
may  reach  a rate  of  300  per  minute;  in  such  cases 
weakness,  dizziness  or  faintness  and  at  times  actual 
syncope  may  occur.  The  characteristic  sign  of  flut- 
ter is  a rapid  rate  which  may  be  maintained  for 
days,  weeks  and  occasionally  years.  The  rate  does 
not  usually  vary  with  exercise,  rest,  or  various  posi- 
tions, and  at  times  drugs  have  very  little  effect  on 
the  rate.  The  rate  at  the  apex  and  usually  the  radial 
pulse  rate  are  generally  about  150  per  minute,  which 
is  usually  one-half  the  auricular  rate  of  300.  The 
rhythm  may  at  times  be  irregular,  for  the  impulses 
from  the  auricle,  instead  of  exciting  'the  ventricle 
every  other  time,  may  cause  contraction  every  third 
time  for  a while  and  then  switch  back  to  every  sec- 
ond time.  Such  cases  may  seem  to  be  absolutely  ir- 
regular; however,  if  one  is  careful  in  the  examina- 
tion, there  can  be  established  some  definite  regu- 
larity which  varies  from  time  to  time.  Auricular 
flutter  must  be  distinguished  from  simple  auric- 
ular or  ventricular  tachycardia.  The  following 
points  are  important : the  ventricular  rate  in  flutter 
is  usually  not  so  fast  as  in  paroxysmal  tachycardia; 
the  rhythm  in  flutter  is  apt  to  change  from  time  to 
time,  and  as  the  block  increases  or  decreases,  so  does 
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the  pulse  rate;  pressure  on  the  carotid  sheath  either 
has  no  effect  in  paroxysmal  tachycardia  or  suddenly 
stops  the  tachycardia.  In  flutter  the  rate  usually  is 
slowed  down  slightly  for  a while  but  the  flutter  is 
rarely  stopped  by  carotid  pressure.  Finally,  in 
many  cases,  graphic  records,  preferably  the  electro- 
cardiogram, are  necessary  to  make  the  diagnosis  of 
flutter;  and  in  suspected  cases  the  electrocardiogram 
should  always  be  taken. 

Auricular  flutter  is  best  treated  by  digitalis.  Dig- 
italis may  be  given  l1/^  grains,  three  times  a day, 
for  two  or  three  days,  or,  in  some  cases,  for  a week. 
By  this  time  the  flutter  is  often  converted  into  auric- 
ular fibrillation  and  if  digitalis  is  stopped,  the 
rhythm  may  revert  to  normal.  If  this  does  happen, 
it  is  not  necessary  to  continue  digitalis  unless  it  is 
indicated  by  other  co-existing  factors.  If  the  flutter 
persists,  but  because  of  a high  grade  block  the  ven- 
tricular rate  is  slow — say  75 — then  digitalis  may  be 
continued,  giving  l1^  grains  per  day.  Quinidine 
sulphate  may  be  tried  in  those  cases  which  do  not 
respond  to  digitalis.  Complicating  factors  of  heart 
failure  should  be  treated  as  much  as  the  flutter. 

Auricular  Fibrillation.  Auricular  fibrillation 
for  practical  purposes  may  be  considered  to  have 
the  same  mechanism  as  flutter  except  that  the  auric- 
ular action  in  fibrillation  is  absolutely  irregular  and 
more  rapid,  the  auricle  giving  off  impulses  varying 
from  400  to  600  per  minute.  Since  such  impulses 
are  coming  down  from  the  auricle  in  such  an  irregu- 
lar manner,  we  would  expect  the  ventricular  con- 
traction to  be  absolutely  irregular.  Such  is  the  case. 
Furthermore,  the  beats  are  not  only  irregular  in  re- 
gard to  rhythm  but  are  of  varying  and  unequal 
strength  of  contraction,  and  in  untreated  cases  the 
ventricular  rate  is  rapid,  although  of  course  not  as 
rapid  as  the  auricular  rate.  Due  to  the  weakness  of 
some  of  the  contractions,  there  is  a failure  of  pulsa- 
tion in  the  peripheral  arteries;  hence,  when  we 
count  the  ventricular  rate  at  the  apex  and  the  pulse 
rate,  we  find  that  there  is  a pulse  deficit;  that  is, 
the  rate  at  the  apex  is  higher.  On  taking  the  blood 
pressure  in  such  cases  we  note  that  on  the  strong 
beats  the  mercury  rises  much  higher  than  on  the 
weaker  beats. 

Auricular  fibrillation  is  perhaps  the  third  most 
common  irregularity.  Auricular  fibrillation  is 
usually  associated  with  heart  disease.  Mitral  steno- 
sis of  rheumatic  origin  was  thought  to  be  the  asso- 
ciated condition  in  the  majority  of  the  cases;  how- 


ever, Dr.  Ronald  Grant  and  I found  that  in  about 
one-half  the  cases,  the  only  co-existing  factor  was 
arteriosclerotic  heart  disease.  Hyperthyroidism  is 
often  associated;  so  also  is  coronary  occlusion. 
Aortic  disease  is  rarely  associated. 

When  the  ventricle  is  beating  irregularly  at  120 
per  minute,  auricular  fibrillation  is  almost  surely 
present.  This  suspicion  would  be  strengthened  al- 
most to  a certainty  if  the  patient  also  had  mitral 
stenosis,  an  enlarged  heart  or  other  signs  of  arterio- 
sclerotic heart  disease.  One  most  important  thing  to 
remember  is  that  in  auricular  fibrillation  accelera- 
tion of  the  heart  rate  makes  the  ventricular  rhythm 
more  irregular  and  increases  the  pulse  deficit.  In 
irregularities  due  to  extrasystoles  or  sinus  arrhyth- 
mia, increasing  the  rate  tends  to  abolish  the  irregu- 
larities. In  mitral  stenosis  the  murmur  often 
changes  as  auricular  fibrillation  sets  in. 

There  are  no  symptoms  characteristic  of  the  fibril- 
lation per  se,  and  the  clinical  findings  on  which  we 
make  the  diagnosis  are  based  on  the  resulting  ven- 
tricular disturbance  and  not  directly  on  the  auric- 
ular disturbance.  The  changing  murmurs  of  mitral 
stenosis  are  an  exception.  Palpitation  and  fluttering 
are  often  complained  of.  Congestive  failure  signs 
and  symptoms  are  frequent.  Angina  pectoris  is  rare. 

The  treatment  consists  in  prompt  and  complete 
digitalization  followed  by  a daily  maintenance  dose. 
If  the  fibrillation  is  known  to  be  of  short  duration 
and  in  a relatively  little  diseased  heart,  quinidine 
may  be  used  to  try  to  convert  the  rhythm  to  normal. 
Such  treatment  is  better  carried  out  where  electro- 
cardiograms may  be  frequently  taken  during  the 
active  treatment.  Congestive  failure  is  treated  in  the 
usual  manner. 

Heart  Block.  When  due  to  some  toxic,  function- 
al, or  organic  factor  or  a combination  of  these,  there  is 
a delay  in  the  passage  of  the  impulse,  or  no  passage 
of  the  impulse  from  the  auricle  to  the  ventricle, 
heart  block  is  said  to  be  present.  The  block  may 
vary  from  very  slight  degrees  which  may  be  recog- 
nized only  by  the  aid  of  the  electrocardiogram,  to 
the  more  pronounced  type  with  occasional  dropped 
beats,  and  finally  to  a complete  dissociation  of  the 
auricle  and  ventricle.  In  the  latter  case  the  auricle 
and  ventricle  take  up  independent  and  separate 
rates  and  rhythms.  The  rhythm  of  the  auricle  and 
the  ventricle  both  is  usually  regular.  Permanent 
organic  heart  block  is  most  frequently  caused  by 
coronary  artery  disease.  Other  causes  are  rheumatic 
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fever,  congenital  lesions  and  syphilis.  About  90  per 
cent  of  cases  occur  in  people  beyond  fifty  years  of  age. 

Recognition  of  many  types  of  heart  block  is  im- 
possible without  graphic  methods;  and  again  the 
electrocardiogram  is  by  far  the  most  reliable.  In 
simple  delayed  conduction  there  are  two  suggestive 
signs:  first,  the  reduplication  of  the  first  heart 
sound,  or  at  times  of  the  second  sound;  second,  the 
change  in  character  of  the  murmurs  of  mitral  steno- 
sis. However,  these  simpler  grades  are  usually 
missed.  It  is  not  until  we  get  to  the  dropped  beat 
that  we  are  able  to  recognize  heart  block.  If,  when 
feeling  the  pulse  and  listening  at  the  apex,  there  is 
a long  pause  during  which  there  is  no  pulse  felt  and 
no  heart  sounds  heard,  this  is  very7  suggestive  of 
heart  block  with  dropped  beats.  If  this  occurs  regu- 
larly, as  every  third  or  fourth  beat,  and  not  asso- 
ciated with  respiration,  it  is  most  likely  heart  block. 
As  stated  before,  during  the  intermission  of  the 
pulse  in  premature  beats,  there  can  be  heard  either 
first  or  second  heart  sounds  or  both.  After  exercise 
the  block  may  disappear  and  the  heart  become  regu- 
lar, and  when  the  heart  slows  down,  the  first  irregu- 
larity noted  will  be  an  unusually  long  ventricular 
pause.  Dropped  beats  may  occur  only  occasionally 
or  after  every7  third  or  fourth  beat.  A two  to  one 
block  is  suspected  if  the  ventricle  beats  regularly  at 
40  to  50;  and  if  this  rate  suddenly  becomes  doubled 
and  then  halved  after  exercise  a two  to  one  block 
is  most  surely  present.  In  complete  block  the 
ventricular  rate  is  usually  35  or  under;  first  and 
second  heart  sounds  can  be  heard  with  each  contrac- 
tion; often  muffled  auricular  heart  sounds  can  be 


heard  between  and  without  relation  to  the  ventric- 
ular beats.  The  rhydhm  is  usually  regular.  Exercise 
has  little  or  no  effect  on  the  rate.  Change  of  the 
character  of  the  heart  sounds  from  beat  to  beat  de- 
pending upon  the  occurrence  of  auricular  systole  is 
also  an  important  sign. 

The  symptoms  of  heart  block  depend  upon  the 
degree  of  block  and  the  associated  heart  disease. 
Adams  Stokes  syndrome  occurs  in  high  grades  of 
block  with  extreme  slowing  of  the  ventricles.  It  is 
very  rare. 

Treatment  consists  in  treating  the  accompanying 
disease,  and  in  severe  degrees  of  block,  of  treating 
the  block.  Atropine  is  sometimes  effective;  barium 
chloride  has  been  used;  thyroid  extract  has  also 
been  tried;  adrenalin  and  ephedrine  sulphate  are  by 
far  the  most  useful;  adrenalin  given  subcutaneously 
is  at  times  life  saving. 
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DIFFICULTIES  IN  TREATING  FRACTURES.* 


M.  H.  Todd,  M.  D., 
Norfolk,  Va. 


they  are  being  strongly  pulled  upon,  usually  under 
local  or  general  anaesthesia. 

It  is  surprising  how  strong  a pull  may  be  neces- 
sary^; for  instance,  in  the  supracondylar  fracture  of 
the  humerus,  even  in  small  children;  and  in  some 
fractures  it  is  almost  impossible  immediately  to  over- 
come the  tension  of  the  muscles  and  fascia,  whatever 
it  is  that  holds  the  bones  together,  without  some 
mechanical  device  like  the  new  screw-traction  ma- 


Difficulties  in  diagnosing  fractures  are  solved  by 
the  X-ray.  I have  no  false  pride  in  this  matter  at  all, 
and  always  request  films  except  in  the  simplest  cases. 
I am,  therefore,  confining  myself  to  difficulties  in 
treatment. 

The  first  difficulty,  of  course,  is  the  matter  of  get- 
ting the  fracture  suitably  reduced.  It  is  done,  in 
general,  by  manipulating  the  broken  bones  while 

*Read  before  Norfolk  County  Medical  Society,  October 
12,  1936. 
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chines  that  act  upon  Steinmann  pins  put  through  the 
bones  themselves.  Hippocrates  used  a block  and 
fall,  and  so  do  some  of  the  modern  fracture  men. 
In  the  case  of  the  femur,  spinal  anaesthesia  may 
permit  immediate  reduction,  where  otherwise  heavy 
traction  for  several  days  might  be  needed. 

The  earlier  you  reduce  the  fracture,  the  less  pull 
you  have  to  use;  and  many  times  simply  hanging  a 
broken  leg  over  the  end  of  a table,  with  a ten-pound 
weight  tied  to  the  ankle,  will  pull  the  bones  apart 
enough  after  a few  minutes  so  that  you  can  push  the 
ends  into  place.  In  all  these  long-bone  fractures,  if 
a strong  enough  pull  cannot  be  effected  at  once, 
weight  and  pulley  traction  for  several  days  will  gen- 
erally do  it. 

How  accurately  do  you  need  to  reduce  the  frac- 
ture? This  depends  upon  which  bone,  and  where  it 
is  broken.  In  the  middle  of  long  bones,  really  ana- 
tomical position  is  not  necessary,  though  you  ought 
to  try  for  it,  and  the  bones  should  be  at  least  partly 
end-on.  In  children  with  broken  femurs,  even  a 
little  overlapping  is  perfectly  allowable,  for  solid 
union  will  always  occur,  and  it  is  only  necessary  to 
prevent  angulation  and  significant  shortening,  by 
using  ordinary  traction.  X-rays  taken  a year  later 
will  show  hardly  a trace  of  this  fracture. 

Where  the  break  is  near  a joint,  very  good  posi- 
tion is  necessary;  and  if  the  joint  surface  itself  is 
involved,  an  absolutely  anatomical  reduction  ought 
to  be  obtained.  This  is  especially  true  of  fractures 
involving  the  condyles  of  the  humerus,  and  Cotton’s 
variation  of  Pott’s  fracture,  in  which  the  posterior 
half  of  the  joint  surface  of  the  tibia  is  broken  across 
and  displaced  upward.  The  matter  is  serious  enough 
to  demand  open  reduction  if  need  be,  for  otherwise 
disability  may  be  very  great. 

I have  just  spoken  of  position;  now  let  me  em- 
phasize that  alignment  must  be  correct  in  all  frac- 
tures, whether  or  not  position  is  necessarily  ana- 
tomical. Otherwise,  there  is  bound  to  be  disability, 
from  the  joints  having  to  work  off-center,  and  this 
may  be  very  crippling.  Be  sure,  therefore,  that  post- 
reduction films  show  good  axial  alignment  of  the 
bones  of  the  extremity;  and  don’t  forget  the  matter 
of  rotation.  You  don't  want  your  patient  walking 
the  streets  with  his  feet  twisted  inward  or  outward. 

The  second  difficulty  is  in  holding  the  fracture, 
once  you  have  gotten  it  into  place.  Most  times  a 
simple  plaster  cast  is  perfectly  satisfactory;  but  re- 
member that  casts  stay  the  same  size,  whereas  the 


limb  shrinks,  so  that  the  bones  may  sag  completely 
out  of  line  inside  a perfectly  good-looking  cast,  with- 
out your  being  aware  of  it.  If  you  can,  I advise  a 
film  taken  maybe  a couple  of  weeks  after  reduction, 
just  to  be  sure.  Even  the  skin-tight  cast  of  Bohler 
is  not  proof  against  this  possibility;  and  by  the  way 
this  is  a risky  cast  to  use  anyway,  unless  your  pa- 
tient is  under  the  closest  supervision. 

A good  many  times,  position  can  best  be  held  by 
continuing  the  same  traction  that  served  to  effect 
reduction,  maybe  skeletal  traction,  and  as  a variation 
of  this,  skeletal  fixation,  with  pins  incorporatced  into 
a plaster  cast.  These  special  devices  are  not  very 
often  really  needed. 

In  maybe  5 per  cent  of  cases,  in  spite  of  even- 
effort,  the  bones  refuse  to  stay  in  any  sort  of  reason- 
able position.  When  this  is  so,  the  final  resort  is  open 
reduction  and  fixation.  This  operation  requires  un- 
usually rigid  aseptic  technique,  with  the  skin  care- 
fully blocked  off,  and  it  also  requires  a working 
familiarity  with  simple  mechanics.  It  should  not 
be  attempted  by  the  occasional  operator,  nor  by  one 
who  cannot  change  a spark'plug  in  his  car;  but 
there  is  not  the  slightest  reason  why  experienced 
surgeons  with  some  mechanical  ability  should  not 
be  capable  of  learning  the  technique  of  open  fixa- 
tion of  fractures.  There  are  three  necessary  things 
to  watch,  in  addition  to  a rigid  aseptic  technique: 
first,  the  fixation  should  really  hold  the  bones 
firmly;  second,  there  must  be  no  dead  space  left, 
the  dressing  should  be  snug,  and  the  skin  sutures 
-should  be  far  enough  apart  to  allow  some  serous 
drainage;  and  third,  good  solid  external  splintage 
must  be  used  as  well — usually  a cast. 

The  results  of  open  fixation  are  nothing  less  than 
brilliant,  in  rapidity  and  sureness  of  union,  and 
perfection  of  return  to  normal  function.  I assure 
you  that  the  horrible  illustrations  in  the  text-books, 
depicting  the  results  of  this  sort  of  surgery,  with 
assorted  bundles  of  wire,  screws,  staples  and  other 
hardware  wrapped  around  the  bones,  are  not  taken 
from  the  practice  of  surgeons  of  competence  and 
experience. 

A third  difficulty  with  fractures  is  that  pre- 
sented by  the  soft  parts,  rather  than  the  bones  them- 
selves. Great  swelling  may  interfere  with  reduction 
and  fixation;  - arterial  extravasation  beneath  the 
deep  fascia  may  result  in  Yolkmann’s  contracture, 
or  even  in  gangrene  unless  relieved  by  incision;  and 
restoration  of  movements  of  the  neighboring  muscles 
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and  joints  always  gives  food  for  serious  thought.  In 
any  fracture,  if  function  is  delayed  in  order  to  be 
sure  of  good  fixation  of  the  bone,  a lot  of  stiffness 
may  result  in  the  joints,  whereas  if  active  use  is  begun 
too  soon,  the  fracture  may  move  enough  to  end  in  non- 
union. This  is  especially  true  of  the  humerus.  Drop- 
foot,  adduction  contracture  of  the  shoulder,  and 
stiffness  of  (the  hand,  are  all  prone  to  occur  unless 
specifically  prevented. 

Let  me  now  speak  for  a moment  of  the  most  seri- 
ous group  of  fractures— compound  fractures.  There 
are  several  ways  to  treat  them;  except  in  clean  punc- 
ture wounds,  they  should  be  debrided  somewhat,  the 
bones  held  in  pretty  good  position,  and  the  wound 
closed  loosely,  leaving  room  between  stitches  for 
oozing,  and  a fairly  snug  dressing  used  to  obviate 
dead-space.  This  is  my  personal  opinion,  in  which  I 
am  in  agreement  with  a number  of  good  men.  Sher- 
man plates  the  bones,  and  leaves  the  wound  wide 
open,  with  Carrel  tubes  for  irrigation  with  Dakin's 
solution.  Orr  packs  them  with  vaseline  gauze. 
Others  use  skeletal  traction.  Much  depends  upon  the 


kind  of  damage  that  has  been  done  to  the  soft  parts; 
sometimes  amputation  is  the  only  conservative  thing 
to  do. 

Finally,  in  treating  fractures,  do  not  expect  union 
too  soon.  If  a broken  leg  has  healed  so  as  to  allow 
full-  duly  at  ordinary  work  within  four  months,  it 
has  done  very  well  indeed.  If  in  doubt,  be  careful 
about  allowing  full  weight-bearing  too  early,  or 
bowing  may  result.  This  has  ruined  many  other- 
wise good  results,  especially  in  femur  fractures. 

Please  note  that  I have  not  discussed  the  most 
difficult  fracture  of  all — the  fracture  of  the  small 
part  of  the  neck  of  the  femur;  nor  the  simplest  frac- 
ture of  all — the  broken  collar-bone,  in  which  my 
own  results  are  not  always  by  any  means  perfect.  I 
have  much  to  learn  about  both  these  fractures. 

In  summary,  while  the  general  principles  are 
simple,  the  attending  difficulties  render  the  treat- 
ment of  fractures  a rather  exacting  and  intricate 
branch  of  surgery. 

712  Botetourt  Street. 


CANCER  OF  THE  UTERUS.* 


Nelson  B.  Sackett,  M.  D.,  F.  A.  C.  S., 

New  York,  N.  Y. 


In  the  United  States  of  America,  nearly  140,000 
deaths  from  cancer  occurred  in  1935,  and  one-eighth 
of  these  were  due  to  malignancy  in  the  female 
genitalia1.  Frederick  L.  Hoffman  in  1934  reiterated 
his  conviction  that  the  world  wide  rise  in  cancer 
mortality  represents  a real  increase  although  apply- 
ing chiefly  to  age  groups  over  sixty  and  to  tumors  of 
the  gastrointestinal  tract2.  Female  genital  cancer 
deaths  per  100,000  population  increased  from  13.9 
in  1933  to  14.5  in  1934,  according  to  the  U.  S. 
Census  office,  the  rate  being  fifty  per  cent  higher  in 
married  than  in  single  women.  On  the  other  hand 
Bolduan  and  Weiner3,  studying  New  York  City 
deaths  from  1901  to  1931,  point  to  the  increasing 
proportion  of  persons  over  45  years  of  age;  and  find 
that  while  the  total  cancer  death  rate  has  risen,  the 
death  rate  from  visible  cancers  (skin,  breast,  mouth, 
and  female  genitals)  is  practically  stationary,  in- 
dicating the  influence  of  diagnosis  on  statistics.  At 

*From  the  Cancer  Clinic  of  the  Woman’s  Hospital. 

Read  by  invitation  at  a meeting  of  the  Norfolk  Countv 
Medical  Society,  Norfolk,  Virginia,  November  30,  1936. 


any  rate  much  remains  to  control  a disease  which 
annually  claims  the  lives  of  17,000  women  in  our 
country. 

In  the  cancer  clinic  of  the  Woman’s  Hospital  under 
Doctor  George  Gray  Ward,  we  have  observed  seven 
hundred  and  fifty  cases  of  carcinoma  of  the  cervix 
since  radium  was  purchased  in  1919.  In  the  same 
seventeen  years,  one  hundred  and  forty-one  cases 
of  cancer  of  the  uterine  body  were  treated,  giving  a 
ratio  of  one  to  five.  Malignancy  in  the  vulva,  tubes 
and  ovaries  occurred  much  less  frequently  and  until 
recently  received  much  less  uniform  classification 
and  treatment.  Earlier  studies  compared  the  results 
of  irradiation  of  cervical  cancers  divided  into  four 
histologic  groups  according  as  the  tumor  cells  were 
predominantly  adult  spinal,  transitional,  anaplastic 
spindle,  or  cylindrical  in  type.  Our  findings4  and 
similar  comparative  studies  in  the  literature  cast 
doubt  on  the  prognostic  significance  of  histologic 
type  alone;  and  we  now  rely  less  on  histologic  radio- 
sensitivity than  on  observed  radio-curability. 
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The  latter  seems  to  depend  not  only  on  the  degree 
of  de-differentiation  of  the  tumor  cells,  but  on  the 
extent  of  growth  when  first  treated,  size  of  the  cell- 
clusters,  and  manner  of  dissemination;  and  the  de- 
fense mechanism  of  the  host  is  weakened  by  anemia, 
infection,  prolonged  inadequate  treatment  and  poor 
general  health.  Our  material  demonstrates  the  grave 
prognostic  significance  of  the  endophytic  spread  of 
both  squamous  and  adenocarcinomata  arising  within 
the  cervical  canal.  They  are  detected  late,  their  ex- 
tent underestimated,  and  their  treatment  often  gives 
disappointing  results. 

Not  only  these  inverting  cancers  but  the  personal 
equation  of  the  examiners  make  all  clinical  classi- 
fications open  to  error.  Back  in  1907  Wertheim  re- 
ported parametrial  or  lymph  node  invasion  in  22 
per  cent  of  cases  considered  preoperatively  to  be 
limited  to  the  cervix;  while  such  invasion  was  absent 
in  14  per  cent  of  cases  where  it  had  been  diagnosed. 
Nevertheless,  we  continue  to  use  both  Schmitz  and 
League  of  Nations  classifications  since  they  demon- 
strate what  is  of  greatest  importance  to  the  medical 
profession  and  the  public,  that  uterine  cancer  in 
its  early  stages  is  curable ! 

PROrHYLAXIS  OF  CERVICAL  CARCINOMA 

Much  evidence  has  been  given  in  support  of 
chronic  irritation  as  a contributing  cause  of  cancer5. 
In  the  female  genitalia  this  has  been  attributed  to 
trauma  from  childbirth  and  instrumentation,  and  to 
chemical  irritation  from  prolonged  discharges,  medi- 
cations and  infection.  Prevention  would  therefore 
include  conservative  obstetrics,  immediate  or  inter- 
mediate repair  of  cervical  lacerations,  appropriate 
correction  of  puerperal  and  infectious  erosions  and 
endocervicitis,  and  total  instead  of  supravaginal 
hysterectomy  for  benign  conditions  where  it  is  tech- 
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nically  feasible.  Recent  emphasis5  on  the  consider- 
able proportion  (ten  to  sixteen  per  cent)  of  nulli- 
parous  women  among  cervical  cancer  sufferers,  and 
on  the  failure  of  cauterization  and  repair  of  the 
cervix  to  prevent  subsequent  cancer  in  every  case, 
does  not — in  the  opinion  of  the  writer — alter  the 
general  rationality  of  the  above  measures.  More 
widespread  use  of  prophylactic  measures  must  be 
accompanied  by  an  appreciation  of  the  dangers4 
inherent  in  each  procedure,  some  of  which — stenosis, 
cavitation,  and  malignancy  higher  up — have  been 
emphasized  by  Bullard  and  by  Curtis.  Without 
systematic  search  we  have  come  across  three  cases  of 
cervical  cancer  developing  respectively  three,  five, 
and  fifteen  years  after  conservative  treatment  to  the 
cervix.  Despite  their  oft-quoted  rarity  we  also  find 
four  cases  (0.6  per  cent  of  the  total  series)  of 
squamous  carcinoma  associated  with  uterine  prolapse. 
And  over  seven  per  cent  of  our  cases  involve  cancer 
of  the  hysterectomy  stump.  (See  Table  IV). 

Prognosis  and  Treatment 
Early  detection  and  early  adequate  treatment  offer 
the  greatest  present  hope  of  reducing  mortality  from 
cancer  of  the  cervix,  as  is  shown  in  Tables  I and  II. 
Of  the  “early”  cases  over  one-half  can  be  salvaged 
for  five  years  and  two  out  of  five  for  ten  years;  but 
only  one  in  five  “late”  cases  will  survive  five  years 
and  only  one  in  ten  late  cases  will  survive  ten  years 
after  irradiation.  Morbidity  and  distressing  com- 
plications are  likewise  much  less  frequent  in  the  early 
treated  cases  destined  to  survive  as  reviewed  in 
Tables  V and  VI.  But  cancer  education  has  not  yet 
increased  the  proportion  of  early  cases  at  the 
Woman’s  Hospital.  (Table  III).  The  methods  of 
examination,  biopsy,  and  preliminary  supportive  and 


Table  I. — Five-Year  End-Results  in  Carcinoma  of  Cervix  at  Woman’s  Hospital 
Patients  Seen  From  February  15,  1919  to  May  15,  1931 


Schmitz  Class 

All 

Classes 

I 

II 

III 

IV 

V 

I & II 

Early 

III,  IV  & V 
Late 

Total  Seen 

554 

14 

97 

392 

48 

3 

111 

443 

Irradiated  ._ 

532 

14 

97 

391 

27 

3 

111 

421 

Untreated 

22 

0 

0 

1 

21 

0 

0 

22 

Living  5 Years 

144 

8 

51 

85 

0 

0 

59 

85 

Absolute  Survival,  per  cent 

25.99 

57.1 

52.6 

21.7 

0 

0 

53.2 

19.2 

Relative  Survival,  per  cent 

27.1 

57.1 

52.6 

21.7 

0 

0 

53.2 

20.2 

Untraced,  counted  dead  from  cancer  14  (2.6  per  cent). 
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antiseptic  treatment  have  been  described  in  previous 
reports.6 

Technic  or  Irradiation 
Since  uterine  cancer  celjs  require  from  4 to  6 
erythema  doses  of  irradiation  to  destroy  them,  every 
point  where  they  may  be  growing  should  receive 
radium  gamma  or  roentgen  rays  up  to  this  total.  A 
lethal  dose  is  delivered  to  the  uterocervical  exis  and  a 
zone  about  4 cm.  in  diameter  around  it  by  an  intra- 
cavitary radium  treatment  of  2,400  to  3,000  mgm. 
hrs.,  and  a vaginal  or  interstitial16  application  of 
1,800  to  3,600  mgm.  hrs.  Our  radium  barium 
sulphate  in  a glass  capsule  is  filtered  by  a 
silver  tube,  brass  screen  and  mineral-free  rubber 
— — all  equivalent  to  1 mm.  of  platinum.  Platinum- 
iridium  needles  with  wall  thickness  of  0.5  mm. 
each  contain  salt  with  an  effective  of  12.5 
mgm.  radium.  In  cervical  growths  the  100  mgm. 
radium  capsule  is  placed  in  the  cervical  canal,  and 
four  to  six  needles  implanted  in  the  parametrium 
to  obtain  crossfire;  but  in  corpus  cancers  two  50  mgm. 
capsules  are  inserted  in  tandem  into  the  uterocervical 
canal.  Distance  screening  of  the  rectum  and  bladder 


and  at  the  end  of  the  24  to  30  day  treatment  period 
the  depth  dose  at  10  cm.  is  30  to  50  per  cent  of  the 
surface  totals;  that  is,  2 to  3 erythema  doses.  Over 
the  aortic  and  inguinal  lymph  nodes  greater  effectives 
can  be  reached.  This  protracted  fractional  dose 
method  has  been  popularized  by  Coutard7  on  the 
theory^  that  it  is  more  destructive  to  the  highly  differ- 
entiated radio-resistant  cell  types  which  divide  rela- 
tively slowly.  Also  the  vasculo-connective  tissue  of 
the  tumor  bed  is  better  preserved  under  less  intense 
radiation,  and  with  consequent  better  nutrition  the 
tumor  cells  retain  their  radio-sensitivity.  The  effect 
of  adjuvant  roentgen  therapy  on  our  five-year  sur- 
vival rates  cannot  be  ascertained  until  1937;  but  it 
has  produced  great  improvement  in  Regaud’s  results 
at  the  Radium  Institute  in  Paris.  It  requires  co- 
operation and  travel  expense;  and  when  given  before 
radium  its  benefits  in  blocking  dissemination  and 
attenuating  bacterial  infection  must  be  balanced 
against  the  delay  in  application  of  radium.8 

Because  of  the  uncertainty  of  delivering  a lethal 
dose  of  radiation  to  the  deeper  lying  parametrial 
and  hypogastric  lymphatics,  several  authorities  have 


Table  II. — Ten-Year  End-Results  in  Carcinoma  of  Cervix  at  Woman’s  Hospital 
Patients  Seen  From  February  15,  1919  to  May  15,  1926 


Schmitz  Class 

All 

Classes 

I 

II 

III 

IV 

V 

I & II 
Early 

III,  IV  & V 
Late 

Total  Seen 

306 

3 

68 

210 

25 

0 

71 

235 

Irradiated 

296 

3 

68 

210 

15 

0 

71 

225 

Untreated 

10 

0 

0 

0 

10 

0 

0 

10 

Living  10  Years 

53 

2 

27 

24 

0 

0 

29 

24 

Absolute  Survival,  per  cent 

17.3 

66.6 

39.7 

11.4 

0 

0 

40.8 

10.2 

Relative  Survival,  per  cent 

17.9 

. 66.6 

39.7 

11.4 

0 

0 

40.8 

10.7 

Living  5 Years  as  of  5-15-31 

74 

2 

35 

37 

0 

0 

37 

37 

Untraced,  counted  dead  from  cancer  14  (4.7  per  cent). 

This  table  shows  that  71.6  per  cent  (53  in  74)  of  the  5-year  survivors  have  lived  10  years  or  longer  in  spite 
of  the  lowered  life  expectancy  of  their  respective  age  groups. 


is  secured  by  over-distention  of  the  vagina  with 
plain  gauze  and  by  using  a retention  catheter. 

The  diminishing  radium  effect  in  the  outlying 
tissues  is  supplemented  by  deep  X-ray  therapy  total- 
ling 2,000  to  2,400  r units  to  each  of  four  surface 
portals.  Our  factors  are  200  K.  V.-30  m.  a. -70  cm- 
0.5  mm.  of  Cu  and  1.0  mm.  Al.,  and  about  200  r at 
the  surface  is  delivered  in  six  minutes.  Daily  doses 
of  200  to  250  r to  each  of  two  portals  are  designed 
to  compensate  for  the  daily  loss  in  biologic  effect; 


recently  advocated  exposure  of  these  areas9  by 
laparotomy  or  per  vaginam,  for  the  implantation  of 
radium  needles  or  radon  seeds.  We  have  not  done 
this;  but  the  author  favors  prompt  resort  to  surgery 
in  suitable  cases  whose  response  to  adequate  primary 
irradiation  is  obviously  poor. 

This  difficulty  with  the  parametria  underlies  the 
continued  advocacy  of  the  Wertheim  panhysterec- 
tomy by  Bonney10  and  Faure.  The  same  philosophy 
animates  the  School  of  Elective  Therapy  sponsored 
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by  Stoeckel,  Lynch,  Mikulicz-Radecki11  and  Adler, 
whereby  all  technically  operable  cases  are  subjected 
to  radical  abdominal  or  vaginal  hysterectomy  with 
post-operative  radium  or  roentgen  therapy.  Their 
published  results  indicate  a total  five-year  salvage 
approximating  that  of  the  Irradiation  School,  but 
at  the  expense  of  a far  higher  primary  mortality 
(6  to  14  per  cent)  even  in  the  hands  of  master  sur- 
geons. In  a previous  paper  the  author  suggested  that 


a series  of  108  cases  seen  in  the  period  ending 
December  31,  1931,  and  followed  five  or  more  years 
after  treatment.  The  groups  are  too  small  for  reliable 
comparison  between  the  surgical,  radiological,  and 
combined  methods;  but  we  prefer  combined  therapy12 
whenever  it  is  possible.  At  the  first  operation  biopsy 
and  diagnostic  curettage  are  done  and  the  radium 
tandem  inserted  for  a total  of  2,400  to  3,000  mgm. 
hrs.  Roentgen  therapy  by  the  protracted  dose  method 


Table  III. — Extent  of  Disease,  by  Schmitz  Classification,  in  Two  Groups  of  Patients 
With  Carcinoma  of  Cervix  Uteri,  at  Woman’s  Hospital 


I 

H 

III 

IV 

.V 

Total 

8 years 

No. 

4 

73 

249 

31 

0 

357 

1919-1927 

% 

1.1 

20.5 

69.7 

8.7 

0 1 

100. 

Early  Cases 

21.6  per  cent 

Late  Cases 

78.4  per  cent 

7 years 

No. 

12 

43 

216 

23 

4 

298 

1928-1934 

% 

4. 

14.4 

72.5 

7.7 

1.3 

100. 

Early  Cases  Late  Cases 

18.4  per  cent  ' 81.5  per  cent 


comparison  of  the  two  schools  should  be  made  not 
only  on  salvage  of  life  but  on  the  basis  of  the  health 
of  patients  after  treatment;  and  then  presented  de- 
tailed studies4  of  the  complications  in  irradiated 
cases.  A similar  study  of  the  sequelae  of  surgery 
and  of  the  recent  combined  methods  will  be  needed. 

Our  methods  of  after-care,  monthly  inspection  in 


follows,  and  four  to  six  weeks  later  a panhysterec- 
tcmv  is  done.  Irradiation  is  used  alone  in  many  of 
these  cases  because  of  advanced  age  and  various 
medical  infirmities.  Our  absolute  five-year  salvage 
of  42.6  per  cent  and  relative  cure  rate  of  about  60 
per  cent  by  surgery  are  roughly  analogous  to  the 
results  in  Stockholm  where  Heyman13  reports  ab- 


Table  IV. — Incidence  and  Curability  by  Irradiation  in  Cancer  of  Cervix 
Following  Supravaginal  Hysterectomy* 


Schmitz  Class 

All  Classes 

I 

II 

III 

IV 

V 

Early 

Late 

Total  Seen 

54 

4 

9 

4- 

6 

1 

13 

41 

Living  5 Years 

19 

2 

8 

9 

0 

0 

10 

9 

Living  10  Years  .... 

5 

1 

3 

1 

0 

0 

4 

1 

Untreated,  one  Class  IV  case.  Incidence:  54  in  727  Cases  Seen,  or  7.4  per  cent. 

Absolute  5-Year  Survival:  19  in  40,  or  47.5  per  cent.  Absolute  10-Year  Survival:  5 in  18,  or  27.8  per  cent. 
*Without  regard  to  time  elapsing  between  hysterectomy  and  first  irradiation.  Phis  varied  from  two  weeks 
to  18  years;  it  was  less  than  3 years  in  24  cases,  over  3 years  in  30  cases. 


the  Follow-Up  Clinic,  re-radiation  of  local  residua 
or  metastases,  study  and  appropriate  treatment  of 
complications  affecting  the  alimentary,  circulatory, 
nervous,  and  urinary  systems  have  been  summarized 
in  previous  reports. 

Carcinoma  or  the  Corpus  Uteri 
There  is  in  the  Woman’s  Hospital  material  about 
one  case  of  cancer  of  the  body  to  five  cancers  in  the 
cervix  of  the  uterus.  Table  VII  gives  the  results  in 


solute  five-year  cure  rate  of  44.9  per  cent  and  47.9 
per  cent  relative  cures  in  the  operable  group. 

Complications  in  corpus  carcinoma  are  attribu- 
table chiefly  to  extension  of  the  disease,  or  medical 
illnesses  so  often  present  in  these  elderly  patients. 
A cursory  survey  of  134  cases  from  1919  to  1935, 
inclusive,  reveals  127  conditions.  Thirteen  of  these 
occurring  in  the  gastrointestinal  tract  include  one 
instance  each  of  rectal  bleeding,  rectal  metastasis, 
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and  intestinal  metastasis.  One  renal  and  three 
bladder  metastases  are  included  in  35  genitourinary 
affections,  while  pulmonary  edema  and  lung 
metastasis  each  occurs  once.  Circulatory  accidents 
account  for  eight,  perintonitis  for  five,  and  pain  in 
various  locations  for  31  notations;  pyometra  occurs 
eight  times,  severe  uterine  hemorrhage  six  times,  bone 
metastases  twice  and  vesicovaginal  fistula  three  times 


ings  and  the  extensive  autopsy  studies  of  Kaplan14 
indicate  that  in  most  cases  of  obstruction  in  the 
alimentary  and  urinary  tracts,  spreading  cancer  will 
be  found  as  the  cause.  Nevertheless,  if  we  bear  in 
mind  Ewing’s  five  factors  of  malignancy — anemia, 
infection,  toxemia  from  degeneration,  mechanical 
obstruction  and  depressed  morale — we  may  combat 
these  factors  even  in  incurable  cases  bv  conservative 


Table  V. — Complications  in  Carcinoma  of  Cervix  Uteri  Treated  bv  Irradiation 
Cases  Seen  at  Woman's  Hospital  February,  1919 — April  15,  1935 


260  Cases 

238  Cases 

190  Cases 

All  6S8  Cases 

Complication 

Seen  Before  5-15-25 

Seen  5-15-25  to  5-15-30 

Seen  5-15-30  to  5-1-35 

1919  to  1935 

Pvometra 

15 

28 

12 

55  ( 7.9%  1 

Peritonitis  and  Sepsis 

2 

4 

4 

10  (1.5%) 

Intestinal  Obstruction 

2 

11 

12 

25  (3.6%) 

Fistula,  Patients 

16 

27 

17 

60  (8.7% 

Fistulae,  Number 

20 

34 

19 

73  (10.6% 

Hemorrhage,  Severe 

2+ 

31 

34 

89  (12.9%) 

Rectal  Disorders 

+ 

14 

24 

42  (6.1%  > 

Bladder  and  Urethra 

12 

23 

32 

67  (9.8%) 

Upper  Urinary  Tract  Dis. 

11 

12 

16 

39  (5.6%' 

Upper  G.  I.  Tract  Disturbance 

4 

5 

5 

14  (2.0%) 

Blood-Lvmnhatic  Obst. 

8 

11 

10 

29  (4.2%) 

Nervous  Symptoms,  Pain,  etc. 

5 

5 

16 

26  (3.7%) 

Note:  Complications  not  noted  uniformly  in  earlier  cases,  in  hopeless  cases,  and  cases  lost  in  follow-up.  Many 
duplications  as  one  complication  precedes  or  is  an  early  stage  of  another. 


in  the  follow-up  notes.  There  are  14  miscellaneous 
affections  making  up  the  total  of  127  conditions, 
most  of  which  are  concentrated  in  relatively  few 
patients  with  medical  infirmities  or  spreading  cancer. 

As  to  treatment  of  complications  in  cervical  or 
corpus  carcinoma,  we  agree  with  Jones4  of  Cleveland 
that  each  case  deserves  clinical,  laboratory,  and 
X-ray  studies,  exploratory  laparotomy  where  indi- 
cated, and  appropriate  treatment.  Our  operative  find- 


measures  and  a reasonably  optimistic  attitude  and 
thus  vastly  increase  our  salvage  of  health. 

Conclusions 

1.  Present  methods  of  treatment  can  salvage  over 
one-fourth  of  all  cases  and  over  one-half  of  early 
cases  of  cancer  of  the  cervix  for  five  years;  and 
respectively  one-fifth  and  two-fifths  of  such  cases 
for  ten  years.  Adjuvant  roentgen  therapy  may  be 


Table  VI. — Complications  in  Carcinoma  of  Cervix  Treated  by  Irradiation 
Cases  Surviving  as  of  April  15,  1935 


Complication 

Survivors  Over  10  Years 
42  Cases  to  5-15-25 

All  688  Cases 
1919  to  1935 

Total  5-Year  Survivors 
127  Cases  1919  to  5-15-30 

Pvometra 

4 (9.5%)  + 

7.9% 

9 (7.1%)  — 

Peritonitis  and  Sepsis 

0 — 

1.5% 

2 (1.6%)  + 

Intestinal  Obstruction 

0 — 

3.6% 

2 (1.6%)  — 

Fistula,  Patients 

3 (7.1%)  — 

8.7% 

11  (8.7%)  = 

Fistulae,  Number 

5 (11.9%)  + 

10.6% 

17  (13.4%)  + 

Hemorrhage,  Severe 

3 (7.1%)  — 

12.9% 

5 (3.9%)  — 

Rectal  Disorders 

0 — 

6.1% 

5 (3.9%)  — 

Bladder  and  Urethra 

2 (4.8%)  — 

9.8% 

11  (8.7%)  — 

Upper  Urinary  Tract  Dis. 

2 (4.8%)  — 

5.6% 

7 (5.5%)  — 

Upper  G.  I.  Tract  Disturbance 

1 (2.4%)  + 

2.0% 

4 (3.2%)  4- 

Blood-Lvmphatic  Obst. 

4 (9.5%)  + + + 

4.2% 

7 ( 5.5%) 

Nervous  Symptoms,  Pain,  etc. 

0 — 

3.7% 

1 (0.8%)  — 

+ Sign  means  that  complication  is  MORE  frequent  in  survivors  than  in  whole  group. 
— Sign  means  that  complication  is  LESS  frequent  in  survivors  than  in  whole  group. 


134 


Virginia  Medical  Monthly 


[June, 


expected15  to  add  another  five  to  ten  per  cent  to  these 
five-year  survival  rates. 

2.  Cancer  of  the  uterine  corpus  can  be  cured  for 
five  years  by  combined  irradiation  and  surgery  in 
nearly  half  of  all  cases  and  two-thirds  of  operable 
cases  in  spite  of  the  frequency  of  medical  infirmities 
in  these  women. 

3.  Pending  agreement  as  to  the  etiology,  and  as 
to  the  value  of  prophylaxis  of  uterine  cancer,  early 
detection  and  adequate  primary  treatment  offer  the 
best  hope  of  preventing  a large  proportion  of  the 
annual  mortality  from  cancer  of  the  female  genitalia. 
To  obtain  early  detection,  periodic  examination  of 


5.  Ward,  G.  G. ; Peightal,  T.  C. ; Pemberton,  Frank; 

Healy,  W.  P. ; Lynch,  Frank;  et  al.:  In  Symposium 
on  cancer  of  the  cervix,  Memorial  Hospital.  New 
York.  Medical  Record,  142:547,  1935. 

6.  Ward,  G.  G. ; and  Sackett,  N.  B.:  Radium  therapy  of 

carcinoma  of  the  cervix  uteri,  Surg.,  Gynec.  and 
Obst.,  60:495,  1935. 

7.  Coutard,  H.:  Principles  of  X-ray  therapy  of  malig- 

nant disease,  Lancet,  2:1,  1934. 

8.  Arneson,  A.  N.,  and  Stewart,  F.  W. : Clinical  and 

histological  changes  produced  in  carcinoma  of  the 
cervix  by  different  amounts  of  roentgen  radiation. 
Arch.  Surg.,  31:542,  1935. 

9.  Taussig,  F.  J.:  Iliac  lymphadenectomy  plus  radiation 

in  borderline  cancer  of  the  cervix,  Am.  J.  Obst.  and 
Gynec.,  32:777,  1936. 


Table  VII. — Five-Year  End-Results  in  Carcinoma  of  Corpus  Uteri  at  Woman’s  Hospital 
Patients  Seen  From  January  1,  1919  to  December  31,  1931 


Total 

Living 

5 Years 

Survival  Rate 

Per  Cent 

Total  Seen 

108 

46 

Absolute  42.6 

Untreated 

7 

0 

0 

Treated 

101 

46 

Relative  45.5 

Surgery  Alone 

21 

13 

Relative 

61.9 

Radiation  Alone* 

59* 

21 

Relative 

35.6 

Radiation  and  Surgery 

21 

12 

Relative 

57.1 

Untraced  1 case,  counted  dead  of  cancer. 

*Operation  contraindicated  in  28  (47.5  per  cent)  of  these  because  of  obesity,  high  B.  P.,  anemia, 
diabetes,  etc.  Two  refused  operation  following  radiation. 


all  women  once  or  twice  a year  by  a gynecologist  or 
a physician  trained  to  recognize  cancer  should  be 
generally  adopted. 

4.  Palliative  surgery  lias  proved  its  usefulness  in 
genital  cancer.  Early  detection  and  treatment  of  com- 
plications, especially  obstructive  lesions  of  the  uri- 
nary and  gastrointestinal  systems  will  not  only  reduce 
suffering  but  prevent  needless  deaths.  Palliative  deep 
roentgen  therapy  not  only  retards  the  spread  but  re- 
lieves the  pain  of  metastases  in  the  bones,  ureters, 
sciatic  nerves,  and  pain  due  to  blockage  of  the  blood 
and  lymph  channels. 
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FEVER  THERAPY  IN  NEUROSYPHILIS. 


R.  Finley  Gayle,  Jr.,  M.  D., 

Associate  Professor  Nervous  and  Mental  Diseases,  Medical  College  of  Virginia, 

Richmond,  Va. 


Fever  therapy  is  a relatively  new  and  scientific 
approach  to  the  handling  of  neurosvphilis.  It  imi- 
tates nature’s  process  of  recovery  by  elevating  the 
body  temperature,  and  thereby  inhibiting  or  de- 
stroying bacterial  infection. 

Since  Von  Jauregg,  in  1917,  first  published  the 
result  of  his  treatment  of  dementia  paralitica  by 
the  use  of  malarial  plasmodia,  there  has  been  much 
in  the  literature  on  the  subject.  Other  types  of  fever 
therapy  employed  have  been:  the  use  of  relapsing 
fever  in  1920  by  Plaut  and  Steiner;  sodoku  or  rat 
bite  fever  by  Solomon  and  others  in  1926;  the  in- 
jection of  a foreign  protein  in  the  form  of  typhoid 
vaccine  by  Kunde,  Hall  and  Gerty  in  1927;  the  use 
of  hot  baths  in  1929  by  Mehrtens  and  Pouppirt; 
radio  fever  therapy,  and  more  lately,  the  employ- 
ment of  heat  to  the  body  in  air-conditioned  and  elec- 
trically heated  cabinets.  King  and  Cocke  in  1930 
published  the  first  reported  cases  of  paresis  treated 
by  diathermy  hyperpyrexia. 

Fever  therapy  was  first  used  with  the  view  of 
combating  general  paralysis  of  the  insane,  and  it 
was  thought  in  the  beginning  that  this  therapeutic 
measure  was  not  of  particular  benefit  in  other  forms 
of  neurosyphilis.  The  indications  for  this  type  of 
treatment  in  neurosyphilis,  however,  have  extended 
and  we  are  now  able  to  treat  successfully  tabes  dor- 
salis, latent  neurosyphilis,  and  other  parenchymatous 
luetic  lesions  of  the  brain  and  spinal  cord.  The 
vascular  disturbances  due  to  syphilis,  however,  are 
not  thought  to  respond  as  well,  and  at  times  the 
treatment  is  thought  to  be  dangerous  in  this  type  of 
the  disease.  Shamberg  has  shown  that  rabbits  inoc- 
ulated with  syphilis  will  recover  when  treated  by  the 
induction  of  artificial  fever. 

The  two  types  of  fever  therapy  which  I shall  at- 
tempt to  discuss  with  you  in  some  detail  are  the 
malarial  inoculations  and  the  use  of  diathermy. 
These  are  the  most  popular  and  probably  the  most 
successful  methods  of  treatment.  My  personal  ex- 
perience is  limited  to  the  former. 

There  are  many  who  believe  that  the  beneficial 
effects  of  malarial  therapy  have  to  do  not  only  with 
the  fever-producing  mechanism  of  the  disease,  but 


that  the  toxin  of  the  malarial  plasmodium  has  a 
definite  effect  upon  the  spirochete  and  the  syphilitic 
processes  caused  by  it.  Breutsch  and  Bahr  believe 
that  the  good  result  from  the  treatment  of  this  dis- 
ease is  due  to  the  malarial  toxin,  and  that  the  height 
of  the  fever  has  little  to  do  with  it.  It  has  been 
contended  that  certain  patients  will  show  improve- 
ment after  the  inoculation  of  malarial  plasmodia, 
even  though  the  patient  may  not  have  had  rises  of 
fever. 

The  method  of  producing  fever  by  the  administra- 
tion of  malarial  blood  is  to  inject  about  2 c.c.  of  the 
donor’s  blood  subcutaneously  or  intramuscularly  into 
any  part  of  the  body,  preferably  in  the  sub-scapular 
region.  It  may  be  injected  intravenously,  but  the 
“takes”  are  no  more  certain.  If  the  patient  does 
develop  the  disease  a chill  is  to  be  expected  within  a 
few  days  to  two  or  three  weeks.  The  average  is  from 
ten  to  fourteen  days,  but  one  of  my  cases  did  not 
develop  a malarial  paroxysm  until  six  weeks  after  the 
inoculation.  In  case  chills  have  not  developed  in  the 
course  of  eighteen  days,  Freeman  suggests  immers- 
ing the  patient  in  a cold  bath  for  twenty  minutes; 
giving  a subcutaneous  injection  of  five-tenths  of  a 
c.c.  of  adrenalin;  or  an  intravenous  injection  of  one- 
tenth  of  a c.c.  of  triple  typhoid  vaccine;  and  some- 
times, a prolonged  hot  bath  may  bring  on  a 
paroxysm. 

The  disease  may  run  the  typical  course  of  the 
type  of  malaria  used,  or  the  frequency  of  the  par- 
oxysms may  change  from  time  to  time.  Without 
reason,  there  may  be -a  cessation  of  chills  and  fever 
for  a period  of  several  days,  or  the  paroxysms  may 
entirely  cease.  It  is  often  more  difficult  to  keep  the 
chills  going  than  it  is  to  cut  them  short.  We  let 
our  patients  have  from  ten  to  twenty  paroxysms; 
the  average  is  about  fifteen,  depending  upon  how 
many  hours  of  temperature  over  103  degrees  Fahren- 
heit they  have  had.  Frequently,  it  is  necessary  to 
cut  the  disease  short  because  of  the  patient’s  in- 
ability to  withstand  the  severity  of  the  illness.  If 
a patient  is  not  doing  well  during  a series  of  malarial 
paroxysms,  it  is  sometimes  advisable  to  give  a small 
dose  of  quinine  to  stop  the  seizures  for  a time,  there- 
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by  allowing  the  patient  to  regain  certain  physical 
strength,  and  then  the  chills  may  be  allowed  to  con- 
tinue. After  the  patient  has  had  the  desired  num- 
ber of  chills,  it  is  well  to  cut  them  short  by  the 
administration  of  quinine,  which  is  given  in  doses 
of  ten  grains,  three  times  a day  for  three  days,  then 
ten  grains  a day  for  ten  days.  During  the  paroxysms, 
most  drugs  should  be  avoided.  Freeman  believes 
that  alcohol  is  the  best  sedative,  and  that  morphine, 
hyoscine  and  the  barbiturates  may  be  used. 

Bahr  and  Breutsch  reported  one  hundred  cases,  of 
which  5 per  cent  died  during  the  infection  by 
malaria,  and  18  per  cent  of  them  died  after  the 
malarial  paroxysms  ceased.  In  the  one  hundred  and 
six  cases  of  Bunker  and  Kirby,  thirteen  or  approxi- 
mately 12  per  cent  of  them  died  during  or  imme- 
diately after  the  malarial  paroxysms.  Nine  or  8 per 
cent  of  them  died  within  from  two  to  eleven  months 
afterward.  Solomon  reports  2.3  per  cent  mortality, 
and  some  others  report  as  high  as  10  per  cent.  It 
will  be  noted,  therefore,  that  the  treatment  of  neuro- 
syphilis by  malarial  therapy  is  not  without  danger, 
even  in  carefully  selected  cases.  The  result  of  Free- 
man’s studies  in  the  two  hundred  and  five  cases  in 
St.  Elizabeth's  Hospital,  treated  by  malaria,  was  that 
30  per  cent  of  them  were  improved,  37  per  cent  were 
unimproved,  28  per  cent  died — but  not  from  the. 
malaria — and  5 per  cent  were  untraced.  The  re- 
sults of  this  study  compare  closely  with  those  made 
by  others  using  the  malarial  method  of  hyperpyrexia. 
Moore,  reviewing  5,000  cases  of  neurosyphilis,  re- 
ported in  the  literature,  including  both  the  early  and 
late  ones  treated  by  malaria,  found  that  25  per  cent 
of  them  had  a complete  remission;  20  per  cent  had 
incomplete  remissions  with  an  ability  to  work;  25 
per  cent  had  incomplete  remissions  but  necessitated 
permanent  hospitalization;  there  was  no  improve- 
ment in  20  per  cent;  death  occurred  during  or  shortly 
after  treatment  in  10  per  cent.  The  good  results  of 
malaria  fever  therapy  vary  in  different  reports  from 
8.21  per  cent  to  62  per  cent.  It  is  difficult  to  com- 
pare the  results  of  treatment  from  various  workers 
because  of  the  difference  in  the  type  of  cases  selected, 
the  stage  of  the  disease  at  the  time  of  treatment, 
and  because  of  the  factor  of  personal  equation.  It 
is  a significant  fact  that  practically  all  of  the  re- 
ports of  the  treatment  of  this  disease  by  malaria  are 
encouraging.  Various  observers  have  found  that 
many  paretics  and  other  types  of  neurosyphilis  which 
are  not  doing  well  on  the  arsenicals  or  other  heavy 


metals  will  improve  on  malaria.  This  has  been  my 
experience. 

There  are  certain  contra-indications  for  the  use 
of  malaria.  Disease  of  the  liver  is  a serious  com- 
plication, and  malarial  therapy  should  not  be  em- 
ployed in  those  cases;  very  fat  individuals  are  bad 
risks,  as  are  those  paretics  who  are  subject  to  con- 
vulsive seizures. 

The  tertian  strain  of  malaria  is  the  one  most  com- 
monly used.  If  possible,  it  should  be  kept  alive  from 
patient  to  patient  by  repeated  transfers.  Citrated 
blood  will  keep  for  about  forty-eight  hours,  and  it 
may  be  sent  by  air  mail  in  a radius  of  a thousand 
miles. 

Cash  King  and  Edwin  Cocke,  of  Tennessee,  in 
1930  first  reported  the  use  of  diathermy  in  the 
treatment  of  paresis.  They  employed  a special  dia- 
thermy machine,  capable  of  withstanding  a con- 
tinuous load  of  thirty-five  hundred  to  six  thousand 
milliamperes.  They  used  a specially  constructed 
jacket  fitted  with  large  electrodes,  which  is  fastened 
around  the  patient’s  chest  and  abdomen  by  elastic 
straps.  The  patient  is  carefully  wrapped  in  rubber 
sheets  and  blankets,  so  as  to  retain  the  body  heat 
and  to  absorb  perspiration.  The  electrical  current 
is  gradually  increased,  beginning  at  zero,  and  it  may 
be  allowed  to  reach  its  maximum  in  twenty  to  thirty 
minutes.  The  temperature  rises  slowly  at  first  and 
reaches  its  maximum  in  five  to  six  hours.  The 
patient  is  most  uncomfortable  during  the  fever; 
opiates,  hyoscine  and  other  sedatives  are  resorted  to, 
and  the  patient  may  become  semi-delirious  during 
this  administration  of  heat.  It  usually  requires  from 
five  to  seven  hours  for  the  temperature  to  return  to 
normal;  after  the  unpleasantness  of  the  heat  for  the 
first  few  hours  has  passed,  the  patient  may  sleep  for 
several  hours;  ten  to  twelve  hours  is  consumed  from 
the  beginning  of  treatment  until  the  patient's  tem- 
perature has  returned  to  normal.  Treatments  may 
be  given  every  day  or  every  other  day  for  a total  of 
ten  to  twenty  but  some  workers  have  employed  a 
greater  number  of  treatments. 

Neymann  and  Osborne,  with  the  use  of  diathermy, 
reported  66  per  cent  of  their  treated  cases  in  clin- 
ical remission;  8 per  cent  markedly  improved;  with 
no  deaths.  Cash  King,  in  a smaller  series  of  cases, 
had  approximately  the  same  results.  On  the  other 
hand,  a larger  series  of  paretics  treated  by  diathermy 
at  St.  Elizabeth’s  Hospital  in  Washington  by  Free- 
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man,  Fong  and  Rosenberg  from  1928  to  1932 
showed  strikingly  different  results. 

They  reported  that  only  20  per  cent  of  their  cases 
improved,  52  per  cent  of  them  were  unimproved,  and 
28  per  cent  of  them  died  during  this  period.  Their 
bad  results  may  have  been  due  to  several  factors; 
namely,  that  a large  proportion  of  the  patients  were 
negroes  who  had  been  unsuccessfully  inoculated  with 
malaria,  and  that  most  of  the  patients  had  been 
previously  treated  with  the  heavy  metals.  They 
found  that  convulsive  seizures  were  observed  more 
frequently  in  the  cases  treated  by  diathermy  than 
they  were  in  the  corresponding  malaria  cases.  They 
further  brought  out  the  fact  that  a post  mortem  on 
the  brains  of  the  patients  treated  by  diathermy  did 
not  show  the  arrest  of  the  syphilitic  processes  as  it 
did  in  those  treated  with  malaria;  and  they  discarded 
this  form  of  therapy  after  four  years,  particularly 
because  in  their  hands  it  had  met  with  poor  success 
as  compared  with  malarial  fever  therapy. 

Unquestionably  diathermy  has  some  advantages 
over  malaria  in  the  treatment  of  neurosyphilis, 
though  the  latter  is  decidedly  more  popular,  and  it 
is  used  more  extensively  in  the  larger  clinics  and 
institutions.  The  most  important  advantage  in  the 
use  of  diathermy  is  that  the  patient  is  not  being 
given  a new  disease,  which  is  in  itself  often  a serious 
and  sometimes  a malignant  one.  Some  individuals 
are  immune  to  malaria  and  “takes”  are  not  always 
certain — this  being  particularly  true  of  the  colored 
race;  malarial  blood  is  not  always  available;  the 
malarial  paroxysms  may  stop  spontaneously  before 
the  patient  has  had  the  desired  number  of  chills; 
there  is  no  way  of  controlling  the  severity  of  the 
seizures;  and  medicinal  treatment  for  syphilis  and 
malaria  cannot  be  given  simultaneously. 
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We  are  in  a better  position  to  evaluate  the  real 
benefit  of  the  malarial  therapy  than  of  the  other 
methods,  because  a large  number  of  patients  treated 
by  this  method  have  been  closely  followed  for  ten 
years  or  more.  Some  of  Von  Jauregg’s  cases  have 
been  in  full  remission  for  more  than  ten  years,  and 
are  holding  down  responsible  positions  in  society. 
No  cases  treated  by  the  other  methods  of  fever 
therapy  have  existed  sufficiently  long  to  compare 
with  them.  It  may  take  from  six  months  to  three 
years  for  improvement  to  take  place  in  the  Wasser- 
mann  reaction  of  the  spinal  fluid  or  the  colloidal 
gold  curve,  but  the  cell  count  and  the  globulin  re- 
action is  usually  lowered  within  a short  time  after 
malarial  therapy.  Many  of  these  treated  patients 
finally  develop  negative  serology.  It  is  impossible  to 
make  a prognosis  before  treatment. 

No  matter  what  fever-producing  measures  are 
chosen,  it  is  most  important  that  these  cases  be 
treated  early.  There  seems  to  be  considerable  dis- 
agreement as  to  the  number  of  paroxysms  of  malaria 
or  fever  elevations  which  are  necessary  to  secure  sat- 
isfactory results,  but  it  is  generally  agreed  that 
fewer  than  ten  will  not  prove  to  be  of  much  thera- 
peutic value.  Some  believe  that  the  patient  should 
have  as  many  fever  elevations  as  can  be  tolerated, 
and  others  are  guided  by  the  number  of  hours  of 
temperature  over  103  degrees  Fahrenheit  experienced 
by  the  patient.  The  frequent  failure  in  the  treatment 
of  neurosyphilis  is  probably  due  to  the  lateness  of 
administration  of  fever  therapy,  and  the  small  num- 
ber and  short  duration  of  temperature  elevations  or 
malarial  paroxysms  which  the  patient  is  allowed. 

Professional  Building. 


THE  NON-PADDED  OR  AMBULANT  PLASTER  CAST  IN  THE 
TREATMENT  OF  FRACTURES.* 


M.  K.  King,  M.  D„ 

P.  A.  Surgeon,  U.  S.  Public  Health  Service, 
Norfolk,  Va. 


The  bones  are  the  rigid  framework  upon  which  the 
body  is  built  and  by  means  of  which  it  is  supported. 
A fracture  is  a sudden  break  at  some  point  in  this 
supporting  structure. 

One  of  the  fundamental  problems  in  the  treat- 
ment of  a fracture  is  to  provide  a substitute  for  the 

*Read  at  the  meeting  of  the  Norfolk  County  Medical 
Society  in  Norfolk,  Va.,  November  9,  1936. 


damaged  internal  skeletal  structure.  This  substitute 
must  maintain  the  position  of  the  fragments  until 
healing  occurs  and  function  is  restored. 

All  of  the  methods  of  treatment  available  at  the 
present  time  may  be  divided  into  three  groups: 

( 1 ) External  splints  made  of  plaster,  wood  or 
metal. 
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(2)  Internal  operative  fixation  by  metal  plates, 
bone  grafts,  pegs,  screws  or  wire. 

(3)  Various  traction  appliances. 

There  is  no  one  of  these  methods  which  is  ap- 
plicable to  all  fractures.  Frequently  two  of  them 
are  used  in  combination.  All  three  are  occasionally 
used  in  a single  case. 

The  primary  purpose  of  any  treatment  should  be 
the  restoration  of  full  function  in  the  shortest  pos- 
sible time.  There  is  no  single  treatment  available 
which  fulfills  this  principle  more  thoroughly  in  cer- 
tain types  of  fractures,  than  the  non-padded  plaster 
cast,  described  and  used  for  a number  of  years  by 
Bohler,  of  Vienna.  This  method  of  fracture  fixation 
is  ideally  suited  to  most  of  the  fractures  of  the  leg, 
and  through  its  use  the  patient  is  ambulant  almost 
throughout  the  healing  period.  The  patient  who  is 
treated  in  this  manner  is  not  a sick  man,  but  is  a 
healthy  person  wearing  a splint  on  his  leg  (Bohler). 

Basically,  the  substitution  of  an  external  splint, 
such  as  plaster,  for  the  damaged  internal  splint,  the 
fractured  bone,  is  sound.  It  is  the  imperfections  of 
the  padded  cast  that  have  brought  down  so  much 
criticism  in  the  past.  Fifty  years  ago  a rigorous  cam- 
paign was  conducted  against  the  use  of  plaster.  It 
was  contended  that  such  immobilization  caused 
severe  damage  through  muscle  wasting  and  stiffness 
of  the  joints.  Other  critics  have  since  held  that  re- 
duction is  not  well  maintained  by  plaster;  that  pres- 
sure sores  occur;  that  healing  is  slow;  and  that  casts 
are  unduly  uncomfortable.  Much  of  this  criticism 
has  been  justified;  but  the  imperfections  which 
called  down  such  criticism  have  been  largely  due  to 
improper  technique  in  applying  plaster. 

The  application  of  a non-padded  plaster  cast  re- 
quires a very  careful  plaster  technique.  The  care- 
less use  of  plaster  without  padding  invites  ischemic 
paralysis  and  gangrene.  These  unfortunate  ac- 
cidents have  only  too  often  occurred  with  padded 
casts,  and  have  helped  to  spread  the  teaching  of 
heavy  padding  in  all  cases.  Indeed  ischemic 
paralysis  is  occasionally  seen  where  no  cast  is  used 
at  all.  If  a few  simple  rules  in  technique  are  fol- 
lowed there  will  be  no  such  accidents  due  to  plaster. 

Only  the  best  grade  of  dental  plaster  should  be 
used.  It  should  be  rolled  by  an  assistant  shortly 
prior  to  its  application.  Commercial  ready-prepared 
rolls  of  plaster  are  unsatisfactory.  The  rolls  should 
be  smooth  and  free  from  lumps,  with  the  plaster  ap- 
plied not  too  thickly.  When  ready  for  use  they  are 
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dipped  in  plain  cold  water  without  the  addition  of 
any  reagent. 

The  fracture  should  be  accurately  reduced  before 
the  cast  is  applied.  Reduction  can  often  be  carried 
out  most  satisfactorily  under  local  or  evipal  anes- 
thesia. When  local  anesthesia  is  used,  20  c.c.  of  2 
per  cent  novocaine  is  injected  into  the  blood  clot 
between  the  ends  of  the  broken  bone  under  rigid 
aseptic  technique.  Only  one  insertion  of  the  needle 
is  usually  necessary  for  a single  fracture,  but  the 
process  should  be  repeated  for  each  fracture  present. 
Where  the  skin  is  broken  or  contaminated  over  the 
fracture  site  the  injection  should  be  made  obliquely 
through  healthy  skin.  Anesthesia  becomes  complete 
in  about  ten  minutes,  and  is  accompanied  by  com- 
plete muscular  relaxation.  The  patient  must  be 
warned  against  the  inadvertent  use  of  the  injured 
limb  following  the  anesthetic.  Because  of  the  ab- 
sence of  pain,  he  may  attempt  weight-bearing  or 
other  unnecessary  movements,  producing  further  in- 
jury to  adjacent  soft  parts. 

Following  the  reduction  of  the  fracture,  excessive 
swelling,  if  present,  should  be  relieved  as  much  as 
possible.  If  this  is  not  done  the  cast  will  be  too 
loose  and  therefore  uncomfortable.  Swelling  may  be 
reduced  by  gentle  massage  and  elevation  of  the  limb. 

The  leg  should  not  be  shaved  or  greased.  The 
plaster  will  attach  itself  to  the  hair,  holding  the 
cast  firmly,  but  causing  no  discomfort  because  of  the 
uniform  pull.  If  grease  is  applied,  the  cast  loses  its 
grip,  and  the  grease  ruins  the  plaster.  The  hair  of 
the  legs  is  shed  every  four  or  five  weeks,  so  there 
will  be  no  discomfort  from  pulling  when  the  cast  is 
removed. 

In  applying  the  plaster  one  flat  vertical  strip  four 
inches  wide  is  molded  to  the  leg  posteriorly  and  al- 
lowed to  set  for  about  ten  minutes.  This  strip 
should  always  be  extended  beyond  the  toes.  Three- 
inch  bandages  of  plaster  are  then  applied,  encircling 
the  leg  and  foot.  The  plaster  is  applied  smoothly 
and  snugly,  but  should  never  be  drawn  tightly. 
Wrinkles  or  lumps  are  to  be  avoided,  and  a depres- 
sion made  by  an  untrained  assistant’s  hand  may 
render  the  cast  uncomfortable  and  unsatisf actor}'. 
The  cast  is  extended  to  the  tibial  tubercle  for  frac- 
tures near  the  ankle  and  to  the  mid-thigh  for  those 
higher  up.  The  plaster  is  always  carried  down  be- 
yond the  toes,  regardless  of  the  location  of  the  frac- 
ture. It  should  be  molded  over  the  bony  points  with 
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the  finger-tips  and  over  the  whole  surface  with  the 
flat  of  the  hand. 

It  is  in  these  few  simple  instructions  that  the  secret 
of  the  non-padded  walking  cast  lies.  The  smoothly 
applied  plaster,  carried  beyond  the  toes  cannot  act 
as  a tourniquet  to  obstruct  the  return  flow  of  blood, 
and  swelling  seldom  occurs  if  the  cast  is  thus  ap- 
plied. 

When  the  plaster  hardens  an  iron  stirrup  is  at- 
tached to  the  cast  to  aid  in  walking.  The  leg  is 
then  elevated  for  twenty-four  hours,  and  observed 
for  any  circulatory  disturbance.  At  the  end  of  this 
period  the  patient  is  allowed  to  walk.  A walking 
cane  may  be  necessary  for  the  first  day  until  he 
learns  to  use  the  cast.  After  this  he  walks  unaided, 
without  pain  or  discomfort.  He  may  be  allowed  to 
return  to  his  home  or  to  go  where  he  sees  fit  until 
the  fracture  heals.  Instructions  are  given,  of  course, 
to  return  in  case  of  any  discomfort,  and  to  report 
every  few  weeks  for  observation. 

The  time  necessary  for  firm  healing  depends  on 
the  location  and  type  of  fracture  but  the  cast  should 
not  be  removed  until  solid  union  has  taken  place. 
When  union  is  complete  and  the  cast  is  removed 
a desirable  contrast  to  the  limb  which  has  been 
treated  in  a padded  cast  is  evident.  The  skin  is 
firm  and  healthy,  without  abrasions.  If  ulcerations 
were  present  when  the  cast  was  applied  they  are 
usually  found  to  be  healed.  The  muscle  tone  is 
excellent  and  there  is  very  little  stiffness  in  the 
joints.  A prolonged  period  of  treatment  with  exer- 
cises and  physiotherapy  to  regain  function  is  un- 
necessary. 

There  are  obviously  several  types  of  fractures  in 
which  external  splinting  with  plaster  is  not  adequate 
to  maintain  reduction.  The  oblique  and  comminuted 
fractures  of  both  bones  of  the  leg  are  among  this 
group,  and  here  a modified  technique  such  as  the 
following  may  often  be  used. 

Under  spinal  anesthesia  3/16-inch  Steinmann 
steel  pins  are  driven  through  the  upper  and  lower 
ends  of  the  tibia.  There  is  some  danger  of  splitting 
the  bone  if  the  pins  are  placed  too  far  down  on  the 
shaft.  The  fracture  is  then  reduced  by  means  of 
traction.  It  is  usually  best  to  maintain  traction  in 
this  type  of  case  for  a week  or  ten  days,  until  most 
of  the  initial  reaction  has  subsided.  A non-padded 


plaster  cast  is  then  applied  to  incorporate  the  pins, 
and  the  patient  allowed  to  walk  in  twenty-four  hours. 
In  six  to  eight  weeks,  if  union  progresses  well,  the 
pins  may  be  removed  and  a simple  walking  cast 
applied.  These  fractures  are  sometimes  notoriously 
slow  to  heal  when  situated  in  the  middle  third  of 
the  leg  and  the  pins  may  be  left  in  for  as  long  as 
six  months  if  necessary. 

During  the  past  five  years  I have  applied  over 
400  non-padded  plaster  casts  after  the  technique  de- 
scribed, in  Marine  Hospitals  in  Savannah  and  New 
Orleans.  This  is  too  small  a group  from  which  to 
draw  any  sweeping  conclusions.  The  results  have 
been  gratifying,  however,  and  we  feel  that  this 
method  is  a valuable  adjunct  to  the  treatment  of 
fractures.  More  than  90  per  cent  of  our  fractures 
of  the  leg  and  foot  have  been  treated  with  walking 
casts,  to  the  exclusion  of  any  other  treatment.  We 
have  had  no  single  instance  of  circulatory  disturb- 
ance due  to  the  cast.  There  has  been  one  case  of 
pressure  sore.  This  was  due  to  a dent  in  the  plaster 
made  by  the  thumb  of  an  assistant,  and  overlooked 
at  the  time  of  application. 

The  advantages  of  the  non-padded  walking  cast 
may  be  summarized  as  follows: 

( 1 ) The  patient  is  more  comfortable  because  the 
fragments  are  held  firmly  in  position. 

( 2 ) Pressure  sores  are  prevented  because  the  pres- 
sure is  evenly  distributed  over  the  whole  surface  of 
the  leg.  Furthermore,  there  is  no  padding  to  roll  up 
and  form  lumps,  leaving  bony  prominences  exposed, 
and  thereby  actually  causing  pressure  sores  by  its 
presence. 

(3)  The  patient  is  ambulant  throughout  the  course 
of  treatment.  The  economic  value  of  this  feature 
cannot  be  overlooked. 

(4)  Healing  time  is  decreased  through  the  stimu- 
lation of  walking  and  the  increased  blood  supply  to 
the  parts. 

(5)  Stiffness  of  joints  and  atrophy  of  muscle  is 
prevented  because  these  structures  are  in  constant 
use. 

(6)  And  last  and  most  important  the  reduction  is 
maintained  more  perfectly,  because  there  is  no  ex- 
cess room  in  the  cast  and  angulation  and  slipping 
of  the  fragment  is  minimized. 

U.  S.  Marine  Hospital. 
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CARCINOMA  OF  COLON  IN  CHILDHOOD— REPORT  OF  CASE.* 

Harry  J.  Warthen,  M.  D., 

Richmond,  Va. 


Bessie  B..  a fourteen  year  old  colored  female,  was 
referred  to  Saint  Philip  Hospital  by  Dr.  M.  H. 
Fames,  of  Providence  Forge,  on  September  7,  19,16. 

Her  chief  complaint  on  admission  was  recurring 
colicky  pain  in  the  upper  abdomen  and  obstinate 
constipation. 

Family  History:  The  parents  were  living  and  in 
fair  health,  although  her  mother  was  *said  to  have 
hypertension  and  her  father  had  been  treated  for 
heart  trouble.  7'he  patient  was  one  of  twelve  sib- 
lings. Two  sisters  had  died  in  childhood — one  of 
heart  disease  and  the  other  from  unknown  causes. 
A brother  had  arrested  tuberculosis.  There  was  no 
further  family  history  of  constitutional  disease. 

Past  History:  The  patient's  general  health  had 
been  good.  She  had  always  been  a mouth  breather 
and  was  subject  to  recurring  upper  respiratory  in- 
fections. Pyorrhea  alveolaris  had  been  present  since 
the  age  of  twelve. 

The  present  illness  began  in  May,  1936,  when 
the  patient  noticed  that  about  one  hour  after  the 
midday  meal  she  would  experience  a sensation  of 
fullness  and  at  times  a transient  mass  would  appear 
in  the  epigastrium.  Early  in  the  illness  these  symp- 
toms could  be  ameliorated  by  soda,  but  later  she 
found  that  simple  measures  failed  and  actual  pain 
in  the  epigastrium  followed  the  taking  of  any  food. 
About  three  weeks  before  admission  vomiting  oc- 
curred and  this  became  increasingly  frequent  despite 
a diet  which  consisted  chiefly  of  milk  and  orange 
juice.  The  vomited  material  at  first  contained  food 
particles,  but  latter  consisted  of  duodenal  contents. 
The  patient  became  increasingly  constipated  and 
stated  that  she  had  only  one  bowel  movement  during 
the  three  weeks  preceding  her  admission.  She  had 
lost  twenty-eight  pounds  in  weight  during  the  past 
four  months. 

Physical  examination  showed  a well  developed 
but  definitely  dehydrated  mulatto  girl  who  appeared 
several  years  older  than  the  stated  and  verified  age 
of  fourteen. 

The  most  outstanding  finding  was  an  ovoid, 
definitely  distended  abdomen.  The  distention  was 
not  symmetrical,  for  the  lower  abdomen  was  more 

♦From  the  Department  of  Surgery,  Medical  College  of 
Virginia,  Richmond,  Va. 


prominent  than  the  upper.  This  state  of  affairs 
was  not  constantly  true  for  at  more  or  less  regular 
intervals  a large  loop  of  distended  bowel  would 
appear  in  the  right  upper  quadrant  and  a peristaltic 
wave  could  be  seen  crossing  the  upper  abdomen 
towards  the  left.  This  activity  was  preceded  by  a 
colicky  pain  and  followed  by  a high  pitched  gurgle. 

Palpation  of  the  abdomen  revealed  a firm,  spher- 
ical mass  extending  from  the  midline  to  the  left 
costal  margin  and  filling  a considerable  portion  of 
the  left  upper  quadrant. 

Routine  laboratory  studies  showed  a moderate 
secondary  anemia.  The  hemoglobin  was  75  per  cent 
(Sahli)  and  the  erythrocyte  count  was  4,120,000. 
The  white  blood  cells  numbered  10,200  with  82  per 
cent  polymorphonuclears.  The  urinalysis  was  not  re- 
markable and  the  Wassermann  and  Kline  reactions 
were  negative. 

A fluoroscopic  and  roentgenograph ic  examination 
in  the  semi-erect  position  showed  the  lungs  to  be 
clear  and  the  diaphragm  normal  in  position  and 
excursion  and  free  from  subphrenic  air.  Several 
loops  of  small  bowel  were  distended  with  gas,  sug- 
gesting intestinal  stasis. 

The  patient  was  given  an  intravenous  infusion 
of  5 per  cent  dextrose  in  normal  saline  solution  and 
a gastric  lavage  released  about  100  c.c.  of  bile  tinged 
fluid. 

A provisional  diagnosis  was  made  of  intestinal 
obstruction,  probably  due  to  tuberculous  peritonitis. 
The  patient  was  operated  upon  under  spinal 
anesthesia  on  the  day  of  admission.  An  upper  right 
rectus  incision  revealed  an  obstructing  lesion  of  the 
midtransverse  colon  with  marked  dilatation  of  the 
proximal  large  bowel  and  the  terminal  ileum.  The 
obstruction  was  due  to  an  encircling  tumor  which 
was  adherent  to  the  falciform  ligament  anteriorly 
and  the  retroperitoneal  structures  posteriori}'. 
Metastatic  nodules  were  present  on  the  nearby  colon 
and  adjacent  omentum.  An  omental  nodule  was 
excised  for  microscopic  examination.  A frozen 
section  showed  signet  ring  adenocarcinoma  grade 
four  by  the  Broder’s  classification  (Figure  1).  Im- 
mediate extirpation  of  the  involved  bowel,  though 
highly  desirable,  was  obviously  impossible  because 
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Fig.  1-a.  Low  power  photomicro-  Fig.  1-b.  High  power  photomicro- 
graph showing  adenocarcinoma  graph  showing  signet  cells, 
with  formation  of  glands. 

of  the  surrounding  secondary  infection  and  the 
superimposed  acute  obstruction.  In  order  to  relieve 
the  immediate  symptoms  a cecostomv  was  made 
through  a right  McBurney  incision  and  the  wounds 
were  closed. 

The  cecostomy  drained  freely  and  the  condition 
of  the  patient  improved. 

On  September  26  the  patient  was  again  operated 
upon  through  an  upper  left  rectus  incision.  Despite 
the  diversion  of  the  fecal  current  and  the  relief  of 
the  acute  obstruction  with  a corresponding  decrease 
in  the  infection  surrounding  the  tumor,  the  carci- 
noma appeared  more  extensive  than  at  the  time  of 
the  first  operation  nineteen  days  previously.  The 
pancreas  contained  tumor  and  the  adjacent  stomach, 
jejumum,  omentum,  gastrolienal  ligament  and  the 
glands  about  the  aorta  were  also  involved.  Under 


Fig.  2.  Excised  segment  of  transverse  colon  containing  tumor. 
The  lumen  of  the  bowel  is  almost  completely  occluded  by  the 
encircling  growth  despite  the  diversion  of  the  fecal  current  by 
a cecostomy  nineteen  days  before  resection  of  the  carcinoma. 

these  circumstances  a palliative  procedure  alone  was 
indicated  to  restore  the  continuity  of  the  bowel  and 
to  permit  the  closure  of  the  fecal  fistula.  An  ob- 
structive resection  was  done  with  the  Rankin  clamp 
and  a segment  of  bowel  containing  the  primary 
tumor  was  excised  (Figure  2).  The  clamp  was 
removed  on  the  sixth  post-operative  day,  and  the 
proximal  loop  drained  freely. 

The  patient  was  given  six  deep  X-ray  treatments 


between  October  19  and  27  by  Dr.  F.  B.  Mande- 
ville.  Three  abdominal  portals  were  used — one 
anteriorly  which  measured  20x20  cms.  and  two 
posteriorly  which  measured  14x14  cms.  each.  One 
thousand  roentgens  were  given  through  each  portal, 
using  200,000  volts  with  0.5  mm.  copper  and  1.0 
mm.  aluminum. 

On  October  29  a crushing  clam])  was  applied  to 
the  septum  between  the  adjacent  loops  of  divided 
bowel.  Seven  days  later  the  spur  separated  and  the 
continuity  of  the  bowel  was  restored. 

On  November  12  a third  and  final  operation  wTas 
done  in  order  to  close  the  cecostomy  and  transverse 
colostomy.  The  mucosa  was  separated  from  the 
skin  margins  and  the  openings  in  the  colon  were 
closed.  The  bowel  was  replaced  in  the  abdominal 
cavity  and  the  skin  was  loosely  approximated  with 
silver  wire  sutures.  A small  fistula  reopened  at  the 
site  of  the  transverse  colostomy,  but  this  was  closing 
on  November  21  when  the  patient  was  discharged 
from  the  hospital. 

On  November  27  the  patient  returned  to  the  Out- 
Patient  Department  for  a check-up  examination. 
Her  general  condition  was  improving  and  she  was 
free  from  abdominal  symptoms. 

Comment 

Carcinoma  of  the  colon  is  relatively  rare  in  child- 
hood and  young  adult  life.  When  present,  this 
condition  usually  occurs  in  the  rectum  or  sigmoid. 

Walker  and  Daly1  reviewed  the  literature  in  1934 
and  found  only  ten  proven  cases  of  carcinoma  of 
the  upper  colon  in  children  under  fifteen  years  of 
age.  Their  series  follows: 


Author 

Year 

Sex 

Age 

Location 

Maydl 

1883 

F 

12 

Caecum 

Maydl 

1883 

M 

13 

Caecum 

Burger 

1893 

M 

15 

Ascending  colon 

Mayo-Robeson 

1895 

F 

14 

Ascending  colon 

Nothnagel 

1898 

M 

12 

Caecum 

Ruczynski 

1904 

M 

13 

Splenic  flexure 

Muralt 

1913 

M 

13 

Ascending  colon 

Wainwright 

1925 

F 

11 

Splenic  flexure 

Chajutin 

1929 

F 

14 

Caecum 

Walker-Daly 

1933 

M 

5 

Caecum 

The  following  year  Pfeiffer  and  Wood-  reported 
a carcinoma  of  the  transverse  colon  in  a seven  year 
old  boy.  In  1936  Ogilvie3  described  a mucoid  car- 
cinoma of  the  cecum  in  a boy  thirteen  years  of  age. 

The  present  case  is  the  thirteenth  recorded  ex- 
ample of  a carcinoma  of  the  upper  bowel  occurring 
in  a child  less  than  fifteen  years  of  age  and  only  the 
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second  instance  of  such  a carcinoma  arising  in  the 
transverse  colon. 
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HYSTERICAL  DYSPHAGIA:  REPORT  OF  A TYPICAL  CASE.* 


Porter  P.  Vinson,  M.  D., 

Division  of  Medicine,  The  Mayo  Clinic, 
and 

Herbert  W.  Schmidt,  M.  D., 

Fellow  in  Medicine,  The  Mayo  Foundation, 
Rochester,  Minn. 


There  has  been  considerable  controversy  as  to  the 
accuracy  of  the  term  “hysterical  dysphagia”  in  de- 
scribing a type  of  difficulty  in  swallowing  that  is 
associated  with  hypochromic  anemia,  a glazed  and 
fissured  tongue,  cracks  at  the  corners  of  the  mouth, 
and  enlargement  of  the  spleen. 

While  it  is  true  that  the  changes  in  the  mucous 
membrane  of  the  mouth  and  esophagus  may  occur  as 
the  result  of  anemia  and  secondarily  produce  dys- 


Fig.  1. — Bilateral  fissures  in  angles  of  mouth. 

phagia,  in  the  majority  of  cases  the  difficulty  in  swal- 
lowing evidently  antedates  the  development  of 
anemia,  the  changes  in  the  blood  occurring  as  the 
result  of  dietary  restrictions.  Whether  the  anemia 
or  the  dysphagia  is  the  initial  cause  of  the  syndrome, 
however,  is  of  little  consequence  as  far  as  the  char- 
acter of  the  symptoms  is  concerned,  for  when  the 
condition  is  once  established,  fear  of  choking  is  the 
♦Submitted  for  publication  November  12,  1936. 


predominating  symptom.  The  following  typical  case 
will  emphasize  this  fact,  and  the  dramatic  result  that 
followed  the  passage  of  a sound  through  the  esoph- 
agus will  provide  further  evidence  that  the  symp- 
toms were  largely  functional  in  character  and  that 
the  condition  is  fairly  accurately  described  by  the 
term  “hysterical  dysphagia.” 

The  patient  was  a woman  fifty-three  years  of  age. 
She  said  that  six  years  previously  difficulty  in  swal- 


Fig.  2. — Marked  atrophy  of  lingual  papillae  and  glossitis. 


lowing  solid  foods  had  developed.  Her  main  diffi- 
culty appeared  to  be  fear  of  “strangling”  when  she 
attempted  to  swallow  a bolus  of  food.  Solid  foods, 
and  especially  meat,  seemed  to  “stick”  in  the  region 
of  the  pyriform  sinuses;  consequently,  she  would 
grind  all  meat  before  cooking  it  and  in  this  way  was 
able  for  a while  to  eat  with  only  moderate  difficulty. 
The  dysphagia  had  progressed,  however,  and  for 
three  years  the  patient  had  not  been  able  to  swallow 
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meat  in  any  form.  She  said  that  the  curds  in  but- 
termilk had  caused  so  much  trouble  that  she  would 
dilute  and  then  strain  the  buttermilk  before  ingest- 
ing it.  The  seeds  in  strawberry  sauce  “would  feel 
hard  and  cause  the  sensation  of  an  electric  shock” 
when  they  came  in  contact  with  the  mucous  mem- 
brane in  the  region  of  the  pyriform  sinuses,  so  that 
this  also  had  to  be  strained.  All  medications  had 
to  be  in  solution  before  she  could  take  them,  since 
even  small  tablets  and  capsules  could  not  be  swal- 
lowed. 

The  patient’s  diet  at  the  time  of  examination  con- 
sisted of  finely  mashed  potatoes,  gravy,  bread  and 
milk,  strained  buttermilk,  strained  fruit  juices,  finely 
mashed  sardines,  and  cake.  She  had  lost  twenty-five 
pounds  (11.3  kg.)  in  these  six  years,  and,  she  esti- 
mated, at  least  half  her  strength;  lifting  and  carrying 
a pail  of  water  a short  distance  would  “tire  her  out 
for  the  rest  of  the  day.” 


On  physical  examination  the  patient  appeared 
pale  and  asthenic.  She  had  fissures  at  the  angles  of 
her  mouth  (Fig.  1),  and  there  was  marked  atrophy 
of  lingual  papillae  and  glossitis  (Fig.  2).  The 
spleen  was  not  palpable. 

Laboratory  findings  revealed  marked  secondary 
anemia,  the  value  for  hemoglobin  being  6.8  gms.  per 
100  c.c.  and  erythrocytes  numbering  3,750,000  per 
cubic  millimeter  of  blood.  The  blood  smear  was  typi- 
cal of  marked  hypochromic  anemia.  Gastric  acidity 
was  within  normal  limits.  Roentgenologic  examina- 
tion of  the  esophagus  gave  negative  results. 

A number  forty-one  French  sound  was  passed, 
without  obstruction  through  the  esophagus  into  the 
stomach  over  a previously  swallowed  silk  thread 
which  served  as  a guide;  the  patient  was  imme- 
diately able  to  eat  solid  food,  with  no  discomfort 
other  than  the  soreness  existing  in  the  hypopharynx 
incidental  to  instrumentation. 


CARCINOMA  OF  THE  SIGMOID  AND  RECTUM:  COMMON  DIAGNOSTIC 
ERRORS  WHICH  ARE  READILY  AVOIDABLE:  CASE  REPORTS.* 

A.  Stephens  Graham,  M.  D., 

Richmond,  Va. 


Observations  on  this  occasion  will  be  limited  to 
a consideration  of  the  two  features  which  in  my 
experience  have  most  frequently  given  rise  to  con- 
fusion in  the  establishment  of  a diagnosis  of  car- 
cinoma of  the  sigmoid  or  rectum:  the  passage  of 
bright  red  blood  at  stool  and  persistent  diarrhea, 
the  so-called  compensatory  diarrhea  which  exists 
in  the  face  of  almost  complete  obstruction  of  the 
large  intestine. 

There  are  no  pathognomonic  symptoms  of  cancer 
of  the  large  bowel.  The  onset  of  symptoms  usually 
is  insidious  and  these  may  simulate  symptoms  of 
various  other  intra-abdominal  lesions.  For  this 
reason  early  diagnosis  can  be  accomplished  in  a 
high  percentage  of  cases  only  if  a thorough  examina- 
tion is  made  whenever  a patient  in  the  middle  dec- 
ades of  life  complains  of  symptoms  referable  to  the 
gastrointestinal  tract,  such  as,  diarrhea,  gradually 
increasing  constipation,  alternating  constipation  and 
diarrhea,  bright  red  blood  at  stool,  or  other  symp- 
toms even  though  vague  in  nature,  especially  if 
the  symptoms  persist  over  a period  of  two  or  more 

*Read  at  the  sixty-seventh  annual  session  of  the  Med- 
ical Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


weeks.  To  wait  for  the  appearance  of  the  classical 
text  book  symptoms  of  abdominal  malignancy,  such 
as  marked  loss  of  weight  and  strength,  profound 
anemia,  palpable  masses,  and  severe  pain,  is  merely 
postponing  the  diagnosis  until  generalized  metasta- 
sis has  occurred  and  there  is  no  hope  for  a cure. 
An  adequate  examination  in  suspected  colonic  ma- 
lignancy should  consist  of:  (1)  digital  examination; 
(2)  sigmoidoscopic  examination;  and  (3)  roentgen- 
oscopic  studies  of  the  colon  after  barium  enema,  in 
the  order  named.  It  is  most  fortunate  that,  for  the 
cases  under  consideration,  examination  with  the 
finger  and  the  proctoscope  will  suffice  in  approxi- 
mately 95  per  cent  of  instances. 

Failure  to  recognize  the  presence  of  bright  blood 
at  stool  as  the  most  constant  sign,  and  often  the 
only  one,  of  cancer  of  the  left  half  of  the  colon  is 
of  frequent  occurrence.  Of  32  consecutive  cases  of 
carcinoma  of  the  rectosigmoid  and  rectum,  oper- 
ated on  by  me  during  the  past  three  years,  10 
(or  31.25  per  cent)  were  treated  for  bleeding  hem- 
orrhoids prior  to  a diagnosis  of  cancer  but  during 
the  period  in  which  symptoms  of  the  cancer  were 
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present.  Yet  in  6 of  these  cases  a growth  could  be 
palpated  with  the  finger,  in  3 others  it  could  be 
observed  through  the  sigmoidoscope  and  a specimen 
obtained,  and  in  the  tenth  case  the  defect  caused  by 
the  lesion  was  readily  visualized  roentgenoscopically. 
It  is  instructive  to  examine  these  10  cases  a little 
further;  5 were  inoperable  and  only  palliative  pro- 
cedures were  possible,  yet  of  the  other  22  cases  only 
6 were  inoperable.  Obviously  the  delay  in  reaching 
a correct  diagnosis  in  the  group  subjected  to  treat- 
ment for  bleeding  hemorrhoids  influenced  unfavor- 
ably the  operability  in  this  group.  In  the  following 
two  cases  the  primary  complaint  was  the  passage 
of  bright  blood  at  stool: 

Case  I.  A man,  aged  42  years,  was  admitted  to 
the  Stuart  Circle  Hospital  on  January  19,  1935, 
with  a diagnosis  of  carcinoma  of  the  rectosigmoid. 
He  had  enjoyed  excellent  health  until  June,  1934,  at 
which  time  he  noted  gradually  increasing  constipa- 
tion. Two  months  later  he  noted  bright  blood  at 
stool,  for  which  he  consulted  a physician.  In  Sep- 
tember, a hemorrhoidectomy  was  done  for  bleeding 
piles.  In  October  he  commenced  passing  small  quan- 
tities of  soft  fecal  material  tinged  with  blood.  When 
I first  saw  the  patient,  eight  months  after  the  onset 
of  symptoms,  he  still  noted  the  daily  blood  streaked 
stools.  There  were  no  other  symptoms;  no  loss  of 
weight  and  the  concentration  of  hemoglobin  was  82 
per  cent.  Proctoscopic  examination  revealed  an  an- 
nular carcinoma,  situated  1 2 cubic  centimeters  from 
the  anal  margin.  A biopsy  obtained  at  this  time 
demonstrated  adenocarcinoma,  graded  2.  Because 
of  his  splendid  general  condition  and  age,  a one 
stage  combined  abdominoperineal  resection  of  the 
rectum  and  sigmoid  was  done  and  his  recovery  was 
uneventful.  Fortunately  this  patient  was  not  one  of 
the  group  of  five  inoperable  cases  just  mentioned.  It 
will  be  noted,  however,  that  operation  was  postponed 
five  months  longer  than  probably  was  necessary  by 
the  original  diagnosis  of  bleeding  piles. 

Case  II.  Less  fortunate  was  the  patient  whose 
case  report  follows:  October  2,  1936,  a man,  aged 
44  years,  was  admitted  to  the  Stuart  Circle  Hospital 
with  a history  of  having  passed  bright  blood  at  stool 
for  a period  of  nine  months  and  of  gradually  in- 
creasing constipation  during  the  following  five 
months.  Eight  months  previously  he  consulted  his 
family  physician  who  made  a diagnosis  of  bleeding 
piles  for  which  an  ointment  was  prescribed.  The 


examination  was  limited  to  the  anal  canal.  Several 
weeks  prior  to  admission  to  the  hospital,  after  the 
passage  of  what  was  described  as  a considerable 
quantity  of  bright  blood,  the  patient  was  sent  to  a 
proctologist  who  discovered  an  annular  obstructing 
growth  just  within  reach  of  the  examining  finger. 
Biopsy  obtained  through  the  proctoscope  revealed  a 
grade  3 colloid  carcinoma. 

Despite  the  fact  that  he  had  lost  no  weight  and 
the  concentration  of  hemoglobin  was  103  per  cent, 
exploration  of  the  abdomen  on  October  5,  1936,  re- 
vealed wide-spread  lymphatic  and  hepatic  involve- 
ment. Because  of  impending  total  obstruction,  a 
palliative  colostomy  was  established.  Sixty-two  per 
cent  of  my  inoperable  cases,  as  determined  by  ab- 
dominal exploration,  were  of  this  type. 

The  next  case  illustrates  an  error  which  one  is 
very  apt  to  make  when  the  predominating  symptom 
is  that  of  diarrhea.  Five  (or  15.62  per  cent)  of  the 
32  cases  mentioned  above  were  of  this  type.  The 
following  is  a typical  case: 

A woman,  aged  51  years,  was  admitted  to  the 
Stuart  Circle  Hospital  on  March  24,  1936,  with  a 
diagnosis  of  chronic  ulcerative  colitis.  Eleven  months 
previously  she  commenced  suffering  from  diarrhea 
consisting  on  an  average  of  ten  daily  rectal  dis- 
charges of  feces,  mucus  and  blood,  and  this  had 
persisted  more  or  less  up  to  the  time  of  my  first  ex- 
amination. During  the  same  period  she  suffered  in- 
termittent abdominal  cramps,  the  severity  of  which 
began  to  increase  markedly  about  the  ninth  month 
of  her  illness.  The  character  of  these  cramps  is  in- 
teresting when  considered  in  the  light  of  the  subse- 
quent finding  of  almost  complete  obstruction  at  the 
rectosigmoid.  The  pain  commenced  just  above  the 
umbilicus  and  radiated  to  the  left  lower  quadrant  of 
the  abdomen;  it  increased  in  crescendo  fashion  and 
quickly  reached  its  peak.  After  a few  moments  the 
patient  experienced  a sensation  as  if  something  was 
“giving  away,”  coincident  with  which  she  could  feel 
with  a hand  a sausage  like  mass  in  the  left  side. 
Undoubtedly  this  was  the  rebound  of  a peristaltic 
rush  which  initiated  reverse  peristalsis  in  the  sig- 
moid and  descending  colon.  The  other  symptoms 
were  gradual  loss  of  weight  (21  pounds)  and 
strength;  she  had  been  bedridden  for  six  weeks 
prior  to  admission  to  the  hospital.  Several  months 
previously,  during  a short  stay  in  her  local  hospital, 
practically  every  laboratory  test  that  could  be  de- 
sired had  been  made,  including  a complete  gastro- 
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intestinal  roentgenologic  study  and  a basal  meta- 
bolic examination.  The  significant  findings  were: 
Hemoglobin,  63  per  cent  and  a roentgenologic  diag- 
nosis of  probable  regional  chronic  ulcerative  colitis 
of  the  descending  colon.  As  for  treatment,  various 
regimes  for  chronic  ulcerative  colitis,  including 
Bargen's  specific  vaccine,  were  tried  but  without  evi- 
dences of  improvement  in  the  patient’s  condition. 
In  fact,  the  patient  continually  lost  ground  and  was 
quite  debilitated  when  first  observed  by  me.  The  one 
examination  which  had  not  previously  been  made, 
namely,  a sigmoidoscopic  study,  enabled  us  to  arrive 
at  a diagnosis  of  an  annular,  ulcerating  carcinoma 
situated  at  the  rectosigmoid.  A biopsy  of  this  growth 
revealed  an  adenocarcinoma,  graded  3.  The  stenosed 
lumen  at  the  site  of  the  lesion  barely  admitted  an 
18F  catheter,  inserted  for  the  purpose  of  decompres- 
sing the  almost  totally  obstructed  bowel  by  means 
of  irrigations. 

Since  it  is  not  my  purpose  to  discuss  surgical 
measures  I will  state  only  that  at  the  operation  for 
relief  of  obstruction,  the  entire  descending  colon  and 
a long  redundant  sigmoid  were  found  markedly  dis- 
tended and  hypertrophied,  being  filled  with  firm 
putty-like  material,  except  for  a small  segment  of 
sigmoid  just  proximal  to  the  obstructing  lesion.  In 
this  segment  the  material  was  fluid  in  nature,  due 
evidently  to  the  breaking  down  of  solid  feces  by 
bacterial  action. 

A similar  clinical  picture  may  result  from  the 
taking  of  gradually  increasing  quantities  of  laxa- 
tives. Only  the  other  day  a patient  denied  being 
constipated  yet  she  was  almost  completely  obstructed 
from  a growth  in  the  sigmoid.  She  finally  admitted 
that  for  a period  of  several  weeks,  some  six  months 
previously,  progressively  increasing  constipation  was 
noted  for  which  she  commenced  taking  laxatives. 
Recently  she  had  been  taking  large  quantities  fre- 
quently. Many  such  cases  are  observed  in  which  ex- 
tensive treatment  has  been  instituted  for  “chronic 
ulcerative  colitis,”  “amebic  dysentery,”  “mucous 
colitis,”  or  “spastic  colitis.”  One  patient  of  mine 
was  treated  for  all  these  conditions  and  at  one  time 
or  another  took  emetine,  quinine,  vatren,  resorcin, 
and  stovarsol  before  a diagnosis  of  carcinoma  of  the 
rectosigmoid  was  made  with  the  proctoscope. 

It  will  be  observed  that  in  my  surgical  series  ap- 
proximately 50  per  cent  of  the  cases  were  originally 


incorrectly  diagnosed  bleeding  piles  or  colitis  yet 
only  two  required  diagnostic  measures  not  available 
to  every  physician. 

Medical  Arts  Building. 

Discussion 

Dr.  R.  DuVal  Jones,  Norfolk:  Dr.  Graham  has  called 
our  attention  to  a fact  which  to  those  of  you  who  have 
never  worked  on  large  service  devoted  to  diseases  of  the 
colon  and  rectum  must  seem  not  only  amazing  but  de- 
plorable, i.  e.,  that  carcinoma  of  the  rectum  and  recto- 
sigmoid, which  should  be  one  of  the  most  readily  diag- 
nosed pathologic  conditions  of  the  large  bowel,  is  often  en- 
tirely overlooked  until  the  lesion  is  far  advanced,  and 
the  chance  of  effecting  a permanent  cure  is  practically 
nil.  Furthermore,  when  one  stops  to  consider  that  car- 
cinoma of  the  rectum  and  sigmoid  is  slow  in  its  growth, 
late  to  metastasize,  and  when  detected  early,  is  quite 
amenable  to  surgical  treatment,  it  seems  even  more  un- 
fortunate. 

However,  the  entire  blame  cannot  be  placed  upon  the 
physician.  As  Dr.  Graham  has  emphasized,  carcinoma 
of  the  rectum  and  sigmoid  in  its  early  stages  is  an  in- 
sidious disease.  Symptoms  seldom  occur  early,  for  one 
of  three  things  must  take  place  in  the  production  of  symp- 
toms: (1)  the  lesion  ulcerates  and  becomes  secondarily 
infected  or  causes  hemorrhage;  (2)  by  encroachment  upon 
the  lumen  of  the  bowel,  partial  obstruction  is  produced; 
or  (3)  by  extension  through  the  normal  confines,  it  be- 
comes attached  to  other  viscera  or  makes  pressure  upon  a 
nerve  which  causes  pain.  When  symptoms  do  occur,  they 
are  usually  so  mild  in  character  at  first  that  for  a con- 
siderable time  the  average  patient  is  apt  to  attribute  them 
to  some  minor  disturbance,  as  hemorrhoids,  constipation 
due  to  sedentary  life,  or  some  dietary  indiscretion. 
When  the  patient  finally  consults  a physician,  symptoms 
are  often  so  mild  that  unless  the  physician  himself  is 
“colon  minded’’  he  too,  not  infrequently,  fails  to  insist 
upon  necessary  investigations  and  again  the  discovery  of 
the  neoplasm  is  postponed. 

In  reviewing  a large  series  of  cases  with  Dr.  Rankin 
in  1928,  we  found  that  the  average  duration  of  symptoms 
in  cases  coming  to  the  Mayo  Clinic  was  11.7  months,  and 
that  a considerable  number  of  these  had  been  operated  on 
for  hemorrhoids  or  given  some  type  of  local  rectal  treat- 
ment after  the  onset  of  symptoms.  Such  observations  as 
these,  and  the  cases  which  Dr.  Graham  has  reported,  em- 
phasize the  fact  that  whenever  a patient  complains  of 
even  a moderate  change  in  bowel  habit  which  does  not 
become  adjusted  within  a short  time  under  ordinary  treat- 
ment, a rectal  examination  should  be  performed.  If  this 
fails  to  reveal  a lesion,  sigmoidoscopic  and  roentgenologic 
examination  should  be  carried  out.  By  such  means  only 
can  we  hope  to  detect  carcinoma  of  the  rectum  and  recto- 
sigmoid in  an  earlier  stage  of  development  and  thus 
offer  the  patient  a more  favorable  prognosis. 
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THE  EARLY  MANIFESTATIONS  OF  CARCINOMA  OF  THE  CERVIX, 
With  a Discussion  of  the  Pathological  Findings.* 


I.  Tractenberg,  M.  D., 

Attending  Gynecologist,  Unity  Hospital, 
Brooklyn,  N.  Y. 


One  must  still  write  with  a gloomy  outlook  about 
the  epithelial  tumors  affecting  the  uterus.  One- 
third  of  the  cancers  affecting  women  develop  in  the 
uterus,  and  90  per  cent  of  these  originate  in  the 
cervix.  Carcinoma  of  the  cervix  stands  forth  as  a 
scourge  that  medical  science  has  been  impotent  to 
modify  or  to  check.  It  kills  women  at  their  highest 
period  of  responsibility,  activity  and  usefulness. 

Unquestionably,  more  attention  is  being  paid  to 
scientific  grouping  and  histological  classification.  It 
is  also  certain  that  modern  diagnostic  skill  is  far  su- 
perior to  that  of  twenty  years  ago.  Yet  statistical 
studies  show  that  the  number  of  women  succumbing 
to  malignancy  is  on  the  increase. 

The  early  diagnosis  of  carcinoma  of  the  cervix 
is  very  difficult  because  there  is  relatively  little  pain. 
Symptoms  are  absent  in  the  beginning  of  the  growth. 
The  discovery  of  the  carcinoma  nodule,  which  is 
a very  early  sign,  is  rather  difficult  in  the  beginning. 
Only  in  exceptional  instances  is  the  disease  dis- 
covered in  this  stage,  hence  the  condition  goes  on 
unnoticed  for  a considerable  period  of  time.  Usual- 
ly, when  first  seen,  it  is  already  productive  of  symp- 
toms and  fairly  well  advanced,  thus  affording  us  a 
good  excuse  for  the  lamentably  poor  results  of  aver- 
age treatment. 

Gynecologists  agree  that  if  cancer  of  the  cervix 
could  be  diagnosed  in  its  svmptomless  stage,  a cure 
would  be  possible.  The  physiologic  history  as  well 
as  the  injuries  and  chronic  inflammation  to  which 
the  cervix  is  particularly  exposed  after  parturition 
are  no  doubt  the  chief  contributing  factors  for  ab- 
normal and  atypical  growths. 

I believe,  in  addition  to  this,  the  histological  struc- 
ture of  the  cervix  with  its  two  types  of  lining  epi- 
thelium and  tendencies  of  interchangeability  between 
the  two,  introduces  into  the  tissue  a susceptibility  to 
cell  disturbances  and  atypia. 

We  must  bear  in  mind  certain  facts,  in  order  to 
understand  the  development  of  cancer.  These  are 
as  follows: 

1.  Cancer  does  not  start  in  healthy  tissue. 

*Read  before  East  Flatbush  Medical  Society,  October 
14,  1936,  in  Brooklyn,  N.  Y. 


2.  There  is  a focus  or  area,  the  cells  of  which  at 
first  are  not  malignant. 

3.  Irritation,  usually  chronic,  acts  upon  this  area 
of  cells  and  produces  the  characteristic  changes  of 
malignancy. 

In  the  early  diagnosis  of  carcinoma  of  the  cer- 
vix, our  study  must  be  divided  into  the  following: 

1.  Signs  and  symptoms. 

2.  Macroscopic  appearance. 

3.  The  growth. 

4.  Microscopic  findings. 

The  macroscopic  picture  of  early  carcinoma  is,  in 
its  various  stages  of  development,  nodule,  ulceration, 
papilloma  and  cauliflower  growth.  The  cancer 
nodule  does  not  cause  symptoms;  therefore  it  is  diffi- 
cult to  recognize  because  benign  nodules  are  more 
frequently  seen  than  malignant  ones.  A malignant 
nodule  is  hard,  and  indurated  in  the  wall  of  either 
the  anterior  or  posterior  cervical  lip. 

A sign  which  may  be  of  great  assistance  in  the 
early  investigation  of  the  nodule  is  the  Chroback 
Clark  sign,  although  it  may  be  only  presumptive. 
The  sign  is:  if  a nodule  is  touched  with  a dull, 
pointed  instrument  and  bright  red  blood  appears, 
and  the  bleeding  continues  for  some  time,  we  are 
justified  in  assuming  that  cancer  is  probable.  A 
positive  diagnosis  rests  upon  the  immediate  exci- 
sion of  the  nodule  within  the  surrounding  healthy 
tissue,  and  submitting  this  for  microscopic  study. 

The  cancer  ulcer  and  papilloma  are  also  difficult 
to  diagnose  because  ulcers  and  papillomas  are  more 
frequently  benign  than  malignant.  Ulceration  of 
the  nodule  results  from  a peculiar  tendency  of  cen- 
tral carcinoma  cells  in  the  nodule  to  degenerate. 
This  degeneration  is  due  to  poor  blood  supply.  The 
papilloma  tends  to  grow  outwardly.  Sometimes  a 
circumscribed  ulcer  in  the  cervical  lip  or  canal  is 
first  recognized.  Here  also  the  central  cells  degen- 
erate. Such  small  ulcers  and  papillomas  bleed  when 
touched,  and  so  we  have  here  a very  valuable  symp- 
tom which  we  call  contact  bleeding.  In  some  cases, 
the  tumor  is  found  as  a more  or  less  diffuse  papil- 
lary growth,  springing  from  the  lips  or  projecting 
from  the  cervical  canal.  This  is  the  early  or  incip- 
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ient  stage.  So,  the  first  and  exceedingly  important 
symptom  of  cancerous  tumor,  in  its  early  stage,  is 
contact  bleeding.  If  such  a symptom  is  present,  a 
diagnostic  excision  should  be  made,  with  healthy 
tissue  included,  and"  submitted  for  microscopic  study. 

Usually,  the  early  symptoms  are  overlooked.  Only 
when  the  symptoms  are  fairly  wrell  advanced  are  they 
recognized.  At  the  fairly  advanced  stage,  the  pic- 
ture is  different.  There  we  see  the  following: 

1.  A marked  enlargement  with  granulation  and 
induration  of  the  cervix, 

2.  A large  excavated  ulcer,  or 

3.  An  extensive  papillary  or  cauliflower  mass 
spreading  over  the  lips. 

When  a cervical  erosion  becomes  chronic  or  heals, 
a transition  zone  between  vaginal  and  canal  mucous 
membrane  forms,  in  which  nodules  or  erosions  may 
be  seen.  Such  changes  may  become  or  are  atypic, 
and  hence  forerunners  of  carcinoma.  Transition 
zones  are  present  in  about  70  per  cent  of  such  ex- 
aminations. They  are  desquamated  areas  devoid  of 
squamous  epithelium,  and  may  be  recognized  by  the 
Schiller  Test. 

Schiller  Test:  A simple  test  has  been  devised  by 
Schiller  to  distinguish  the  normal  from  the  diseased 
cervix.  The  test  is  based  upon  the  fact  that  normal 
squamous  epithelial  cells  contain  glycogen  and  stain 
a uniformly  deep  brown  after  the  application  of 
compound  solution  of  iodine  (Lugol’s),  whereas  dis- 
eased areas  of  the  cervix  and  the  normal  glandular 
epithelium  of  the  cervical  canal  mucosa  do  not  stain 
with  Lugol’s  solution,  hence  remain  pinkish  in  color. 
A uniformly  deep  brown  discoloration  of  the  squa- 
mous epithelium  assures  one  that  cancer  of  the 
vaginal  portion  is  not  present.  Defects  in  the  colora- 
tion may  be  due  to  the  following: 

1.  Carcinoma. 

2.  Erosion. 

3.  Loss  of  surface  epithelium  due  to  trauma. 

4.  Ectropion  or  eversion  of  the  glandular  cervical 
canal  epithelium. 

5.  Syphilitic  or  tuberculous  ulceration. 

6.  Leukoplakia. 

The  presence  of  unstained  patches  after  the  ap- 
plication of  Lugol’s  solution  requires  the  removal  of 
tissue  with  a very  sharp  curette;  or,  if  this  cannot  be 
done,  an  excision  of  the  area  should  be  made.  The 
tissue  must  be  submitted  for  microscopic  examina- 
tion. Aplasia  or  atypia  of  the  cells  means  cancer. 
In  performing  a biopsy  for  a suspected  or  an  early 


cancer,  the  entire  nodule  with  adjacent  normal  tissue 
should  be  removed.  It  is  dangerous  to  cut  into  a 
nodule. 

If  physicians  would  become  more  cancer-minded, 
that  is,  keep  in  mind  the  possibility  of  the  presence 
of  malignant  disease  in  chronic  tissue  changes,  more 
biopsies  would  be  performed  for  diagnostic  pur- 
poses and  these  would  be  submitted  to  microscopic 
study  without  delay. 

Etiological  Factors: 

The  Adult  Period:  During  menstruation,  the  cer- 
vix is  unchanged.  In  pregnancy,  the  connective  tis- 
sue becomes  softened  and  the  muscle  fibres  become 
longer,  with  cervical  glands  secreting  more  mucus. 

Although  pregnancy  in  itself  does  not  materially 
alter  the  cervix,  the  after-effects  of  parturition  are 
very  important  and  far  reaching  as  regards  the 
genesis  and  development  of  cancer. 

Most  cervical  lacerations  become  infected  and  pro- 
duce a cervicitis  with  its  consequent  evils — a leucor- 
rhea,  eversion,  ectropion,  erosion,  hyperplasia  of  the 
epithelium,  and  gland  and  cyst  formation. 

Cancer  of  the  cervix  is  most  common  in  multi- 
parous women,  and  lacerations  of  the  cervix  along 
with  commonly  associated  inflammatory  lesions  are 
generally  considered  to  be  its  forerunners.  By  care- 
ful pelvic  examination,  one  will  find  a cervicitis  in 
80  per  cent  of  women,  with  its  consequent  evils. 
Some  observers  are  convinced  that  infections  and 
inflammations  are  more  important  than  lacerations 
and  scars  as  factors  predisposing  to  the  development 
of  cancer.  Curtis  believes  that  strictural  obstruc- 
tion of  the  cervix,  due  to  faulty  cauterization  or  op- 
eration. may  sometimes  be  a factor  in  the  etiology 
of  endocervical  cancer. 

Cervical  polypi  may,  as  a result  of  irritation, 
produce  cancer.  Some  observers  believe  it  is  pos- 
sible to  make  a certain  diagnosis  of  benign  or  malig- 
nant polyp  from  a histological  picture  of  the  lesion. 
In  one  per  cent  of  cases,  the  polypi  are  complicated 
by  cancer. 

Anatomical  Classification  of  Carcinoma  of 
the  Cervix 

1.  Carcinoma  of  the  vaginal  portion,  sometimes 
called  portio — that  portion  between  the  external  os 
and  the  vaginal  wall. 

2.  Carcinoma  of  the  cervical  canal. 

Due  to  the  frequency  of  cervical  lacerations  with 
erosions,  morphological  changes  of  the  epithelium 
of  the  portio  and  endocervix  must  inevitably  occur. 
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The  clinical  and  histological  classifications  of  car- 
cinoma of  the  cervix  is: 

1.  Squamous  cell  cancer  of  the  cervix  which  is 
confined  to  the  vaginal  surface  of  the  cervix.  Here, 
we  find  a tumor  extending  on  the  surface,  forming 
a large  fungating  cauliflower-like  mass  which  pro- 
jects into  the  cavity  of  the  vagina.  This  variety 
arises  usually  from  the  lip  of  the  external  os  and 
shows  a little  tendency  to  invade  the  deeper  tissue. 
It  is  therefore  of  limited  malignancy,  although  alarm- 
ing in  appearance. 

2.  Glandular  or  cylindrical  cell  or  adeno-car- 
cinoma  of  the  cervical  canal.  This  growth  extends 
deeply  in  the  direction  of  the  internal  os,  causing  an 
enlargement  of  the  cervix,  and  eventually  produces  a 
deep,  ragged,  crater-form  cavity,  lined  with  crumbly 
sloughing  debris  which  bleeds  at  a touch.  This  is 
the  commonest,  and  at  the  same  time,  the  most  malig- 
nant form.  Both  types  frequently  meet  and  inter- 
mingle.— (Ewing) . 

There  is  a third  variety,  -(-  the  least  common 
form,  where  a fiat,  indurated  ulcer  is  produced, 
which  tends  to  spread  superficially  and  is  of  com- 
paratively slow  growth.  It  is  found  chiefly  in  eld- 
erly women. 

Erosion,  Endocervicitis  and  Cystic 
Degeneration 

Pathology.  I believe  that  a clear  understanding 
of  the  pathology  of  the  above  named  conditions  is 
very  important  in  order  to  differentiate  between  them 
and  cancer. 

In  the  majority  of  cases,  endocervicitis  is  caused 
by  a chronic  pyogenic  infection,  resulting  from  a 
laceration  of  the  cervix  during  labor.  After  delivery, 
the  normal  resistance  to  infection  is  reduced  because 
the  genital  tract  has  been  subjected  to  trauma  and 
the  normal  acid  reaction  of  the  vagina  has  been 
rendered  alkaline  by  the  passage  of  the  lochia. 

As  a result  of  infection,  inflammation  sets  in. 
The  stroma  lying  deeply  adjacent  to  the  epithelium 
becomes  edematous  and  there  is  an  exudation  of 
lymphocytes  and  plasma  cells.  The  blood  vessels 
dilate  and  the  cervical  glands  become  distended  and 
pour  out  a copious  secretion  of  mucopurulent  char- 
acter— leucorrhea,  usually  an  indication  that  the  cer- 
vix is  infected.  The  squamous  epithelium  surround- 
ing the  external  os  is  elevated  and  devitalized  by  the 
more  deeply  seated  edema.  As  a result  of  this  con- 
dition, a portion  of  the  epithelium  undergoes  desqua- 
mation and  a raw  area  is  left  surrounding  the  ex- 


ternal os.  In  the  process  of  time,  this  raw  area  is 
covered  by  the  columnar  epithelium  of  the  cervical 
canal  and  presents  a somewhat  red  appearance,  this 
condition  being  known  as  an  erosion. 

Usually  the  infection  penetrates  deeply  into  mus- 
cular layers,  causing  a chronic  inflammatory  hyper- 
trophy. When  the  inflammation  subsides,  it  is  fol- 
lowed by  atrophy  and  development  of  fibrous  tissue 
which  gives  the  cervix  a nodular  and  shrunken  ap- 
pearance. 

The  down  growth  of  columnar  epithelium  from 
the  cervix  is  actually  the  first  step  in  the  process  of 
repair,  the  second  being  an  attempt  of  the  squamous 
epithelium  to  regain  its  former  position  around  the 
external  os. 

The  deepest  layer  of  squamous  epithelium  bur- 
rows under  the  invading  columnar  epithelium  and 
causes  a desquamation  of  the  latter.  The  process 
of  regeneration  may  succeed  to  a certain  extent,  but 
not  to  the  extent  of  evicting  the  racemose  glands 
which  remain  on  the  eroded  areas.  Their  ducts  be- 
come plugged,  secretion  accumulates,  and  minute 
cysts  are  formed,  or  a cystic  degeneration  of  the  cer- 
vix takes  place. 

Several  authorities  hold  that  an  erosion  can  be- 
come cancerous  through  overgrowth  of  new  squa- 
mous epithelium.  I believe  that  the  erosion  that  is 
accompanied  by  a deep  cervical  laceration,  by  thick- 
ening and  eversion  of  the  lips,  and  histologically  by 
abundant  round  cell  infiltration,  is  most  likely  to  be- 
come cancerous. 

The  cervix  is  a restless  tissue  and  exceptionally 
liable  to  take  an  atypical  growth,  due  to  the  posses- 
sion of  two  easily  interchangeable  forms  of  epi- 
thelium. 

Healy  does  not  find  the  gross  appearance  of  early 
carcinoma  of  the  cervix  typical,  and  admits  the  dif- 
ficulty of  distinguishing  chronic  cystic  and  interstitial 
cervicitis  with  erosion  from  moderately  developed  or 
early  infiltrated  epidermoid  carcinoma  with  ulcera- 
tions. 

Local  Symptoms 

1.  Hemorrhage. 

2.  Leucorrhea. 

3.  Irregular  bleeding  at  or  near  the  menopause 
should  always  be  regarded  with  grave  suspicion. 

4.  Bleeding  or  discharge  at  the  above  time  is 
always  significant  of  danger.  The  belief  that  ir- 
regularity is  a normal  complement  of  the  meno- 
pause has  been  responsible  for  many  deaths.  We 
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must  remember  that  altered  function  means  altered 
structure.  No  sign  is  so  significant  of  danger  as 
that  of  irregular  bleeding  occurring  at  or  near  the 
menopause.  Bleeding  is  the  first  local  manifestation 
and  is  shown  as  an  increased  or  prolonged  menstrual 
flow. 

Bleeding  arising  months  or  years  after  the  meno- 
pause is  most  suggestive  of  danger,  particularly  when 
it  occurs  after  examination  or  local  manipulation. 
The  bleeding  is  due  to  erosions  of  the  capillary 
blood  vessels  by  the  action  of  tumor  cells. 

The  discharge  of  uterine  cancer  is  not  mucoid  or 
leucorrheal  in  character.  This  symptom  is  present 
in  the  incipient  stage.  At  first,  it  is  thin  and  watery. 
Later,  it  becomes  tinged  with  blood,  resembling  beef 
juice  in  consistency  and  color. 

By  careful  visual  examination  of  the  lesion  at  the 
beginning,  the  growth  appears  as  a bluish  nodule, 
or  a red,  warty,  granular  mass  projecting  from  the 
cervical  lip,  most  frequently  from  the  posterior  lip. 

A biopsy  of  the  cervical  tissue  for  histological  ex- 
amination, by  a competent  pathologist,  is  extremely 
important  at  this  stage. 

Microscopic  Characteristics 

The  histological  characteristics  of  carcinoma  are 
as  follows: 

1.  Atypia  or  anaplasia  of  the  epithelial  cells. 

2.  The  invasion  or  breaking  through  of  the  base- 
ment membrane. 

3.  The  destructive  tendencies  in  displacing  or  as- 
similating normal  tissue  cells. 

4.  The  formation  of  metastases  either  by  continu- 


ity into  adjacent  tissues  and  organs  or  by  emboli  in 
the  regional  lymph  nodes. 

An  early  diagnosis  of  cancer  is  justifiable  with- 
out the  evidence  of  metastases.  Early  carcinoma  is 
present  when  anaplasia  alone  is  seen.  Early  car- 
cinoma is  present  when  there  is  an  abnormal  be- 
havior in  staining  qualities,  an  irregularity  in  shape 
and  size  of  cells  and  of  the  nuclei,  as  well  as  loss 
of  polarity.  Beneath  the  basal  membrane,  and  in 
contact  with  this  new  epithelium  is  an  acute  inflam- 
matory exudate.  The  anaplastic  changes  present  the 
earliest  evidence  of  cancer  in  human  subjects.  Micro- 
scopic examinations  of  tissue  removed  by  biopsy  or 
amputation  of  the  cervix  require  serial  sections,  if 
one  expects  to  find  evidence  of  cellular  atypia. 

I believe  in  immediate  examination  and  repair  of 
the  majority  of  cervical  lacerations  occurring  during 
labor.  All  should  view  the  cervix  in  the  same  light 
as  Charlton,  who  aptly  writes:  “Let  every  chron- 
ically infected  cervix  be  approached,  not  as  an 
hypertrophy,  not  as  a laceration,  but  as  a prologue 
of  an  epithelial  drama  whose  curtain  may  be  malig- 
nant death.” 

In  conclusion,  I would  once  more  emphasize  the 
importance  of  an  early  diagnosis  of  cervical  car- 
cinoma by  means  of  a careful  evaluation  of  the  symp- 
toms and  physical  signs  previously  described  and, 
furthermore,  I wish  to  reiterate  the  importance  of  the 
performance  of  biopsy  in  all  suspicious  cases.  Only 
thus  will  we  be  in  a position  to  prevent  the  calamity 
of  having  operable  cases  advance  into  the  inoperable 
stage. 

514  Ocean  Parkway. 


RESUSCITATION  OF  THE  NEWBORN.* 


Walter  McMann,  M.  D., 

Danville,  Virginia. 


A newborn  infant  is  a most  precious  thing.  That 
sounds  like  a platitude  and,  I admit,  it  is.  Because 
of  the  exigencies  and  trials  of  the  so-called  modern 
living  of  today,  the  newly-born  babe  is  even  more 
precious  than  it  has  ever  been  before;  not  for  the 
reason  that  maternal  and  paternal  love  has  increased 
over  former  times,  but  because  certain  modes  of 

*Read  by  invitation  before  the  Stuart  Circle  Ex-Intern’s 
Association,  April  14,  1937,  at  Richmond,  Va. 

Read  also  before  the  South  Piedmont  Medical  Associa- 
tion, April  20,  at  South  Boston,  Va. 


thought  and  various  factors,  some  of  them  unex- 
plainable, have  increased  the  importance  of  the  child. 

It  is  an  undeniable  fact  that  the  birth  rate  of  this 
and  other  western  nations  is  declining  to  such  an 
extent  it  is  approaching  the  death  rate.  Whether 
this  is  for  good  or  for  bad  we  will  leave  to  the 
geneticists  and  economists.  Certain  leaders  of  nations 
view  it  with  such  alarm,  however,  that  prizes  and 
trophies  are  given  those  families  producing  the  most 
children.  Bachelorhood  is  taxed  in  one  country.  As 
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to  the  cause  of  this  decline  I do  not  know.  We  can 
think  of  the  trend  to  apartment  dwellings  which  pro- 
hibits the  raising  of  large  families,  the  spread  of  con- 
traceptive knowledge,  the  realization  of  women  that 
their  chief  function  in  life  is  not  to  be  an  incubator, 
the  decline  of  family  life,  the  increase  in  abortions, 
— all  of  these  may  have  their  influence.  To  the  state 
anyway,  the  babe  is  more  precious  than  formerly; 
and  really  it  is  at  a premium. 

Despite  the  recent  publicity  given  to  child  mar- 
riages it  is  my  opinion  that  women  are  producing 
their  offspring  later  in  life  than  before.  The  two  or 
three  or  even  one  child  family  is  the  commonplace 
thing  rather  than  the  exception;  this  makes  success- 
ful outcome  of  childbirth  important.  For  reasons  of 
state  and  for  reasons  of  family  and  for  reasons  of 
humanity  and  conscientious  medical  practice  we 
should  strive  by  all  means  possible  to  bring  to  every 
parturient  woman  a healthy  child  as  a reward  for 
her  ordeal  of  labor.  True,  some  mothers  do  not  care 
whether  we  do  or  not,  but  still  we  must  do  it. 

Tremendous  strides  have  been  made  in  the  last 
decades  in  reducing  the  fetal  mortality  occurring  in 
the  first  month  of  life.  The  same  thing  cannot  be 
said  about  the  mortality  in  the  first  few  hours;  it  is 
still  the  same  as  it  was  many  years  ago.  A study  of 
the  statistics  of  the  Birth  Registration  Area  of  the 
United  States  shows  that  within  the  first  twenty-four 
hours  after  birth  110,000  of  the  newborn  babies  are 
lost  annually.  This  means  that  about  one  baby  out 
of  20  dies  from  obstetrical  causes1.  In  studying  800 
autopsies  on  newborn  infants,  exclusive  of  stillbirths, 
Cruikshank2  found  that  65.5  per  cent  were  caused 
by  asphyxia,  prematurity,  atelectasis  or  birth  in- 
juries. All  published  reports  of  autopsies  studied  by 
the  author  reveal  a high  percentage  of  deaths  caused 
by  asphyxia  and  atelectasis  or  pneumonia.  This  is 
not  as  it  should  be.  With  improved  means  of  hos- 
pital care,  more  newborn  conscious  pediatricians, 
and  better  obstetricians,  the  percentage  of  babies 
surviving  should  be  greater.  It  is  with  this  thought 
in  view  that  I wish  to  discuss  with  you  this  evening 
some  facts  and  a few  fancies  concerning  resuscitation 
of  the  newborn. 

The  subject  of  resuscitation  is  not  a new  one.  How 
far  back  the  literature  runs  we  have  no  means  of 
knowing  but  we  read  in  the  writings  of  a layman 
living  in  the  eighth  century  B.  C.,  “And  he  went  up, 
and  lay  upon  the  child,  and  put  his  mouth  upon 


his  mouth,  and  his  eyes  upon  his  eyes,  and  his  hands 
upon  his  hands;  and  he  stretched  himself  upon  the 
child;  and  the  flesh  of  the  child  waxed  warm.  Then 
he  returned  and  walked  in  the  house  to  and  fro;  and 
went  up  and  stretched  himself  upon  him;  and  the 
child  sneezed  seven  times,  and  the  child  opened  his 
eves.”3  Moncrieff4  points  out  the  similarity  between 
this  and  present-day  treatment,  particularly  the 
application  of  warmth  and  the  insufflation  of  carbon 
dioxide  from  the  expired  air.  I think  the  calmness 
and  the  lack  of  hurry  shown  by  the  prophet  also 
should  be  noticed  and  emulated. 

What  is  it  that  makes  the  newborn  babe  take  its 
first  breath  ? That  is  a question  that  has  been  handed 
down  through  the  ages.  Barcroft  and  Barron5  by 
means  of  ingenious  studies  on  sheep  have  shown  that 
there  are  movements  by  the  fetus  in  even  early  fetal 
life.  These  are  transferred  to  respiratory  movements 
by  stimulation.  A suggestive  phenomena  that  they 
recorded  was  that  by  clamping  the  umbilical  cord 
a distinct  inspiratory  effort  was  made  in  young 
fetuses.  This  is  very  significant,  I think,  as  it  would 
make  us  think  of  an  alteration  in  the  gaseous  ex- 
change as  being  responsible  for  the  first  inspiration. 
Mass  movement  occurs  first;  we  have  all  noticed  the 
stretching  of  the  infant  before  it  makes  its  first 
inspiration.  Henderson6  says  the  cause  is  an  in- 
creased tonus  in  the  musculature  on  the  baby  which 
increases  metabolism  and  heat  production  and  ren- 
ders respiration  effective.  This  tonus  comes  from  the 
coming  into  action  of  the  motor  centres  of  the  spinal 
cord.  He  does  not  tell  us,  though,  what  stirs  these 
centres  into  action.  The  shock  of  air  on  the  babe’s 
body  may  play  a part  but  Ahlfeld  delivered  infants 
into  warm  saline  solution  and  still  they  breathed. 
DeLee7  mentions  the  rushing  of  air  into  the  trachea 
but  we  have  all  noticed  the  respiratory  efforts  in 
infants  during  breech  deliveries  before  the  face  has 
had  a chance  to  be  exposed  to  air.  The  question  has 
not  been  settled  vet,  but  I firmly  believe  that  in  the 
last  analysis  we  shall  find  it  to  be  caused  by  changes 
in  placental  circulation. 

A disturbance  in  the  normal  respiratory  action  of 
the  newborn  can  be  of  either  central  or  peripheral 
origin.  Let  us  subdivide  these  further.  Under  cen- 
tral origin:  (a)  immaturity,  (b)  damage  to  the 
respiratory  center,  (c)  depression.  Under  peripheral 
origin:  (a)  immaturity  or  underdevelopment  of 
muscular  tissue,  (b)  obstruction,  (c)  delayed  ex- 
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pansion,  (d)  circulatory  failure.  Perhaps,  if  we 
discuss  the  etiology  and  treatment  together  (they  are 
interlocked  so  closely)  we  may  be  able  to  get  a 
clearer  picture  of  respiratory  distress.  Immaturity 
we  will  consider  hurriedly. 

The  premature  child  has  not  developed  its  vital 
centers  and  musculature  to  the  stage  of  being  able 
to  regulate  respiration  efficiently.  The  muscular 
tonus  cannot  furnish  heat  necessary  to  earn’  on;  the 
respiratory  centre  is  still  immature.  By  artificial 
heat  and  frequent  inhalations  of  carbon  dioxide  and 
oxygen  we  can  perhaps  keep  them  to  their  required 
tonicity.  The  care  of  the  premature  is  the  same  as 
the  care  of  the  full-term  child  except  that  infinite 
more  watchfulness  and  gentleness  are  necessary. 

Central  Causes. 

Danger  to  the  respirator}7  centre,  it  is  true,  cannot 
always  be  prevented  and  the  accoucheur  is  blamed 
for  many  cases  of  neonatal  death  that  are  in  no 
sense  of  the  word  his  fault.  Still,  by  strict  obser- 
vation prenatally  we  can  sometimes  anticipate  the 
type  of  delivery  to  be  expected.  A greater  respect  for 
obstetrics  as  a science  and  a dispelling  of  the  all  too 
common  practice  of  “laissez  faire”  would,  I am  sure, 
aid  in  reducing  the  neonatal  death  rate.  To  discuss 
this  fully  would  take  us  too  far  afield.8  There  is  a 
type  of  respiratory  distress  due  to  cerebral  edema 
that  we  can  aid. 

M.  P.,  para  1,  32  weeks  pregnant,  was  admitted 
to  the  hospital  after  having  five  eclamptic  convul- 
sions. While  there  she  had  two  more.  Dehydration 
treatment  was  instituted  at  once.  Fifteen  hours  later 
labor  was  started  by  rupture  of  the  membranes.  Five 
hours  later  the  babe  was  delivered  by  Kristellar  ex- 
pression after  a wide  episiotomy.  Resuscitation  was 
difficult.  For  twelve  hours  the  child  had  alternate 
spells  of  cyanosis  with  difficult  breathing  and  normal 
respiration  for  which  carbon  dioxide  and  oxygen 
were  given.  Then  a hypertonic  saline  enema  was 
administered.  Except  for  a slight  feeding  problem 
the  child  has  been  all  right  since. 

Plenck9,  in  1801,  advocated  the  giving  of  a saline 
enema  but  it  is  doubtful  that  he  appreciated  the 
rational  of  the  procedure.  Moncrieff10  reintroduced 
the  measure  in  1934  as  a means  of  reducing  cerebral 
edema  and  thus  lessening  pressure.  In  some  cases 
of  unexplainable  asphyxia,  that  is,  where  the  birth 
has  been  entirely  normal,  the  giving  of  a saline 


enema  will  often  bring  about  a happy  ending. 

Ever  since  time  began  women  have  sought  relief 
from  the  anquish  of  their  labors.  I cannot  agree 
with  Nielsen11  that  they  are  much  better  off  for  having 
suffered.  All  of  us  have  not  the  hypnotic  powers  of 
DeLee12  or  the  persuasive  ability  of  Neal.  Women 
demand  relief  and  it  is  up  to  us  as  physicians  to 
give  it  to  them.  But,  if  we  do,  we  must  be  prepared 
for  an  increased  number  of  cases  of  asphyxia 
neonatorum.  Morphine  is  notorious  for  its  effects 
on  fetal  respiration  if  used  injuliciously.  It  has 
been  proven  also  that  the  barbiturates  are  not  innoc- 
uous. Irving,  Berman,  and  Nelson13  warn  that  their 
method  of  analgesia  is  not  without  danger.  Imagine 
my  dismay,  then,  when  Lewis14  after  a study  of  500 
cases  came  to  the  conclusion  that  it  was  not  the 
narcotics  given  but  the  trauma  of  labor  which  was 
responsible  for  the  fetal  distress.  Trauma  plays  a 
big  part,  it  is  true,  but  if  Lewis  means  that  analgesic 
drugs  can  be  given  with  impunity  I hope  that  his 
teachings  are  modified.  He  does  say  that  when  a 
difficult  labor  is  anticipated  drugs  should  be  with- 
held. Henderson,  in  an  impassioned  plea  in  a recent 
article  in  the  /.  A.  M.  A.,  gives  reasons  why  we 
should  be  careful  with  the  administration  of  anal- 
gesics. 

One  thing  to  remember  in  the  resuscitation  of 
narcotized  babies  is  that  extreme  gentleness  must 
be  taken.  While  attempting  to  make  a narcotized 
child  breathe,  the  pupils,  which  had  been  widely 
dilated,  suddenly  contracted  to  pin  point  size  and  it 
was  only  through  heroic  measures  that  the  child  was 
saved.  Carbon  dioxide  and  oxygen  should  be  given 
repeatedly,  if  there  is  a relapse  to  cyanosis. 

Chemical  factors  play  a large  part  in  the  initiation 
and  maintenance  of  fetal  respiration.  Just  what 
these  factors  are  is  still  a matter  of  controversy. 
Barcroft15  has  shown  that  in  fetal  life  there  is  a 
decreasing  oxygen  concentration;  carbon  dioxide  is 
supposed  to  be  increasing.  Yagi16  has  shown  that  in 
the  depressed  baby  at  birth  the  carbon  dioxide  is 
also  decreased  as  well  as  the  oxygen.  Because  of  this 
we  should  not  make  violent  efforts  at  resuscitation 
if  there  has  been  fetal  distress  before  delivery — - 
prolapsed  cord,  pressure  on  the  cord,  or  tumultous 
pains  for  example.  It  is  in  these  cases  that  Hecht17 
recommends  the  giving  of  oxygen  inhalations  to  the 
mother  or  making  her  take  hyperventilatory  respir- 
ations before  the  child  is  born.  He  says  this  might 
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depress  the  respiratory  centre  of  the  fetus  and  pre- 
vent the  aspiration  of  amniotic  fluid.  Stimulation 
of  the  respirator}-  centre  or  hurried  attempts  to  make 
the  baby  breathe  will  wash  out  of  the  circulation  the 
little  carbon  dioxide  that  is  there  and  aggravate  the 
situation.  This  is  the  chief  objection  I have  to  the 
Murphy  Drinker  respirator  which  by  suction  simu- 
lates respiration.  Five  per  cent  CCD  and  95  per  cent 
O-j  should  be  given  slowly  until  the  demands  of  the 
respiratory  centre  and  tissues  have  been  satisfied. 
Drugs  should  be  withheld  as  their  quick  and  violent 
efforts  may  defeat  their  purpose.  DeLee  asks, 
“Would  not  the  acute  reversal  of  the  chemism  going 
on  in  the  tissue  favor  shock?” 

It  would  not  be  amiss  here  to  discuss  the  use  of 
drugs  in  the  resuscitation  of  the  newly  born.  The 
author  has  used  coramine  for  some  time  when  drug 
therapy  seemed  indicated.  For  the  past  two  years  I 
have  been  wondering  if  in  many  cases  it  was  the 
prick  of  the  needle  that  played  the  role  of  resusci- 
tator  rather  than  the  solution.  Caffeine  has  such  a 
fleeting  action  I am  doubtful  if  it  is  of  any  service. 
Lobeline  has  a depressing  action  on  the  heart.  Cora- 
mine is  a powerful  stimulant  and  must  be  used  with 
care.  Metrazol  has  had  favorable  reports,  but  my 
experience  with  it  has  been  too  short  to  express  an 
opinion.  The  injecting  of  any  stimulant  into  the 
umbilical  artery  would  seem  to  be  too  much  of  a 
shock  to  the  respiratory  centre,  yet  there  have  been 
reports  of  its  efficacy.  Intra-cardiac  injection  is 
usually  used  as  a last  resort,  and  is  of  little  if  any 
benefit.  A case  of  pneumothorax  has  been  reported 
from  piercing  the  pleura  while  doing  thisls. 

Lewis14  remarks  that  gas  oxygen  anesthesia  used 
for  the  termination  of  labor  has  little  or  no  effect 
on  the  newborn.  This  is  contrary  to  the  findings  of 
Eastman19.  He  found  that  strong  concentrations  of 
nitrous  oxide  and  oxygen  given  over  periods  that 
exceed  five  minutes  produced  marked  degrees  of 
fetal  anoxemia-  occasionally  fatal.  The  author  has 
noticed  the  same  thing.  It  is  a good  policy  to  carry 
lower  concentrations  of  the  gas  and  to  flush  the 
patient  with  oxygen  frequently.  The  treatment  of 
respiratory  distress  from  this  cause  is  the  same  as 
above. 

Peripheral  Causes 

Obstruction.  With  tracheal  obstruction  we  shall 
also  consider  atelectasis,  for  the  latter  frequently 
follows  in  the  wake  of  aspirated  material.  I agree 


with  McGrath  and  Kuder20  that  it  is  with  this  group 
that  we  should  be  most  concerned  as  it  is  here  that 
we  have  the  greatest  opportunity  to  lessen  the  inci- 
dence of  neonatal  death. 

The  lungs  of  the  newborn  child  are  atelectatic  at 
birth.  While  in  the  uterus  the  mouth  and  trachea 
of  the  fetus  are  filled  with  amniotic  fluid  and  debris. 
At  the  first  breath  this  is  sucked  into  the  lung  spaces. 
Farber  and  Sweet21  found  80  per  cent  of  124  un- 
selected babies  dying  within  the  first  five  weeks  of 
life  to  have  aspirated  material  in  the  bronchioles 
and  alveoli.  The  normal  child  with  good  muscle 
tone  is  usually  able  to  prevent  the  aspiration  of  this 
debris  to  the  lower  respiratory  system. 

The  best  treatment  is  prophylaxis.  We  all  wipe 
the  baby's  mouth  and  nose  as  soon  as  the  head  is 
born.  Perhaps  by  that  time,  though,  respiration  has 
commenced  and  in  the  case  of  a weak  child  with  poor 
muscle  tone  aspiration  has  already  occurred.  The 
author  for  the  past  four  years  has  made  it  a practice 
to  prevent  any  respiration  of  the  newborn  babe  by 
literally'  choking  it  with  two  fingers  as  soon  as  the 
face  has  passed  over  the  perineum.  This  gives  the 
operator  a chance  to  clear  the  pharynx  before  the 
first  inspiration  is  taken. 

The  prime  requisite  in  asphyxia  due  to  obstruction 
is  to  remove  the  obstruction.  This  is  best  carried  out 
by  using  the  direct  intubation  method  of  Flagg22. 
Often  times,  merely  removing  mucus  from  the  fauces 
will  suffice  to  restore  normal  respiration;  a soft 
rubber  catheter  or  careful  wiping  with  gauze  can  do 
this.  We  may  have  to  intubate  the  trachea.  This 
can  easily  be  done  by  the  direct  vision  method,  using 
the  Flagg  apparatus.  If  this  apparatus  which  is  not 
as  expensive  as  is  commonly  reported,  is  not  avail- 
able, one  can  locate  with  the  finger  the  tiny  slit  that 
is  the  larynx  and  guide  the  tip  of  the  catheter  into  it. 
Suction  is  then  made  to  clear  the  larynx  and  trachea. 
Many  times  the  manipulation  will  start  normal  res- 
piration as  soon  as  the  catheter  is  removed.  An  excel- 
lent way  to  stimulate  after  this  process  is  to  insert  a 
catheter  into  the  nostrils. 

In  giving  of  artificial  respiration  be  sure  the 
larynx  is  clear  or  matters  will  be  made  worse.  The 
author  emphasized  this  in  1 93 523.  We  should  try 
to  imitate  normal  newborn  breathing,  that  is,  about 
40  inspirations  and  expirations  per  minute  with  no 
intervals.  By  use  of  a tracheal  catheter  this  can  be 
given  directly  into  lung.  If  mouth  to  mouth  breath- 
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ing  is  employed  the  same  rate  is  used.  Be  careful. 
The  amount  of  pressure  to  be  used  is  still  a question. 
The  minimal  amount  is  the  best.  McGrath  and 
Kuder  give  as  the  maximum  pressure  25  mm.  of 
mercury.  This  seems  to  us  to  be  too  high.  DeLee 
recommends  4-8  mm. 

Patient  A,  para  33,  was  admitted  to  the  hospital, 
cervix  fully  dilated,  membranes  intact.  Immediately 
she  delivered  a breech  spontaneously.  Much  mucus 
and  debris  were  in  the  child's  throat.  Artificial 
respiration  was  given  by  using  the  apparatus  of 
Flagg.  The  baby  died  about  four  hours  afterward. 
Autopsy  showed  emphysematous  lungs,  as  fully  ex- 
panded as  a newborn’s  could  be.  At  the  clinico- 
pathological  conference  I made  the  remark,  “We 
tried  so  hard  to  save  it  that  we  killed  it.”  The 
pressure  was  too  great.  Poeck24  describes  a similar 
case.  Emmert25  cites  a case  of  ruptured  lungs  and 
fatal  pneumothorax  from  mouth  to  mouth  breathing. 
The  amount  of  force  to  be  used  has  been  stated  by 
Tow26  to  be — “with  the  lips  pursed  to  whistle,  the 
forced  to  be  used  would  be  felt  on  the  wet  finger 
about  three  and  a half  to  four  inches  from  the 
mouth.” 

If  atelectasis  is  present  frequent  inhalations  of 
CO;,  should  be  given.  Especially  is  this  true  in 
prematures.  It  has  been  the  author’s  practice  to 
give  these  inhalations  routinely  the  first  two  or  three 
days.  All  of  the  alveoli  are  not  opened  up  at  the 
first  cry.  Several  days  are  required  even  in  the  more 
robust  infants.  It  is  my  belief  the  inhalations  of 
CCD  and  CD  aid  in  overcoming  the  natural  adhesive 
qualities  of  the  lung  tissue. 

Leff27  blames  almost  all  cases  of  asphyxia  on 
overloading  of  the  fetal  circulation.  His  explanation 
of  fetal  death  after  cesarean  section  carries  a sound 
warning  against  the  use  of  pituitrin  before  extraction 
of  the  fetus.  The  pressure  causes  an  overloading  of 
the  fetal  circulation.  The  overloading  of  the  fetal 
circulation  may  cause  fetal  heart  dilatation  which 
causes  pulmonary  congestion  and  edema. 

Asphyxia  neonatorum  means  anoxemia.  Anox- 
emia causes  cerebral  damage  by  petechial  hemor- 
rhages. To  off-set  this  it  may  be  wise  to  give 
blood  intramuscularly  to  all  cases  of  delayed  respir- 
ation. I give  it  routinely  to  all  the  babies  I deliver. 


Summary. 

To  summarize,  let  us  consider  a hypothetical  case 
of  asphyxia : 

1.  Clear  the  fauces  and  nostrils.  Often  this  will  be 
all  that  is  needed. 

2.  Give  artificial  respiration.  This  is  done  best  by 
means  of  the  Flagg  apparatus.  This  is  not  avail- 
able to  all  of  us,  so  a tracheal  catheter  is  the 
next  best.  Of  course,  the  use  of  a mask  after 
cleaning  out  the  larynx  may  be  used.  The 
Drinker-Murphy  apparatus  may  not  be  tuned  to 
the  child’s  respirator}-  rate  and  may  thus  interfere 
with  the  child’s  respiration.  Also,  it  can  easily 
wash  out  of  the  lungs  the  CO2  available  on  the 
lines  of  the  Bohr  phenomena  and  aggravate 
affairs.  For  this  reason  I do  not  recommend  it. 
Mouth  to  mouth  resuscitation  is  unnecessary. 

3.  If  the  child  takes  two  or  three  breaths  and  then 
respirations  lapse,  it  would  be  well  to  leave  it 
alone  except  for  the  application  of  heat.  It  is 
very  probable  that  it  is  narcotized.  Frequent  and 
careful  inhalations  of  CCD  and  CD  can  be  given. 

4.  After  this,  if  no  favorable  response  is  obtained, 
coramine  or  metrazol  can  be  given,  not  over  ^ cc. 

5.  A saline  enema,,  as  in  the  case  cited,  may  be  of 
great  benefit. 

6.  The  injection  of  mother's  blood  prophylactically. 

7.  If  no  response  is  obtained,  an  X-ray  is  advisable 
to  relieve  the  accoucheur  of  blame  (congenital 
defects,  cardiac  pathology,  etc.)  if  cerebral  hemor- 
rhage is  not  likely.  However,  it  is  most  likely. 

Conclusions 

The  newborn  babe  is  at  a higher  premium  than 
before. 

Asphyxia  neonatorum,  prematurity,  and  cerebral 
hemorrhage  are  the  chief  causes  of  death.  The 
treatment  of  the  latter  two  is  better  obstetrics.  The 
treatment  of  the  former  is:  first,  more  judicious 
handling  of  labor  and  care  in  the  giving  of  analgesia 
and  anesthesia;  second,  recognition  of  the  cause  of 
the  asphyxia  and  appropriate  treatment. 

Gentleness  is  to  be  emphasized. 
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CIRCULATORY  AND  BLOOD  CHANGES  DUE  TO  PHYSICAL 

EXERCISE. 


John  Emerson  Davis,  Ph.  D., 

Department  of  Physiology,  Medical  College  of  Virginia, 
Richmond,  Va. 


Although  mankind  throughout  all  history  has  en- 
gaged in  various  degrees  of  physical  activity,  the 
scientific  study  of  the  physiology  of  muscular  exer- 
cise is  a relatively  new  field  of  investigation.  Inas- 
much as  the  physician  is  frequently  called  upon  to 
advise  patients  concerning  their  work  or  exercise, 
it  would  seem  important  for  the  practitioner  to  know 
rather  thoroughly  the  various  known  effects  of  exer- 
cise on  the  human  body.  Among  the  most  important 
of  these,  are  the  changes  in  the  circulation  and  on 
the  composition  of  the  blood  which  result  from  mus- 
cular exertion.  Some  of  these  changes  shall  constitute 
the  subject  of  this  article. 

It  is  convenient  to  divide  the  subject  into  two 
parts,  namely:  (1)  Immediate,  and  (2)  Chronic 
Changes.  The  immediate  changes  are  those  which 
occur  during  or  shortly  after  exercise;  while  chronic 
changes  are  those  more  or  less  permanent  effects  of 


exercise  which  must  usually  be  observed  under  basal 
conditions  of  the  animal  at  rest. 

With  the  understanding  that  circulator}7  and  blood 
changes  during  exercise  are  generally  proportional 
in  extent  to  the  intensity  of  exertion,  we  will  proceed 
with  a discussion  of  some  immediate  bodily  changes 
ascribable  to  fairly  strenuous  exercise. 

Immediate  Effects 

The  heart  rate  is  increased  by  physical  exercise, 
and  during  severe  exertion  may  become  2.5  times 
the  resting  value.  The  physiologic  mechanisms  con- 
cerned are,  in  order  of  importance:  (1)  Reflex  in- 
hibition of  vagus  tone,  (2)  stimulation  of  the  cardio- 
accelerator  center  in  the  medulla,  (3)  increased 
liberation  of  epinephrine,  and  (4)  elevated  body 
temperature.  (Gasser  and  Meek1  and  Samaan2.) 
The  well-known  Bainbridge  reflex  probably  operates 
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here,  wherein  an  increased  venous  blood  pressure 
in  the  region  of  the  right  auricle  causes  a reflex 
acceleration  of  the  heart  rate. 

Stroke  volume  of  the  heart,  or  output  per  single 
systole,  may  increase  by  2.5-fold.  (Hill3).  This 
results  from  a more  forceful  systole  consequent  upon 
greater  venous  inflow  of  blood  to  the  heart,  and 
greater  stretching  of  cardiac  muscle, — involving 
Starlings’  law  of  the  heart. 

The  minute  volume  of  the  heart,  or  cardiac  output 
per  minute,  is  the  product  of  the  heart  rate  and  stroke 
volume.  Its  value,  at  rest,  ranges  from  3 to  5 liters; 
and  during  severe  exertion  of  the  individual  may 
reach  30  or  40  liters.  (Hill3).  An  increase  of  7 to 
10  fold  is,  therefore,  possible. 

Contraction  of  the  spleen  occurs  very  promptly 
after  the  onset  of  exercise,  and  Barcroft4  has  cal- 
culated that  this  factor  may  contribute  an  additional 
10  per  cent  of  erythrocytes  to  the  circulation.  E.  C. 
Schneider5  observed  an  increase  of  9 per  cent  in  the 
erythrocyte  number  of  a sprinter  immediately  after 
a dash  of  100  yards  in  10.7  seconds.  Other  blood 
reservoirs,  e.  g.  in  the  portal  and  pulmonary  cir- 
culations, may  have  contributed  to  this  increase.  In 
any  event,  the  main  point  is  that  the  oxygen  carrying 
capacity  of  the  circulating  blood  is  increased.  In- 
cidentally, sustained  contraction  of  the  “exteriorized” 
spleen  of  conscious  dogs  has  been  observed  by  Bar- 
croft4 following  exercise,  excitement,  ether  and  chlo- 


roform inhalation,  epinephrine  injection,  and  by  the 
author,  following  intravenous  injections  of  certain 
drugs6. 

The  coefficient  of  oxygen  utilization7,  as  well  as 
the  oxygen  capacity  of  the  blood,  is  increased  by 
exercise.  This  means  that  each  unit  of  blood 
traveling  through  active  muscles  surrenders  more 
oxygen  to  the  tissues. 

Increased  epinephrine  liberation  by  the  adrenal 
medulla  is  initiated  reflexly,  by  exercise,  and  by 
excitement. 

A rise  of  blood  sugar  follows,  the  stimulation  of 
liver  glycogenolysis  by  the  increased  epinephrine 
liberated  during  work. 

Lactic  acid  increases  in  the  blood  w'hen  the  “criti- 
cal work  level”  is  reached,  which  varies  with  each 
individual.  During  exercise,  the  subject  goes  into 
oxygen  debt,  that  is  to  say,  his  contracting  muscles 
form  lactic  acid  at  a faster  rate  than  oxygen  can  be 
supplied  to  them  for  the  removal  of  the  acid.  The 
size  of  the  oxygen  debt  is  proportional  to  the  rate 
and  duration  of  work;  and  practically  all  athletic 
activity  is  marked  by  acid  accumulation  in  muscles 
to  such  an  extent  that  the  critical  level  is  surpassed. 

Oxygen  consumption  rates  of  4 to  5 liters  per 
minute  have  been  observed  following  brief  strenuous 
work.  Thus  it  is  seen  that  oxygen  consumption  during 
work  may  increase  to  at  least  16  times  the  resting 
consumption.  Even  so,  the  maximum  oxygen  supply 
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will  not  meet  the  demand  when  the  body  is  producing 
energy  for  example  at  a rate  of  7 horsepower,  as 
calculated  by  Hill8  for  a 100  yd.  sprinter.  Hence, 
the  body  is  able  to  go  into  debt  for  the  maximum 
sum  of  15  liters  of  oxygen,  which  must  be  paid  for 
by  excess  consumption  after  the  cessation  of  exertion. 

Figure  1 shows  the  interaction  of  certain  cardio- 
vascular and  other  bodily  adjustments  which  may 
be  considered  as  having  for  their  main  purpose  the 
promotion  of  an  increased  oxygen  supply  to  active 
muscles.  It  will  be  noted  that  the  main  factors  pro- 
moting increased  blood  flow  to  muscles  in  exercise 
are:  (1)  increased  heart  rate,  (2)  increased  stroke 
volume,  (3)  increase  of  blood  volume,  (4)  vasocon- 
striction in  viscera  which  diverts  blood  to  the  muscles, 
and  (5)  vasodilatation  in  active  muscles. 

This  last  factor,  vasodilatation,  occurs  with  the 
onset  of  exercise  and  is  probably  sustained  by  the 
local  action  of  metabolites  (e.  g.  C02,  lactic  acid). 
Some  of  the  changes  shown  in  our  diagram  can  be 
elicited  by  mental  excitement,  without  exercise. 

Systolic  blood  pressure  rises  as  a result  of  in- 
creased cardiac  output,  increased  blood' volume,  and 
vasoconstriction  in  the  splanchnic  areas.  An  oppos- 
ing factor,  which  tends  to  keep  the  arterial  pressure 
lower  than  it  otherwise  would  be,  is  the  vasodila- 
tation in  active  muscles  during  exercise. 

Venous  blood  pressure  is  raised  during  physical 
activity  by  the  mechanical  kneading  action  of  con- 
tracting muscles  which  forces  blood  toward  the  heart, 
and  also  by  the  increased  arterial  pressure  and  car- 
diac output. 

Erythrocytes,  leukocytes  and  hemoglobin  per  unit 
volume  of  blood  are  increased  by  10-15  minutes  of 
strenuous  running  exercise.  (Schneider9).  In  the  dog, 
such  exercise  is  followed  also  by  a slight  increase  of 
total  plasma  volume  of  the  body,  (Broun),  and  if  the 
exercise  be  continued  over  a 4-hour  period ; a steady 
increase  of  the  plasma  volume  occurs. 

Osmotic  resistance  of  red  blood  cells  to  laking  by 
hypnotic  salt  solutions  is  increased  by  strenuous 
exercise,  (Hastings11,  Liebermann  and  Acel12).  The 
usual  interpretation  is  that  the  least  resistant  cells 
are  broken  up  by  mechanical  fragmentation  in  the 
circulation  during  exercise.  Rous  and  Robertson13 
have  shown  that  fragmentation  is  an  important 
process  of  blood  cell  destruction. 

The  pH  of  the  blood  is  decreased  in  man  by  severe 
exercise.  Dogs  exercised  by  treadmill  running,  how- 


ever, may  show  alkalemia,  which  follows  overheating 
of  the  body  with  consequent  panting  (as  a cooling 
mechanism)  and  blowing  off  of  CCD  at  the  lungs. 
(Rice  and  Steinhaus14) . Dogs  exercised  by  swimming 
in  cool  water,  however,  show  a decreased  pH  of  the 
blood  just  as  does  man. 

Chronic  Effects 

Chronic  changes  are  developed  by  regular  exercise 
taken  over  a period  of  weeks  or  months,  and  are 
best  demonstrated  in  trained  athletes  and  animals. 

A slow  resting  heart  rate  is  a characteristic  of 
trained  athletes  and  is  attributed  by  Kauf13  to  an 
increased  vagotonia.  The  stroke  volume  of  the  heart 
is  greater  in  the  trained  than  in  the  untrained  in- 
dividual. De  Mar,  a famous  marathon  runner,  had 
a resting  stroke  volume  of  120  cc.  which  is  about 
double  the  normal  value  for  sedentary  individuals. 

Lindhard18  reports  that  a period  of  physical  train- 
ing increases  the  resting  cardiac  output  per  minute 
by  about  20  per  cent.  Concerning  the  effect  of  train- 
ing on  the  minute  volume  of  blood  during  work , 
there  is  no  unanimity  of  opinion. 

Resting  systolic  blood  pressure  is  reduced  by  hard 
physical  training.  The  reduction  found  by  Herx- 
heimer  was  from  116  to  106  mm.  of  mercury. 

Blood  volume,  total  circulating  hemoglobin,  and 
erythrocyte  count  are  increased  by  10  to  25  per  cent 
after  4 or  5 weeks  of  daily  treadmill  running  or 
swimming  in  dogs.  (Davis  and  Brewer1').  It  is  a 
significant  and  instructive  fact  that  previously  seden- 
tary dogs  suffer  a marked  anemia  during  the  first 
week  of  physical  training.  Blood  volume,  hemo- 
globin, and  erythrocyte  number  are  reduced  by  5 
to  30  per  cent  at  this  stage  of  training.  (Broun18, 
Davis  and  Brewer17).  Our  swimming  dogs  were 
obliged  to  keep  afloat  in  water  at  a temperature  of 
30°C  for  2 hours  daily,  while  the  “runners’-  covered 
a distance  of  6 miles  daily  on  a treadmill  inclined 
at  a 25  per  cent  grade.  These  exercise  programs 
were  not  exhaustive,  and  the  animals  appeared  to 
take  pleasure  in  the  work. 

The  initial  excessive  blood  destruction  in  previous- 
ly inactive  animals  is  thought  to  be  accomplished 
mainly  by  mechanical  fragmentation  of  the  least 
resistant  corpuscles  in  the  circulation.  The  bone 
marrow  apparently  is  not  immediately  able  to  make 
good  the  severe  loss  of  corpuscles,  but  finally  re- 
sponds to  some  stimulus,  and  increases  its  erythrocyte 
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production  rate.  The  author  contends,  for  various 
reasons,  that  the  stimulus  to  the  bone  marrow  is  the 
oxygen  debt  of  exercise. 

Although  the  erythrocyte  number,  as  previously 
stated,  is  increased  by  training  in  dogs,  results  upon 
humans  are  contradictor}-  thus  far,  perhaps  because 
it  is  difficult  to  persuade  perfectly  untrained  people 
suddenly  to  undergo  a course  of  strenuous  physical 
training. 

Hemoglobin  per  unit  volume  of  blood  at  no  time 
during  training  exceeds  the  pre-training  level.  In 
fact  the  hemoglobin  content  per  corpuscle,  or  hemo- 
globin index,  is  actually  decreased  by  regular  exer- 
cise (Thorner19,  Davis17),  but  the  total  circulating 
hemoglobin  of  the  body  exceeds  the  pre-exercise  nor- 
mal after  4 to  8 weeks  of  exercise17. 

Total  leukocyte  number  is  probably  not  changed 
by  daily  exercise,  but  a relative  lymphocytosis  is  re- 
ported to  occur.  ( Herxheimer20,  etc.) 

Thrombocytes  per  unit  volume  of  blood  are  in- 
creased by  physical  training  according  to  Behrens21. 

Alkali  reserve  is  increased  in  trained  men  (Full 
and  Herxheimer22)  and  dogs  (Davis  and  Brewer17). 
Exercise,  it  seems,  “chemically  trains”  the  blood  by 
increasing  its  content  of  available  base  for  the 
neutralization  of  acids.  The  very  presence  of  an 
excess  cf  acid  in  the  blood  during  exercise  possibly 
induces  the  formation  of  a greater  alkali  reserve.  The 
magnitude  of  the  alkali  reserve  of  the  body  is  prob- 
ably an  important  factor  in  physical  endurance. 

Bock  et  al.23  state:  “We  believe  that  the  capacity 
for  exercise  is  bound  up  with  changes  in  the  oxi- 
dative processes  within  the  cell”,  and  explain  that 
they  cannot  account  for  the  efficiency  of  an  athlete 
in  terms  of  increased  efficiency  of  breathing  or  cir- 
culation alone.  Yet  we  can  readily  see  that  improved 
circulatory  efficiency  and  oxygen  capacity  of  the 
blood  are  very  important  factors  in  physical 
efficiency. 

Miscellaneous  : Longevity  of  college  athletes 
is  the  subject  of  an  article  by  Dublin24  which  shows 
that  a group  of  5,000  college  athletes  had  a lower 
death  rate  than  selected  insured  men. 

Literature  on  the  influence  of  muscular  fatigue 
upon  resistance  to  infections  and  disease  is  review- 
ed by  Baetjer25.  The  influence  of  exercise  upon  cer- 
tain immunological  factors  was  studied  recently  bv 
Jung26  with  rather  negative  results. 

For  reference  work  on  exercise  physiology,  the 


reader  is  referred  to  books  by  Bainbridge7, 
Schneider27,  Gould  and  Dye28  and  to  an  excellent 
review  of  the  chronic  effects  of  exercise,  by  A.  H. 
Steinhaus29. 

Summary:  Certain  effects  of  exercise  and  physical 
training  upon  the  blood  and  circulation  are  pre- 
sented. The  author  is  of  the  opinion  that  moderate 
and  properly  supervised  strenuous  exercise  is,  on  the 
whole,  beneficial  to  healthy  animals.  Certain  dele- 
terious effects  upon  the  blood  following  sudden  stren- 
uous exercise  in  sedentary  animals  are  pointed  out 
and  warned  against,  and  conclusions  are  left  for  the 
physician  to  draw. 
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MEDICAL  EDUCATION  AS  A FACTOR  IN  THE  SOLUTION  OF 

PRESENT  PROBLEMS.* 


William  B.  Porter,  M.  D., 

Richmond,  Virginia. 


This  is  the  first  of  a series  of  six  articles  based  on 
“American  Medicine:  Expert  Testimony  Out  of 
Court",  which  is  the  current  report  of  the  American 
Foundation  on  its  inquiry  into  the  organization  of 
medical  care.  This  first  article  might  well  utilize  the 
space  reserved  for  the  other  five  (to  be  published  in 
successive  issues  of  this  Journal),  for  the  discussion 
of  medical  education — by  medical  men — in  the 
Foundation’s  report  is  so  thoroughgoing  and  so  com- 
prehensive that  it  will  be  possible,  in  the  space 
available  this  month,  to  touch  upon  only  the  high 
points  of  this  discussion  of  the  present  and  the  future 
status  of  medical  education  in  this  countrv. 

It  has  been  a matter  of  surprise  to  some  that  medi- 
cal education  bulks  so  large  in  the  report  of  an  in- 
quiry designed  to  elicit  the  answer  of  the  medical 
profession  to  the  question  whether  a radical  change 
in  the  present  organization  of  medical  care  is  or  is 
not  indicated.  This  question  falls  in  the  category  of 
what  is  commonly  described  as  “medical  economics”, 
and  more  usually  provokes  statements  on  the  high 
cost  of  medical  care  and  the  possibility  of  lowering 
it;  on  the  degree  to  which  medical  care  is  or  is  not 
available;  on  the  possibilities  of  better  distribution, 
etc.,  etc.  That  is  the  tone  and  temper  and  substance 
that  would  have  characterized  economists’  and  social 
workers’  answer  to  the  question.  Medical  men 
answered  it  very  differently.  To  them,  the  urgent 
present  problem  lies  less  in  lowering  costs  or  in 
getting  better  distribution  than  in  getting  better 
medicine. 

The  direct  testimony  of  the  report  itself  is  in 
point  here: 

“The  letter  of  inquiry,  which  did  not  mention  medical 
education,  brought  back  from  a significant  number  of  out- 
standing men  throughout  the  country  replies  which  said, 
in  effect,  the  following: 

‘We  think  there  is  a problem.  We  do  not  consider  that 
the  resources  of  medical  science  are  available  in  so  great 
degree  as  they  should  be  to  nearly  the  number  of  the 
population  that  they  should  reach.  But  we  do  not  think 

*First  of  six  articles  reviewing  sections  of  “American 
Medicine:  Expert  Testimony  Out  of  Court’’;  published 
by  the  American  Foundation,  565  Fifth  Avenue,  New  York 
City;  1,500  pages,  two  volumes  ($3.50  for  the  two  vol- 
umes). 


the  problem  can  be  defined  in  terms  of  “cost”  and  “avail- 
ability.” We  do  not  think  that  you  can  “distribute” 
what  you  haven't  got.  Medical  care  is  not  a commodity, 
and  cannot  be  subject  to  the  laws  of  commodity  dis- 
tribution. Adequate  medical  care  is  a changing,  not  a 
static,  thing.  It  cannot  be  defined  in  quantitative  terms. 
It  cannot  be  defined  in  permanent  terms.  Medical  sci- 
ence is  developing  rapidly;  the  amount  and  the  intelli- 
gent application  of  new  knowledge  is,  it  is  true,  grad- 
ually increasing;  but  the  field  of  the  unknown  is  still 
vast,  and  the  number  of  those  fully  competent  to  apply 
what  is  known  is  still  very  small.  Even  if  it  were  possi- 
ble to  “distribute”  medical  care,  there  is  by  no  means  a 
sufficient  number  of  adequately  trained  men  to  supply 
it  on  a broad  social  base. 

‘Our  general  feeling  is  that  so  long  as  so  much  re- 
mains to  be  done  in  the  way  of  training  men  that  can 
give  “adequate”  medical  care,  and  in  training  enough 
of  them,  and  in  making  it  impossible  for  the  incom- 
petent to  offer  what  they  cannot  give,  we  cannot  greatly 
interest  ourselves  in  discussions  of  how  medical  care  is 
to  be  distributed  or  what  the  cost  of  it  to  the  ultimate 
consumer  should  be.  These  latter  questions  have  great 
social  and  economic  importance.  They  must  be  an- 
swered. But  they  must  be  answered  in  relation  to  the 
problem  of  developing  medical  care  of  high  order  and 
the  problem  of  training  and  graduating  and  sending  out 
to  practice  men  that  can  supply  it.  . . .’  ” 

“Until  the  schools  have  met  the  situation,  organizing 
schemes  or  regimentation  by  the  state  will  only  make  things 
worse.  No  system,  old  or  new,  will  work  until  there  is 
greater  competence.  Of  what  profit  will  it  be  to  establish 
community  hospitals  in  every  community  if  there  are  not 
thoroughly  trained  men  to  man  them?  Establish  them, 
of  course,  but  establish  them  only  in  direct  relation  to  the 
means  of  staffing  them  competently  and  to  the  means  of 
maintaining  the  competence  of  the  men  with  which  they 
are  staffed.  Don’t  set  up  the  shell  unless  the  living  or- 
ganism is  within  it.” 

The  above  cannot  be  disposed  of  as  merely  the 
natural  and  expectable  point  of  view  of  the  college 
professor.  While  professors,  part  time  and  full  time, 
and  deans  of  medical  schools  did  contribute  notably 
to  this  section  of  medical  education  in  the  American 
Foundation’s  report,  many  men  in  other  types  of 
medicine — general  practitioners,  specialists  in  all 
fields,  men  in  administrative  medicine,  members  of 
certifying  and  of  state  examining  boards — -also  testi- 
fied to  the  conviction  that  the  key  to  the  solution  of 
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present  “medical  economic”  problems  really  lies  in 
medical  education.  It  was  not  a college  dean  but  a 
general  practitioner  in  Indiana  that  wrote  to  the 
Foundation  the  words  that  form,  so  to  speak,  the 
text  of  this  section  on  medical  education  in  the  re- 
port: “The  best  is  not  yet  good  enough.” 

What  can  the  medical  schools  do  to  make  it  better  ? 
To  get  clearly  the  very  full  answer  to  this  question 
that  is  conveyed  by  “American  Medicine”  the  reader 
will  have  to  go  to  the  report  itself,  for  the  answer  is 
manifold,  much  too  extensive  and  much  too  concrete 
to  be  satisfactorily  summarized. 

There  is,  of  course,  due  recognition  of  the  great 
advances  made  in  medical  education  during  the  past 
twenty-five  years.  It  is  recognized  that,  as  a result 
of  a conscious,  directed  effort  during  the  past  gener- 
ation, sub-standard  schools  have  all  but  disappeared, 
medical  teaching  has  been  related  fairly  satisfactorily 
to  the  rapid  development  of  medical  science,  stand- 
ards for  admission  to  medical  schools  have  been 
surveyed  and  elevated,  the  quality  of  medical  teach- 
ing has  come  under  review,  the  absolute  need  of 
adequate  hospital  facilities  for  clinical  observation 
and  teaching  has  been  increasingly  taken  into 
account. 

Nevertheless  the  sum  total  of  the  doctors’  testi- 
mony in  this  report  (and  the  report,  it  must  con- 
stantly be  remembered,  was  written  by  the  doctors 
themselves,  synthetically)  is  certainly  that  many 
additional  improvements  in  medical  education  in  this 
country  are  now  due,  and  over-due. 

In  the  view  of  many,  the  educational  situation 
should  be  attacked  at  the  source:  a closer  principle 
of  selection  should  be  applied  to  the  candidates  for 
medical  education.  Admittedly  this  is  not  easy.  It  is 
hard  indeed  to  devise  “aptitude  tests”  that  will 
really  show  who  is  fitted  for  a successful  career  in 
medical  science  and  who  is  not.  Many  of  the  men 
in  medical  colleges  that  have  struggled  hardest  with 
this  task  of  devising  ways  of  choosing  the  best 
students  are  most  humble  about  the  results  of  their 
labors.  They  suggest  that  if  boards  of  admission 
were  to  follow  up  their  own  work,  and  compare,  after 
three  years  or  so,  the  records  of  those  they  refused 
with  the  records  of  those  they  accepted  as  outstand- 
ingly hopeful,  they  might  in  such  a survey  of  evi- 
dence of  their  own  mistakes  and  miscalculations, 
“learn  something  to  their  advantage.”  It  is  certainly 
true,  if  the  testimony  of  the  medical  leaders  writing 


in  this  report  is  to  be  trusted,  that  a great  many  of 
the  wrong  men  get  into  medicine.  But  it  is  hard  to 
devise  a test  that  will  keep  them  out — and  not  keep 
out  good  “prospects”  too.  It  is  pretty  hard  to  decide 
with  finality  that  a boy  of  twenty-two  with  uneven 
endowment  and  obvious  crudities  may  not  be  a dis- 
ciplined and  productive  person  at  thirty-five. 

The  effort  to  find  good  and  effective  tests  for 
selecting  the  best  candidates  for  medical  education 
is  not  discouraged,  but  the  difficulty  and  the  com- 
plexity of  the  task  are  stressed.  It  is  more  than 
suggested  that  perhaps  the  way  to  get  better  men 
into  medicine,  and  to  prevent  the  unfit  from  choos- 
ing a medical  “career”,  is  less  a matter  of  testing 
candidates  than  of  clarifying  everybody’s  conception 
of  what  it  really  means  to  be  a good  medical  scien- 
tist and  a good  doctor. 

The  report  brings  into  high  light  some  of  the 
things  a man  ought  to  know  with  finality  about 
medicine  before  he  gets  into  it:  He  ought  to  know 
that  competence  in  exacting  scientific  study  calls  for 
marked  mental  competence.  He  ought  to  know  that 
it  calls  for  instinctive  as  well  as  trained  capacity  for 
observation  and  perception — the  clinician’s  faculty. 
He  ought  to  know  that  medicine  calls  for  persistence 
and  industry  and  ardor — and  that  without  these 
qualities  he  cannot  be  happy  in  the  profession  and 
will  be  a positive  menace  to  the  patients. 

The  president  of  the  ranking  professional  organi- 
zation in  one  of  the  specialties  says,  in  the  report, 
on  this  point: 

“If  we  allow  endocrinopathies,  indolence,  self-interest 
and  laziness  to  enter  medicine,  they  will  turn  up  time  and 
again  in  one  form  or  another  and  in  one  or  another  rela- 
tion between  the  doctor  and  his  patient,  just  as  they  would 
in  any  other  field,  no  matter  what  system  of  remuneration 
for  service  is  generally  adopted.” 

And  the  editor  of  the  report  comments: 

“The  trouble  is,  however,  that  these  qualities,  turning 
up  ‘just  as  they  would  in  any  other  field,’  enter  sometimes 
at  points  in  which  the  issue  is  life  or  death.  Some  of  our 
correspondents  feel  that  so  much  has  been  said  to  demon- 
strate that  a good  doctor  is  not  merely  a person  with  heavy 
brain  capacity,  that  the  weight  needs  to  be  shifted  to  the 
other  side.  Let  him  be  capable  by  all  means  of  practicing 
the  ‘art’  of  medicine — but  the  ‘artist’  should  pass  the  ad- 
mission board  only  if  he  is  also,  and  first  of  all,  the 
scientist.” 

The  medical  candidate,  it  is  pointed  out,  must 
realize  that  there  are  three  ways  in  which  medicine 
— under  any  system — will  always  differ  from  most 
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other  professions  or  “businesses” : (1)  It  will  (even 
if  doctors  are  paid  from  public  funds  for  service  to 
the  indigent,  as  they  most  certainly  should  be)  never 
be  anything  but  a hazard,  so  far  as  money  making 
is  concerned;  (2)  medicine  will  always  be,  in  part, 
a public  service — it  can  never  under  any  system,  be  a 
purely  private  and  individual  venture;  and  (3)  it 
will  always  call,  on  the  part  of  the  doctor,  for  more 
than  average  interest  in  the  difficulties  of  other 
people— for  altruism,  if  you  will.  Medicine  is  no 
place  for  those  that  do  not  choose  it  with  these  facts 
firmly  and  unsentimentally  in  mind. 

Having  accepted  the  student,  has  the  approved 
medical  school  of  the  present  the  proper  course  to 
give  him?  How  sound  is  the  present  curriculum? 
Is  it  adapted  to  fit  students  for  the  work  which  they 
will  actually  have  to  do?  These  and  many  other 
questions  bearing  on  the  curriculum  are  weighed  and 
debated  in  the  report. 

There  are  the  not  unfamiliar  comments  that  the 
medical  schools  of  today  train  too  much  for  the 
specialists,  aim  too  much  at  turning  out  a generation 
of  technicians,  emphasize  too  strongly  the  laboratory 
approach,  exalt  the  test  tube  over  the  patient;  that 
too  much  attention  is  given  to  rare  and  unusual 
diseases,  and  that  study  of  end  results  in  great  hos- 
pitals does  not  particularly  equip  the  young  man 
whose  actual  practice  will  lie  chiefly  in  taking  care 
of  the  colds,  tonsillitis  and  measles  of  the  Jones 
family. 

By  and  large,  however,  the  weight  of  opinion  in 
this  report  is  that  no  particular  concern  need  be 
felt  on  the  score  of  super  scientific  teaching  in  the 
medical  schools  of  today.  If,  here  and  there,  there 
has  been  over-emphasis  on  the  laboratory  approach, 
if  the  disease  rather  than  the  patient  has  been  the 
centre  of  attention,  the  pendulum,  it  is  maintained, 
is  already  swinging  the  other  way.  It  would  be 
dangerous,  in  any  case,  many  writers  feel  to  min- 
imize the  importance  of  the  scientific  aspect  of 
medical  training : when  all  that  can  be  said  about  the 
“art”  of  medicine  as  contrasted  with  the  science  has 
been  said,  it  still  remains  true  that  the  X-ray  shadow 
of  a heart  is  a better  method  of  detecting  enlarge- 
ment than  percussion  with  the  fingers. 

A less  conclusively  answered  question  in  the  report 
is  whether  the  medical  course  of  today  really  takes 
into  account  sufficiently  the  life  and  work  that  await 
the  graduate  and  whether  medical  faculties  at  pres- 


ent really  know  just  what  the  objective  of  their 
training  is.  Some  writers  make  the  point  that  the 
same  course  of  training  could  hardly  be  expected 
to  be  equally  profitable  to,  for  instance,  a man  who 
intends  to  spend  his  life  in  research,  a man  who 
intends  to  proceed  at  once  to  the  study  of  a specialty, 
a man  who  intends  to  do  medical  work  in  China, 
a man  who  intends  to  become  a public  health  ad- 
ministrator, a man  who  intends  to  return  to  his 
native  town  to  engage  in  general  practice.  With 
the  differentiated  ways  of  practicing  medicine  in 
mind,  some  writers  would  differentiate  the  training. 
Others  feel  that  the  basic  training  for  all  types 
should  be  essentially  the  same,  that  the  purpose  of 
the  undergraduate  course  is  to  develop  capacity 
rather  than  to  convey  specific  content,  and  that  the 
same  general  training  therefore  is  in  order  for  all, 
without  much  regard  for  the  differentiation  of  their 
later  work — for  which  special  and  additional  prep- 
aration is  needed,  in  any  case. 

To  illustrate  the  differing  views  on  this  point 
cited  in  “American  Medicine”:  one  contributor,  a 
professor  of  medicine  in  an  approved  medical  school, 
thinks  medical  training  should  be  devised  for  four 
separate  types  of  graduates:  general  practitioners, 
public  health  officers,  specialists,  research  men. 

Balanced  against  this  view  must  be  that  of  another 
group  of  writers  quoted  in  the  report  who  believe  that 
different  activities  and  different  outlooks  in  different 
branches  of  medicine  must  indeed  be  taken  into 
account,  but  that  what  is  needed  is  to  integrate  these 
rather  than  separate  them.  Of  the  latter  group  is 
one  of  the  Harvard  contributors  who  writes  at  length 
of  the  fallacy  in  the  notion  that  “curative”  medicine 
and  research  of  clinical  science  can  be  successfully 
separated.  To  quote  him  briefly  (and  here  again  a 
brief  quotation  is  unsatisfactory;  the  reader  needs 
the  full  quotation  in  the  report  for  adequate  ap- 
preciation of  the  development  of  the  point)  : 

“The  spirit  of  progressive  medicine  (clinical  science) 
should  and  can  be  instilled  into  daily  practice.  Each  pa- 
tient presents  a problem  for  study  which  can  be  ade- 
quately solved  only  on  the  basis  of  principles  similar  to 
those  applied  in  progressive  (research)  medicine.  As 
Herrick  has  pointed  out  recently,  it  is  the  combined  func- 
tions of  investigation  and  care  with  human  sympathy 
which  constitute  the  essential  requisites  of  a good  phy- 
sician. 

“Training  of  students  and  graduates  in  the  principles 
of  research,  as  applied  to  the  care  of  the  patient,  will  have 
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a lasting,  elevating  effect  on  their  professional  approach 
and  activities.  . . . 

“As  investigation  is  an  essential  part  of  the  university 
clinic,  it  is  mainly  the  clinical  activities  superadded  to  re- 
search which  differentiate  the  university  clinic  from  the  re- 
search institute.  . . . 

“An  ideal  clinic  will  be  a place  of  learning  in  which  men 
of  ability  with  different  interests  and  different  tastes  will 
work  side  by  side  in  a free  and  friendly  spirit.  Here 
clinical  science  and  curative  medicine  will  not  be  segre- 
gated, but  ward  research  and  laboratory  investigation 
will  be  inspired  by  bedside  observations. 

“The  members  of  the  clinic  will  remain  in  close  contact 
with  the  specialties  of  medicine  and  particularly  with 
psychiatry,  neurology  and  dermatology,  as  well  as  with  the 
‘preclinical’  sciences.  The  cross-fertilization  of  ideas  be- 
tween those  primarily  interested  in  experimental  research, 
in  disease,  in  bedside  observation  or  in  the  care  of  the 
patient  will  yield  rich  reward  for  the  mutual  benefit  of 
investigator,  teacher,  physician  and  student.  . . . 

“All  I have  tried  to  say  is  that  for  the  best  cultivation 
of  clinical  medicine  of  today,  the  combined  activities  of 
men  with  various  qualifications  are  essential  . . . the  de- 
velopment of  scholars  at  work  in  the  university  clinic  will 
help  to  improve  the  care  of  the  sick.” 

Limitation  of  our  space  forbids  even  a brief  sum- 
mary of  the  specific  suggestions  made  by  various 
groups  of  contributors  to  the  report  for  modifying 
either  the  content  or  the  emphasis  of  the  under- 
graduate medical  curriculum.  There  is  a discussion 
of  the  desirability  of  considering  major  surgery  a 
specialty,  not  appropriately  to  be  included  in  the 
undergraduate  course.  There  is  a discussion  of  the 
claims  of  various  of  the  specialties  to  additional 
space  and  importance  in  the  undergraduate  course; 
in  this  connection  pediatrics  and  tuberculosis  come 
in  for  particular  reference.  There  are  vigorous  pleas 
for  better  handling  of  preparation  for  public  health 
work  in  the  medical  schools  and  for  more,  and  more 
creative  attention  to  the  teaching  of  preventive  medi- 
cine, which,  as  now  taught,  is  a sufficiently  dull 
subject,  associated  with  perfunctory  trips  to  milk 
plants  and  sewer  outlets. 

There  is  an  animated  difference  of  opinion,  among 
the  contributors  cited  in  the  report,  as  to  what  form 
of  revision  the  present  teaching  of  obstetrics  should 
take — for  there  is  rather  general  agreement  that,  by 
and  large,  it  is  poorly  taught,  and  that  many  grad- 
uates are  utterly  unable  to  meet  the  obstetrical 
problems  that  come  to  them  in  routine.  On  this 
point  there  are  two  schools  of  thought:  The  first 
would  train  every  medical  student  more  competently 


in  obstetrics,  on  the  ground  that  it  is  the  heart  of 
general  practice.  The  second  group  thinks  the  idea 
of  making  a competent  obstetrician  out  of  every 
practitioner  is  “obvious  nonsense”,  that  obstetrics 
is  in  effect  a specialty  needing,  except  for  simple 
cases  (and  how  can  assurance  be  given  that  simple 
cases  will  not  turn  out  to  be  complex?),  special 
training  and  special  experience,  and  that  the  present 
trend  toward  institutional  care  in  maternity  makes 
it  logical  thus  to  place  obstetrics  among  the  special- 
ties, rather  than  continue  to  regard  it  as  something 
every  medical  graduate  may  consider  himself  com- 
petent to  essay. 

There  is  vigor  and  vehemence  also  in  the  differing 
opinions  on  the  question  whether  psychiatry  is  en- 
titled to  a larger  place  than  it  now  holds  in  the 
medical  curriculum.  Some  writers  urge  more  psy- 
chiatry in  the  medical  course  on  the  theory  that 
it  will  help  the  young  medical  man  to  deal  with  the 
total  human  personality  of  his  patient  rather  than 
merely  with  the  disease.  Others,  while  admitting 
the  desirability  of  achieving  this  end,  think  it  is 
not  to  be  achieved  by  more  psychiatry  in  the  medical 
course.  Practically  all  agree  that  the  somatic  effects 
of  psychic  influences  are  just  beginning  to  be  really 
understood,  but  they  do  not  think  that  more  hours 
given  to  psychiatry  in  the  medical  course  will  help  to 
increase  the  understanding.  The  psychiatric  director 
of  a group  of  metropolitan  hospitals  expresses  the 
view  of  many  clearly  when  he  says, 

“Psychiatry  must  be  given  a large  place  in  the  education 
of  medical  students  and  physicians.  It  should  be  looked 
upon  as  a form  of  medical  thought  and  practice  rather  than 
an  isolated  specialty.”  (Italics  are  ours.) 

The  section  on  Medical  Education  in  “American 
Medicine”  concludes  with  a full  and  important 
discussion  of  postgraduate  education,  not  graduate 
education  for  the  practice  of  the  specialties  (which 
is  dealt  with  in  a later  section  on  Specialization)  but 
graduate  education  designed  to  aid  the  general  prac- 
titioner to  maintain  his  competence — especially 
where  he  has  little  opportunity  for  daily  clinical 
observation — and  to  keep  in  touch  with  the  rapid 
development  of  medical  science  and  with  valid  dis- 
coveries affecting  both  diagnosis  and  treatment. 

Implicit  at  many  places  throughout  the  section  on 
Medical  Education  is  the  conviction  that  the  medical 
schools  are  destined  to  be  the  guardians  of  the 
standards  of  medical  practice  and  that  increased 
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cooperation  between  medical  men,  in  their  local 
medical  organizations  or  as  individuals,  is  to  be  ex- 
pected from  the  development  of  the  facilities  for 
postgraduate  training,  and  for  other  objectives. 

The  financing  of  medical  schools  is  likely  to  become, 
in  the  view  of  many  of  the  medical  men  who  con- 
tributed to  this  report,  an  increasingly  urgent  prob- 
lem, and  there  is  clear  recognition  of  the  fact  that 
on  the  one  hand  dependence  upon  tuition  fees  for 
existence  and  on  the  other  hand  maintenance  of  the 
highest  quality  in  standards,  faculty,  equipment, 
teaching,  are  not  compatible  conditions. 


Correspondence 

Some  Phases  of  School  Medical  Work. 

Richmond,  Va. 
May  3,  1937. 

To  The  Editor: 

In  my  article  under  above  caption,  which  was 
published  in  the  May  issue  of  the  Monthly,  on 
page  101,  near  the  bottom  of  the  right  hand  column 
where  weights  are  given  for  open-air,  only  the  frac- 
tions of  pounds  are  given  instead  of  the  total  amount. 
I trust  you  may  find  the  opportunity  to  correct  same. 
It  should  read  as  follows: 

“420  children  gained  1120J4  pounds  for  Septem- 
ber and  October. 

“Same  420  children  gained  482^  pounds  for 
November. 

“Same  420  children  gained  358Vs  pounds  for 
December.” 

C.  L.  Outland,  M.  D. 


Miscellaneous 


American  Board  of  Surgery  Organized. 

In  answer  to  the  widespread  demand  for  an 
agency  which  will  attempt  to  certify  competent  sur- 
geons, the  American  Board  of  Surgery  has  recently 
been  organized.  This  Board  is  a member  of  the 
Advisory  Board  of  Medical  Specialties  which  in- 
cludes all  of  the  boards  of  certification  for  the 
different  medical  specialties  which  have  been  already 
organized.  Since  boards  were  in  existence  for  the 
certification  of  practitioners  of  some  of  the  surgical 
specialties  such  as  ophthalmology,  otolaryngology, 


obstetrics  and  gynecology,  genito-urinary  surgery 
and  orthopedic  surgery  it  is  expected  that  the 
American  Board  of  Surgery  will  be  responsible  for 
the  certification  of  general  surgeons  as  well  as  those 
practicing  in  the  remaining  specialized  subdivisions 
of  surgery. 

Acting  upon  the  invitation  of  the  American  Sur- 
gical Association,  the  following  surgical  societies 
cooperated  in  the  creation  of  the  American  Board  of 
Surgery:  the  American  Surgical  Association,  the 
Surgical  Section  of  the  American  Medical  Associ- 
ation, the  American  College  of  Surgeons,  the 
Southern  Surgical  Association,  the  Western  Surgical 
Association,  the  Pacific  Coast  Surgical  Association 
and  the  New  England  Surgical  Society.  The  first 
three  of  these  bodies,  which  are  national  in  scope, 
have  three  representatives  on  the  Board.  All  of  the 
other  societies  have  one  representative  each.  The 
representatives  of  the  cooperating  societies  are 
nominated  by  the  society  which  they  represent  and 
upon  approval  of  the  Board  shall  become  members 
of  it.  The  term  of  membership  on  the  Board  will 
be  six  years.  The  following  were  chosen  to  represent 
the  cooperating  surgical  societies: 

Dr.  Evarts  A.  Graham,  Dr.  Arthur  W.  Elting  and  Dr. 
Allen  O.  Whipple,  representing  the  American  Surgical  As- 
sociation. 

Dr.  Donald  Guthrie,  Dr.  Erwin  R.  Schmidt  and  Dr. 
Harvey  B.  Stone,  representing  the  American  College  of 
Surgeons. 

Dr.  Fred  W.  Rankin,  Dr.  Howard  M.  Clute  and  Dr. 
J.  Stewart  Rodman,  representing  the  Surgical  Section  of 
the  A.  M.  A. 

Dr.  Philemon  E.  Truesdale,  representing  the  New 
England  Surgical  Society. 

Dr.  Thomas  Orr,  representing  the  Western  Surgical  As- 
sociation. 

Dr.  Robert  Payne,  representing  the  Southern  Surgical 
Association. 

Dr.  Thomas  Joyce,  representing  the  Pacific  Coast  Sur- 
gical Association. 

The  following  officers  were  elected:  Chairman, 
Dr.  Evarts  A.  Graham;  Vice-Chairman,  Dr.  Allen 
O.  Whipple;  Secretary-Treasurer,  Dr.  J.  Stewart 
Rodman. 

Two  groups  of  candidates  are  recognized  for 
qualification  by  the  Board:  (a)  Those  who  have 
already  amply  demonstrated  their  fitness  as  trained 
specialists  in  surgery;  (b)  Those  who,  having  met 
the  general  and  special  requirements  exacted  by  the 
Board,  successfully  pass  its  qualifying  examination. 
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The  first  of  these  groups,  the  Founders  Group, 
upon  invitation  by  the  Board  will  be  chosen  from 
the  following:  (1)  Professors  and  Associate  Pro- 
fessors of  Surgery  in  approved  medical  schools  in 
the  United  States  and  Canada;  (2)  Those  who  for 
fifteen  years  prior  to  the  Board’s  organization  have 
limited  their  practice  to  surgery;  (3)  Members  of 
the  American  Surgical  Association,  the  Southern 
Surgical  Association,  the  Western  Surgical  Associ- 
ation, the  Pacific  Coast  Surgical  Association  and  the 
New  England  Surgical  Society,  who  w'ere  in  good 
standing  January  9,  1937. 

All  applications  for  the  Founders  Group  must  be 
received  within  two  years  of  the  Board’s  organi- 
zation, January  9,  1937.  No  candidates  for  the 
Founders  Group  will  be  considered  after  that  date. 

Requirements  for  those  to  be  qualified  by  exam- 
ination will  be  as  follows:  (1)  Graduation  from  a 
medical  school  of  the  United  States  or  Canada  recog- 
nized by  the  Council  on  Medical  Education  and 
Hospitals  of  the  A.  M.  A.  or  graduation  from  an 
approved  foreign  school;  (2)  Completion  of  an 
internship  of  not  less  than  one  year  in  a hospital 
approved  by  the  same  Council,  or  its  equivalent  in 
the  opinion  of  the  Board;  (3)  Special  Training. 
A further  period  of  graduate  work  of  not  less  than 
three  years  devoted  to  surgery  taken  in  a recognized 
graduate  school  of  medicine  or  in  a hospital  or  under 
the  sponsorship  accredited  by  the  American  Board 
of  Surgery  for  the  training  of  surgeons.  This  period 
of  special  training  shall  be  of  such  character  that 
the  relation  of  the  basic  sciences  of  anatomy,  physi- 
ology, pathology,  bacteriology  and  biochemistry  is 
emphasized.  Knowledge  of  these  sciences  as  applied 
to  clinical  surgery  will  be  required  in  the  exami- 
nation. Adequate  operative  experience  in  which  the 
candidate  has  assumed  the  whole  responsibility  will 
be  required.  An  additional  period  of  not  less  than 
two  years  of  study  or  practice  in  surgery;  (4)  The 
candidate  must  present  to  the  Board  sufficient  evi- 
dence of  good  moral  character  as  to  justify  it  in 
the  belief  that  he  will  not  engage  in  fee  splitting 
and  other  dishonest  practices. 

It  is  expected  that  the  Board,  with  the  assistance 
and  cooperation  of  the  American  Medical  Associ- 
ation and  the  American  College  of  Surgeons,  will  be 
able  to  increase  the  facilities  which  now  exist  for 
the  adequate  training  of  young  surgeons  by  means 
of  residencies,  fellowships,  etc.,  in  suitable  hospitals. 


The  above  requirements,  especially  those  referring 
to  surgical  training,  are  subject  to  change  from  time 
to  time  as  the  existing  opportunities  for  training  in 
this  field  of  specialization  may  be  broadened. 

The  qualifying  examination  will  be  divided  into 
two  parts;  Part  I,  written,  and  Part  II,  clinical, 
bedside  and  practical.  The  written  part,  Part  I,  will 
concern  itself  with  general  surgical  problems  and 
with  the  clinical  application  of  the  basic  sciences  of 
surgery  to  these  problems.  This  examination  will 
cover  a period  of  three  hours  each  and  will  be  held 
simultaneously  in  as  many  centers  as  are  necessary 
to  accommodate  the  number  of  applicants  who  are 
eligible.  Part  II  is  entirely  oral  and  will  also  con- 
cern itself,  in  the  main,  with  general  surgery  and, 
as  stated  for  Part  I,  clinical  application  of  the  basic 
sciences  to  the  clinical  problem  represented.  In  ad- 
dition to  this,  in  Part  II,  an  examination  will  be 
given  to  test  the  candidate’s  knowledge  of  operative 
surgery,  X-ray  plate  interpretation  and  the  principles 
and  application  of  surgical  anesthesia.  This  ex- 
amination will  be  held  in  as  many  centers  as  the 
Board  may  determine  necessary  to  accommodate  the 
eligible  candidates.  Re-examinations  will  be  allowed 
providing  one  year  shall  elapse  between  examina- 
tions. 

The  fee  for  Group  A,  the  Founders  Group,  shall 
be  $25.  The  fee  for  Group  B shall  be  $75,  payable 
as  follows:  $5  for  registration  fee,  which  shall  be 
returned  if  the  candidate  is  not  accepted  for  ex- 
amination; $20  for  Part  I;  and  $50  for  Part  II. 
The  same  fee  will  be  required  for  each  re- 
examination. Once  the  candidate  has  become  qual- 
ified, he  will  have  no  further  financial  obligation 
to  the  Board. 

This  Board  is  a non-profit  organization.  All  fees 
will  be  used,  after  a reasonable  amount  is  set  aside 
for  necessary  expenses  in  maintaining  its  office,  con- 
ducting examinations,  etc.,  to  aid  in  improving 
existing  opportunities  for  the  training  of  the  surgeon. 

A certificate  attesting  to  a candidate’s  qualifi- 
cations in  surgery  after  meeting  the  requirements  of 
the  Board  will  be  issued,  having  been  signed  by  its 
officers. 

Any  certificate  issued  by  the  Board  shall  be  sub- 
ject to  revocation  by  the  Board  at  any  time  in  case 
it  shall  determine  in  its  sole  judgment,  that  a can- 
didate, who  has  received  a certificate,  either  was  not 
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properly  qualified  to  receive  it  or  has  become  dis- 
qualified since  its  receipt. 

The  Board  will  hold  its  first  examination  (Part  I, 
written)  on  September  20,  1937.  All  inquiries  con- 
cerning applications  for  this  examination  should  be 
received  by  the  secretary’s  office  promptly. 

Requests  for  booklets  of  information,  application 
blanks,  and  other  information  should  be  addressed 
to  the  Secretary,  Dr.  J.  Stewart  Rodman,  225  South 
15th  Street,  Philadelphia,  Pennsylvania. 


Public  Health  Statistics 


I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia. 


The  report  of  the  State  Health  Department’s 
bureau  of  communicable  diseases,  as  compiled  for 
the  month  of  April,  shows  the  following  cases  com- 
pared with  the  same  month  in  1936. 


1937  1936 

Typhoid  and  Paratyphoid 14  14 

Diphtheria ' 36  56 

Scarlet  Fever 60  214 

Measles  1,808  564 

Meningitis 44  43 

Poliomyelitis  2 2 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever  0 0 

Undulant  Fever 2 2 

Tularaemia 1 0 

Smallpox  2 2 


Institute  for  Doctors’  Helpers 
A five-day  institute  for  the  instruction  of  mid- 
wives will  be  conducted  by  the  Department  at  the 
Medical  Building,  University  of  Virginia,  July  26th 
to  30th.  Similar  conferences  already  have  been  held 
this  year  at  Luray,  at  the  Konnarock  Training 
School,  Konnarock,  and  at  Council,  Virginia. 

Institutes  for  colored  midwives  will  be  in  session 
July  12th  to  16th  and  August  2nd  to  6th  at  Hampton 
Institute,  Hampton,  and  at  the  Virginia  State  Col- 
lege for  Negroes,  Petersburg,  respectively. 

It  is  estimated  that  for  the  year  approximately 
three  hundred  women  will  have  received  basic  in- 
struction associated  with  the  non-medical  assistance 
of  obstetrical  cases. 


Graduation  Exercises  at  the  State  Sanatoria 
Graduation  exercises  for  the  Nurses’  Training 
Schools  at  Blue  Ridge,  CatawUa,  and  Piedmont  State 
Sanatoria  were  held  on  the  evenings  of  May  4th,  5th 
and  6th,  respectively.  Six  nurses  at  Blue  Ridge, 
eight  at  Catawba,  and  three  at  Piedmont  received 
their  diplomas,  thus  professionally  qualifying  them 
for  expert  tuberculosis  nursing  duty. 

Health  Department  Exhibits 
The  Department  arranged  an  exhibit  in  connection 
with  the  recent  National  Convention  of  the  Parent- 
Teachers  Association  held  in  Richmond,  May  3rd 
to  7th.  Pictorial  charts,  graphs,  and  literature  per- 
taining to  child  health  conservation  comprised  this 
exhibit. 

The  Department  also  was  an  exhibitor  at  the 
annual  State  Safety  Conference  in  Roanoke,  May 
17th  to  20th.  That  exhibit  emphasized  industrial 
hygiene  and  crippled  children  activities. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  V irginia 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 

Norfolk  Auxiliary. 

The  Woman’s  Auxiliary  to  the  Norfolk  County 
Medical  Society  held  an  interesting  meeting  in  the 
Library  of  the  Medical  Arts  Building  on  May  5th, 
with  Mrs.  B.  A.  Doggett,  President,  presiding. 

Two  hundred  and  twelve  dollars  and  sixty-five 
cents  was  cleared  from  the  card  party  and  dance 
held  April  7th.  This  amount  will  be  used  for  the 
Auxiliary  bed  in  the  Victory  Memorial  Hospital.  A 
committee  was  appointed  to  confer  with  the  Ad- 
visory Board  to  decide  who  was  to  occupy  this  bed. 

The  Auxiliary  had  a booth  in  the  Seaboard  Citi- 
zens Bank  Building  for  one  day  for  “The  Prevention 
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and  Cure  of  Cancer.”  This  was  the  first  year  of  the 
drive,  and  the  results  were  very  satisfactory. 

“Doctor’s  Day”  was  observed  at  this  meeting. 
Mrs.  K.  W.  Howard  of  Portsmouth  presented  the 
Doctor’s  Day  Program  and  gave  the  Auxiliary  a 
scrapbook  in  which  she  is  putting  all  clippings  per- 
taining to  the  work  of  the  local  physicians.  Mrs. 
Frank  Wilson  read  a beautiful  poem  dedicated  to 
“Our  Doctors”. 

Mrs.  Frank  Redwood  gave  a talk  on  “The  Mental 
Hygiene  Clinic”  which  was  most  interesting. 

The  President  appointed  a nominating  committee 
to  present  a slate  of  officers  at  the  first  fall  meeting 
in  September.  Mrs.  C.  J.  Devine,  president-elect, 
becomes  president,  but  all  other  offices  will  have  to 
be  filled. 

(Mrs.  Wilbert  E.)  Ruby  D.  Butler 

Interesting  Public  Exhibition. 

I would  like  to  urge  every  Doctor’s  wife  who 
comes  to  Richmond  before  October  1st  to  stop  by 
the  Richmond  Academy  of  Medicine  Building,  at 
1200  East  Clay  Street,  and  spend  some  time  viewing 
the  Bi-Centennial  medical  exhibits.  They  are  well 
worth  your  time  and  an  education  in  themselves. 
The  Formal  Opening  was  Saturday  Night,  May 
15th,  and  the  Exhibit  is  now  open  to  the  public 
every  day  except  Sunday  from  10:00  A.  M.  to  1 :00, 
and  2:00  to  5:00  P.  M.  They  will  be  on  display 
until  October  1st. 

(Mrs.  W.  Ambrose)  Lois  L.  McGee 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated  the 
following  has  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 

Eli  Lilly  & Company 

Merthiolate  Suppositories  1:1000. 

Propaganda  for  Reform 

“Is  Milk  Cancer’s  Ally?” — The  March  issue  of  Coronet 
leads  off  with  an  article  entitled  “Is  Milk  Cancer’s  Ally?” 
which  betrays  a broad  and  comprehensive  ignorance  of 
milk  and  of  cancer.  Here  is  the  old  argument  that  modern 
civilized  man  died  of  cancer  but  the  American  Indian  did 
not  die  of  cancer.  The  answer  is  of  course  that  modern 
civilized  man  has  a life  expectancy  of  some  sixty  years  at 
birth  whereas  the  life  expectancy  of  the  Indians  was  about 
thirty  years  at  birth.  The  Indians  simply  did  not  live 
long  enough  to  die  of  cancer.  More  than  90  per  cent  of 
deaths  from  cancer  occur  in  persons  over  forty  years  of 


age.  Some  preposterous  arguments  are  made  to  show 
that  cancer  rates  are  higher  in  the  states  using  the  most 
milk.  It  may  easily  be  shown  that  life  expectancy  is  longer 
in  the  states  using  most  milk  because  of  better  nourishment 
in  those  states.  There  is  evidence  that  the  article  has 
already  produced  fear  in  the  minds  of  some  readers  who 
do  not  stop  to  remember  that  neither  the  author  of  the 
article  nor  the  magazine  that  prints  it  has  the  slightest 
scientific  standing.  ( J . A.  M.  A.,  March  13,  1937,  p.  889.) 

The  Search  for  New  Insecticides. — Lead  arsenate  has 
been  for  years  the  main  reliance  in  the  control  of  insects 
that  prey  on  food  crops.  As  the  product  is  poisonous  a 
significant  amount  of  residue  from  its  use  on  fruits  and 
vegetables  is  deleterious  to  health.  The  United  States 
Department  of  Agriculture  has  been  endeavoring  to  dis- 
cover a more  nearly  ideal  insecticide.  The  most  promising 
discovery  which  the  department  has  made  is  a sulfur  com- 
pound called  phenothiazine.  This  new  product,  which  is 
easily  prepared  by  combining  sulfur  and  diphenylamine, 
has  been  tested  in  large  scale  field  tests,  which,  although 
highly  encouraging,  showed  the  need  for  more  study.  The 
main  objection  to  using  phenothiazine  in  the  orchards  is  its 
effect  on  the  skin  of  those  who  handle  it.  The  Department 
of  Agriculture  has  also  studied  the  use  of  nicotine  com- 
bined with  other  substances,  including  soap  or  lime  sulfur 
mixture,  bentonite,  and  peat.  A disadvantage  of  nicotine 
sprays  is  that  they  are  expensive  ; furthermore,  too  many 
applications  may  injure  foliage.  The  Department  of 
Agriculture  is  also  endeavoring  to  synthesize  the  insec- 
ticidal principles  of  pyrethrum.  Out  of  these  varied  in- 
vestigations by  the  Department  of  Agriculture  probably 
will  come  a practical  and  efficient  new  insecticide.  As 
yet,  however,  not  one  of  the  numerous  products  studied 
is  recommended  for  general  use.  (J.  A.  M.  A.,  March 
27,  1937,  p.  1124.) 

Potassium  Chlorate  in  Dentifrices. — Potassium  chlorate 
has  long  been  used  as  a constituent  of  mouth  washes, 
gargles,  dentifrices  and  extemporaneous  preparations  for 
oral  conditions  such  as  stomatitis  and  mercurial  poisoning. 
Pharmacologic  and  therapeutic  considerations  have  tended 
largely  toward  discrediting  such  usage,  but  the  exploita- 
tion of  pharmaceutic  products  containing  large  amounts, 
of  this  salt,  particularly  dentifrices  and  gargles,  continues 
nevertheless  with  an  apparent  disregard  of  the  possible 
hazards  to  health.  The  Council  on  Dental  Therapeutics 
will  not  accept  any  dentifrice  for  daily  use  which  contains 
potassium  chlorate.  A.  P.  Richardson  of  the  department  of 
pharmacology  of  Stanford  University  School  of  Medicine 
recently  reinvestigated  the  toxic  potentialities  of  continued 
administration  of  chlorate  for  blood  and  tissues.  Rich- 
ardson points  out  that  prolonged  use  of  products  contain- 
ing potassium  chlorate,  which  is  a not  uncommon  practice, 
might  result  in  sufficient  absorption  of  chlorate,  partic- 
ularly when  aided  by  frictional  devices,  local  lesions,  such 
as  ulcers  and  pus  pockets,  and  other  inflammatory  states, 
to  produce  injurious  effects  on  the  blood,  kidneys,  liver  and 
general  health.  This  salt,  Richardson  therefore  concludes, 
has  no  real  place  in  the  cosmetic  armamentarium.  A salt 
action,  when  desired,  may  be  obtained  with  ordinary 
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sodium  chloride  which  can  be  used  virtually  with  impunity. 
The  inclusion  of  potassium  chlorate  in  the  current  edition 
of  the  Pharmacopeia  deserves  to  be  reconsidered  in  the 
light  of  these  experiments.  (J.  A.  M.  A.,  April  17,  1937, 
p.  1343.) 


Book  Announcements 


Synopsis  of  Pediatrics.  By  JOHN  ZAHORSKY,  A.  B.. 
M.  D.,  F.  A.  C.  P.,  Professor  of  Pediastrics  and 
Director  of  the  Department  of  Pediatrics,  St.  Louis 
University  School  of  Medicine,  and  Pediatrician- 
in-Chief  to  the  St.  Mary’s  Group  of  Hospitals;  Fel- 
low of  the  American  Academy  of  Pediatrics.  As- 
sisted by  T.  S.  ZAHORSKY,  B.  S.,  M.  D.,  Instructor 
in  Pediatrics,  St.  Louis  University  School  of  Med- 
icine, and  Assistant  Pediatrician  to  the  St.  Mary’s 
Group  of  Hospitals.  Second  Edition.  St.  Louis. 
The  C.  V.  Mosby  Company.  1937.  12mo  of  367 
pages.  Cloth.  Price,  $4.00. 

There  are  any  number  of  abbreviated  text-books 
in  Medicine,  but  few  are  as  complete  as  Dr.  Zahorsky 
has  made  this  synopsis.  Small  print  and  cutting  out 
all  reference  to  allied  pre-clinical  science  has  helped. 

The  book  is  divided  into  sixty  (60)  chapters  cor- 
responding to  the  sixty  (60)  hours  allowed  to  lecture 
to  cover  the  subject  of  pediatrics  in  a medical  course 
for  undergraduate.  The  general  arrangement  of  the 
chapters  follows  that  of  standard  text-books,  starting 
out  with  growth  and  development  and  working 
through  nutrition,  feeding  diagnosis,  therapeutics  of 
a general  nature  and  up  to  the  definite  disease. 

The  growth  and  development  chapter  is  a good 
drawing  and  fair  picture  of  the  organism  as  a whole. 
However,  some  pediatricians  have  found  their  aver- 
age height  and  weight  for  children  much  more  accu- 
rate if  they  add  one  other  measure,  the  width  (bi- 
iliac  diameter  tables  for  the  use  have  been  worked 
out  and  are  easily  applicable.) 

Under  feeding  there  are  so  many  complicated 
ways  of  working  out  a child's  energy  requirements. 
We  are  glad  to  see  none  of  these  have  been  stressed 
to  the  exclusion  of  a common  sense  estimate  of 
quantity,  quality  and  amount  at  each  interval. 

Perhaps  one  reason  for  the  popularity  of  this 
synopsis  lies  in  stressing  the  use  of  our  five  senses 
in  making  a diagnosis.  In  the  chapter  on  infectious 
diseases,  infection  of  the  respiratory  tract  and 
alimentary  tract,  which  cover  most  of  children’s  ills, 
this  is  particularly  true.  The  author  places  special 
emphasis,  with  plates  and  illustrations  as  well  as 
references  in  the  text,  to  the  appearance  of  the  stool 
and  of  the  throat  and  tongue,  which  together  with 


the  feel  of  the  pulse,  respiratory  excretor  and  the 
appearance  of  the  child,  constitute  the  most  success- 
ful armament  for  a diagnosis  obtainable. 

A great  deal  that  goes  into  the  treatment  section 
of  a text-book  is  useless  verbiage.  In  this  synopsis 
under  pertussis  there  is  a good  page  of  treatment, 
concise  yet  full,  but  most  of  the  treatment  para- 
graphs have  been  cut  so  they  seem  almost  cursory, 
for  instance,  asthma,  genito-urinarv,  etc.  It  is  re- 
assuring to  a physician  and  a parent  to  know  the 
various  treatments  used.  Even  if  unsatisfactory, 
knowledge  gives  us  freedom  and  freedom  from  our 
would-be  officious  helper  is  an  asset. 

This  is  undoubtedly  a useful  and  practical 
synopsis. 

W.  E.  Chapin. 

Pediatric  Nursing.  By  JOHN  ZAHORSKY,  A.  B., 
M.  D.,  F.  A.  C.  P.,  Professor  of  Pediatrics  and  Di- 
rector of  the  Department  of  Pediatrics,  St.  Louis 
University  School  of  Medicine;  and  Pediatrician- 
In-Chief  to  the  St.  Mary’s  Group  of  Hospitals;  etc. 
Assisted  by  BERYL  E.  HAMILTON,  R.  N„  Grad- 
uate of  St.  Luke’s  Hospital,  St.  Louis.  The  C.  V. 
Mosby  Company.  St.  Louis.  1936.  Octavo  of  568 
pages.  With  144  Illustrations  in  the  text  and  seven 
Color  Plates.  Cloth.  Price,  $3.00. 

This  book  was  written  essentially  for  the  nurse. 
The  author  has  kept  in  mind  the  part  played  in  the 
rapid  progress  of  pediatrics,  and  has  presented  a 
text  which  is  evident  of  this  thought.  The  book  is 
divided  into  two  parts. 

Part  I is  devoted  to  the  science  of  pediatrics.  In 
this  section  he  presents  a large  amount  of  material 
in  a concise  and  dynamic  way.  An  attempt  is  made 
to  present  the  scientific  facts  that  the  author  con- 
siders most  useful  to  the  nurse. 

Part  II  deals  with  nursing  practice  in  pediatrics. 
He  considers  nursing  in  relation  to  the  home  as  well 
as  to  the  hospital.  The  methods  of  procedure  may 
be  adapted  to  any  hospital  technique. 

The  chapters  on  The  Milk  Laboratory  and 
Preparation  of  Special  Formula  are  definite  assets. 

The  illustrations  are  sufficient  to  add  to  the  in- 
terest and  emphasis  of  the  book.  They  are  well 
selected.  There  are  144  in  number,  and  seven  of 
these  are  color  plates. 

The  author  invited  criticism  on  chapters  XXVIII 
and  XXIX.  In  regard  to  this  request  it  is  my 
opinion  that  both  of  these  chapters  which  deal  with 
the  newborn  could  be  considered  with  obstetrics, 
thereby  omitting  them  from  this  text.  However,  they 
are  good  chapters  and  well  written. 
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The  value  of  the  book  for  reference  is  evident. 
As  a text  it  is  useful  in  part. 

Mae  Turner,  R.  N., 
Supervisor  of  Nurses 
Dooley  Hospital. 

The  Management  of  Obstetric  Difficulties.  By  PAUL 
TITUS,  M.  D.,  Obstetrician  and  Gynecologist  to  the 
St.  Margaret  Memorial  Hospital,  Pittsburgh;  Con- 
sulting Obstetrician  and  Gynecologist  to  the  Pitts- 
burgh City  Homes  and  Hospital,  Mayview,  and  the 
Homestead  Hospital,  Homestead,  Pa.;  Secretary  of 
the  American  Board  of  Obstetrics  and  Gynecology. 
St.  Louis.  The  C.  V.  Mosby  Company.  1937.  Oc- 
tavo of  xxii-879  pages.  With  314  Illustrations  In- 
cluding four  Color  Plates.  Cloth.  Price,  $8.50. 

The  work  is  designed  to  be  a practical  aid  to 
physicians  who  are  meeting  and  contending  with 
obstetric  difficulties  and  emergencies.  With  a few 
exceptions  it  attains  this  aim  admirably.  The  section 
on  repeated  abortions  is  disappointing,  especially 
since  the  encouraging  reports  from  the  use  of 
progestrin  from  Chicago  and  of  wheat  germ  oil  from 
Canada.  In  the  treatment  of  placenta  previa,  the 
author  makes  no  mention  of  the  extraovular  bag. 
This  is  unfortunate,  for  nothing  is  more  useful  to  a 
general  practitioner  who  is  practicing  obstetrics  in 
the  home. 

I am  disappointed  that  Dr.  Titus,  with  his  wide 
experience  and  practical  turn,  has  not  tried  Bier’s 
hyperemia  in  the  treatment  of  breast  abscesses.  With 
it  one  can  make  use  of  smaller  incisions.  In  fact, 
puncture  with  an  8 or  10  bore  needle  is  sufficient. 
There  is  no  need  of  packing.  The  treatment  is  much 
more  comfortable  to  the  patient,  and  the  resultant 
scar  is  scarcely  noticeable. 

The  chapters  on  the  treatment  of  sterility  can  not 
be  praised  too  highly.  They  alone  are  easily  worth 
the  price  of  the  book. 

M.  P.  Rucker,  M.  D. 


Handbook  of  Orthopaedic  Surgery.  By  ALFRED 
RIVES  SHANDS,  Jr.,  B.  A.  M.  D.,  Associate  Pro- 
fessor of  Surgery  in  Charge  of  Orthopaedic  Sur- 
gery, Duke  University  School  of  Medicine,  and 
Chief  of  the  Orthopaedic  Service,  Duke  Hospital, 
Durham,  N.  C.;  etc.  In  Collaboration  with  RICH- 
ARD BEVERLY  RANEY,  B.  A.,  M.  D.,  Instructor 
in  Orthopaedic  Surgery,  Duke  University  School  of 
Medicine.  St.  Louis.  The  C.  V.  Mosby  Company. 
1937.  Octavo  of  593  pages.  With  169  Illustrations. 
Cloth.  Price  $5.00. 

“Handbook  of  Orthopaedic  Surgery,”  by  Alfred 
Rives  Shands,  Jr.,  is  dedicated  to  Dr.  William 
Stevenson  Baer.  Dr.  Baer,  were  he  living,  would 
take  pride  in  its  author,  his  former  pupil. 

Dr.  Shands,  in  the  preparation  of  this  book,  did 


something  which  most  authors  would  like  to  do  and 
would  profit  from  doing.  In  his  preface  he  states 
that  various  sections  of  the  manuscript  were  sent  to 
twenty-four  teachers  of  orthopaedic  surgery  and 
allied  subjects  for  their  criticism.  Thus  he  presents, 
“not  the  views  of  one  man  or  of  one  school,  but  the 
consensus  of  opinion  as  recorded  in  the  orthopaedic 
textbooks  and  in  the  more  recent  orthopaedic  liter- 
ature, criticized  and  tempered  with  the  experience 
and  thought  of  twenty-four  teachers  of  orthopaedic 
surgery  and  allied  subjects  representing  eighteen 
different  medical  schools.” 

The  text  is  really  a handbook  for,  while  it  is  short 
and  concise  enough  not  to  weary  with  useless  words, 
it  is  complete  enough  to  cover  practically  every  sub- 
ject of  orthopaedic  surgery.  The  illustrations  are 
nearly  all  pen  and  ink  drawings  and  are  as  a whole 
good.  Particularly  good  is  the  bibliography  which 
is  placed  at  the  end  of  the  book  and  consists  chiefly 
of  references  to  articles  in  journals  in  the  past  ten 
years.  As  a consequence,  most  of  the  treatment  in 
the  text  is  modern  as,  for  instance,  the  emphasis 
placed  on  very  early  treatment  for  congenital  dis- 
location of  the  hip,  instead  of  the  former  practice  of 
waiting  until  the  child  is  two  or  three  years  old. 

There  are  only  two  criticisms  which  this  reviewer 
has  to  make.  The  right  angle  position  of  choice  for 
ankylosis  of  the  elbow  is  usually  not  as  useful  as 
when  ankylosis  is  obtained  at  a slightly  more  obtuse 
angle  (100°-110°).  Also,  we  cannot  agree  that 
braces  should  not  be  used  for  the  treatment  of  bow- 
legs and  knock  knees  in  children  under  three  years 
of  age.  At  this  stage  the  use  of  braces  will  often 
correct  the  deformity  completely. 

Altogether  the  book  is  good,  which  is  no  surprise 
to  anyone  who  is  familiar  with  Dr.  Shands’ 
knowledge  of  orthopaedic  surgery  and  his  ability  in 
its  practice. 

D.  M.  F. 

Abortion.  Spontaneous  and  Induced.  Medical  and 
Social  Aspects.  By  FREDERICK  J.  TAUSSIG, 
M.  D.,  F.  A.  C.  S.,  Professor  of  Clinical  Obstetrics 
and  Clinical  Gynecology,  Washington  University 
School  of  Medicine,  St.  Louis.  This  Volume  is  one 
of  a series  dealing  with  medical  aspects  of  human 
fertility  sponsored  by  The  National  Committee  on 
Maternal  Health,  Inc.  St.  Louis.  The  C.  V. 
Mosby  Company.  1936.  Octavo  of  536  pages. 
Illustrated.  Cloth.  Price,  $7.50. 

The  book  treats  of  a major  problem  confronting 
not  only  the  medical  profession,  but  the  theologist, 
the  social  worker,  statesmen,  and  all  others  interested 


168 


Virginia  Medical  Monthly 


[June, 


in  human  welfare.  When  it  is  recalled  that  there 
were  68,000  abortions  in  this  country  last  year, 
the  far  reaching  medical  and  social  consequences 
become  apparent.  The  author  presented  his  first 
monograph  on  the  subject  in  1910  and  in  this  volume 
brings  together  the  accumulated  knowledge  which 
comes  from  a continuous  interest  since  that  date. 

The  book  is  divided  into  four  major  sections. 
The  first  deals  with  the  history  of  abortion.  The 
widespread  practice  of  abortion  among  savage  races 
is  described  and  the  evolution  of  the  practice  is 
traced  into  modern  life.  The  section  is  concluded 
with  a chapter  on  “abortion  in  animals”  by  Dr. 
Walter  L.  Williams.  The  second  part  considers  the 
problem  of  spontaneous  abortion,  the  etiology,  path- 
ology, treatment,  and  complications.  Section  three 
deals  with  induced  abortion  and  presents  the  in- 
dications for  and  the  technique  of  therapeutic 
abortion.  The  criminal  type  of  induced  abortion  is 
discussed  and  contraception  or  sterilization  offered 
as  a possible  solution  to  the  problem.  The  last 
section  describes  the  social  aspects  of  the  problem. 
It  contains  much  statistical  data  along  medico- 
social  lines,  such  as  age,  race  legitimacy  and  re- 
ligious aspects.  The  experiment  in  legalization  of 
abortion  conducted  in  the  Soviet  Union  is  described 
in  detail. 

The  subject  matter  of  this  book  is  comprehensive 
and  yet  has  none  of  the  pedagogic  tone  of  the  text- 
book. The  material  is  complete  and  brings  under 
one  cover  all  of  the  information  now  available  on 
the  subject. 

The  book  is  of  paramount  interest  to  the  medical 
profession  but  can  be  a source  of  reference  to  all 
who  interest  themselves  in  social  problems. 

William  Bickers,  M.  D. 

Senile  Cataract.  Methods  of  Operating.  By  W.  A. 
FISHER,  M.  D.,  F.  A.  C.  S.,  Chicago,  111.  Professor 
of  Ophthalmology,  Chicago  Eye,  Ear,  Nose  and 
Throat  College;  Formerly  Professor  of  Clinical 
Ophthalmology,  University  of  Illinois;  etc.  Third 
Revised  Edition.  Chicago.  H.  G.  Adair  Printing 
Co.  1937.  12mo.  of  150  pages.  Cloth.  Price  $2.00. 

This  book  reviews  the  numerous  methods  of  cata- 
ract extraction,  with  chapters  by  various  ophthalmic 
surgeons  throughout  the  world,  as  well  as  the  author. 
It  gives  a comprehensive  review  which  is  valuable 


as  a reference  book,  and  especially  good  advice  in 
regard  to  learning  the  several  techniques  on  animals’ 
eyes. 

E.  H. 

Ophthalmoscopy,  Retinoscopy  and  Refraction.  With 
New  Chapters  on  Orthoptics.  By  W.  A.  FISHER, 
M.  D.,  F.  A.  C.  S.,  Chicago,  111.  Professor  of 
Ophthalmology,  Chicago  Eye,  Ear,  Nose  and 
Throat  College;  Formerly  Professor  of  Clinical 
Ophthalmology,  University  of  Illinois;  etc.  Fourth 
Revised  Edition.  Chicago.  H.  G.  Adair  Printing 
Co.  1937.  12mo  of  210  pages.  Cloth.  Price, 
$2.00,  postpaid. 

This  volume  crowds  a good  deal  of  elementary 
knowledge  into  a small  space.  All  of  its  contents 
can  be  found  more  accurately  stated  in  other  works. 
It  is  questionable  whether  the  general  practitioner 
or  his  patients  will  profit  by  the  little  learning  to  be 
obtained,  and  those  who  seriously  practice  ophthal- 
mology will  not  be  satisfied  with  it. 

E.  H. 

Cataract.  Its  Preventive  and  Medical  Treatment. 
For  Specialists,  General  Practitioners  and  Stu- 
dents. By  A.  EDWARD  DAVIS,  A.  M„  M.  D., 
Formerly  Professor  of  Ophthalmology,  New  York 
Post-Graduate  Medical  School  and  Hospital  (Co- 
lumbia); Consultant  Ophthalmic  Surgeon,  New 
York  Post-Graduate  Medical  School  and  Hospital; 
etc.  Philadelphia.  F.  A.  Davis  Company.  1937. 
Octavo  of  xix-161  pages.  Cloth.  Price,  $3.00. 

The  thesis  of  this  book  is  that  cataract  is  a pre- 
ventable disease,  and  one  amenable  to  arrest  after  it 
has  begun.  The  author  chides  the  medical  profession 
for  an  unscientific  attitude  of  conservatism  and 
pessimism  and  advocates  extensive  and  expensive 
treatment,  local  and  general,  medicinal  and  dietetic, 
but  chiefly  his  own  lens  antigen  (immunological) 
treatment  which  he  has  recommended  with  enthu- 
siasm for  many  years.  There  is  much  of  interest  in 
the  book  and  it  should  encourage  further  investi- 
gation of  the  subject,  but  one  could  wish  that  a more 
conservative  and  scientific  attitude  had  inspired  the 
book  and  theories  entirely  unproven  had  not  been 
advanced  as  facts. 

The  ability  to  prevent  cataracts  and  to  cure  them 
without  surgery  is  a consummation  devoutly  to  be 
wished,  but  a careful  reading  of  this  book  does  not 
encourage  one  to  believe  that  the  knowledge  now 
available  leads  to  such  results. 


E.  H. 
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Editorial 


A Fear  Complex? 

A recent  issue  of  the  American  Journal  of  Cancer 
carried  an  article  which  should  be  read  carefully  by 
that  part  of  the  medical  profession  which  seems  con- 
vinced that  cancer  is  on  the  increase  and  appears  to 
delight  in  frightening  out  of  their  wits  their  fellow 
men  and  women  who  under  skillful  propaganda 
have  been  trained  to  shudder  every  time  the  word 
is  mentioned. 

Admitting  the  high  incidence  of  cancer — the 
second  high  ranking  cause  of  death  in  the  United 
States,  with  150,000  deaths  to  its  credit  each  year — 
the  author  of  the  article  reassures  us  with  the  asser- 
tion that  “the  cancer  situation  in  the  United  States 
is  far  from  alarming.  A number  of  forms  of  cancer 
are  already  showing  a decline  in  trends.”  He  goes 
on  to  say  that  a “detailed  analysis  leads  to  the  con- 
clusion that  much,  if  not  all,  of  this  increase  is 
spurious.  The  rise  in  cancer  mortality  is  practically 
limited  to  males,  and  among  white  men  increases 
in  the  recorded  death  rates  were  sizable  only  at  ages 
above  fifty-five  years.  . . . This  difference  in  the 
trend  by  sex  is  to  be  viewed  in  the  light  of  the  fact 
that  about  four-fifths  of  the  cancers  among  males, 
but  only  half  the  cancers  among  females,  occur  in 
inaccessible  sites,  thus,  improvement  in  diagnosis 
over  the  twenty-five  year  period  (due  to  increased 
hospitalization,  more  skilled  surgical  treatment,  more 
post-mortem  examinations,  and  improved  diagnostic 


procedures),  would  tend  to  raise  the  recorded  mor- 
tality for  males  more  than  for  females.  In  general, 
cancers  of  inaccessible  sites  show  a rise  in  death 
rates  whereas  those  in  accessible  sites  exhibit ' a 
downward  trend.” 

With  appropriate  gratitude  for  the  200  cancer 
centers  which  now  dot  the  country  and  the  record 
of  25,000  “cured”  persons  who  have  been  registered 
by  the  American  College  of  Surgeons  within  the  last 
three  years,  one  still  wonders  if  we  are  not  crying 
wolf  a little  too  often  and  a little  too  loud,  and  if 
jangled  nerves,  fear  complexes,  and  desperate  reso- 
lutions may  not  in  many  cases  rival  the  havoc  of 
cancer  itself. 

Health  and  Marriage. 

About  a year  ago  the  State  of  Connecticut  wrote 
upon  its  statute  books  a law  requiring  health  ex- 
aminations before  marriage.  The  intent  of  that  law 
as  summarized  in  the  February  issue  of  the  Journal 
of  Social  Hygiene  is  as  follows: 

“1.  Education  of  the  public  in  regard  to  the  nature 
of  the  disease  syphilis,  its  method  of  spread,  prob- 
ability of  transmission  to  the  other  marital  partner 
(husband  or  wife),  and  syphilis  spread  to  the  off- 
spring. 

“2.  A means  of  postponing  marriage  between  an 
infected  person  and  another  while  in  the  commun- 
icable stage  of  the  disease. 

“3.  A stimulus  to  infected  persons  who  may  be 
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considering  marriage  to  go  and  secure  treatment  if 
they  have  neglected  to  keep  up  treatment. 

“4.  To  prevent  the  birth  of  congenital  syphilitic 
children. 

“5.  To  decrease  the  number  of  persons,  children 
and  adults,  who  may  have  to  enter  mental  defective 
institutions  or  other  institutions  because  of  the  effect 
syphilis  has  on  the  central  nervous  system. 

“6.  To  promote  marital  happiness:  During  the 
period  January  1,  1936,  to  December  31,  1936,  there 
have  been  14,601  blood  examinations  done  under 
the  law.” 

A sovereign  state  with  power  to  issue  licenses  to 
marry,  to  declare  who  shall  perform  the  marriage 
ceremony,  and  to  deny  the  privilege  of  marriage  to 
minors,  epileptics  and  imbeciles,  should  logically 
extend  its  statutory  provisions  to  prevent  the  mar- 
riage of  syphilitics.  Within  the  short  period  during 
which  the  Connecticut  law  has  been  in  operation  a 
number  of  unsuspected  syphilitic  infections  in  can- 
didates for  matrimony  have  been  uncovered  and  it 
has  been  estimated  that  from  80-90  per  cent  of  the 
persons  so  infected  had  no  knowledge  of  their  in- 
fection prior  to  the  blood  test.  Approximately  15,000 
persons  have  been  married  in  Connecticut  since  the 
law  was  enacted.  All  of  them  could  be  certain  that 
syphilis  did  not  lurk  in  their  bodies  to  produce  almost 
certain  domestic  tragedy. 

Pneumococcus  Type  VII. 

In  the  split-up  of  the  group  of  pneumococci 
formerly  classified  as  Type  IV,  Type  VII  has  as- 
sumed considerable  importance.  Numerically  it  ranks 
among  the  four  commonest  types  to  be  found  in  the 
old  Group  IV.  Pneumonias  produced  by  this  organ- 
ism run  the  classical  course  of  lobar  pneumonia. 
Serum  therapy  has  given  favorable  results.  Finland, 
Maxwell  et  al,  in  the  January  issue  of  the  American 
Journal  of  Medical  Sciences,  report  195  cases  of 
Type  VII  pneumonia  from  the  Boston  City  Hospital, 
thirty  of  which  were  treated  with  specific  serum  with 
an  appreciable  lowering  of  the  death  rate. 

Pneumoperitoneum. 

The  X-ray  is  assuming  increasing  importance  in 
obstetric  and  gynecologic  diagnosis.  The  intro- 
duction of  air  into  the  peritoneal  cavity  as  a further 
aid  is  the  subject  of  a thought  producing  paper  by 
Irving  F.  Stein  in  the  April  issue  of  Radiology. 
Here  it  is  maintained  that  although  the  method  is 


time-consuming,  it  is  more  reasonable  than  explor- 
atory laparotomy,  that  it  is  free  from  danger,  and 
that  it  is  particularly  useful  in  the  differential 
diagnosis  of  intrauterine  pregnancy,  corpus  luteum 
cysts,  and  unruptured  tubal  pregnancy. 

S 855. 

Physicians  interested  in  the  steadily  unfolding 
purpose  of  the  present  administration  relative  to 
matters  of  public  health  and  the  medical  care  of  the 
American  people  would  do  wTell  to  read  Bill  855 
introduced  into  the  Senate  of  the  United  States  on 
January  15,  1937,  by  Mr.  Capper,  as  the  Federal 
Health  Insurance  Law.  It  is  designed  to  promote 
state  systems  of  health  insurance  through  federal 
subsidy.  When  it  joins  upon  the  statute  books  the 
Old  Age  Pension  Law  and  the  Unemployment  In- 
surance Act  we  shall  have  created  in  this  country  a 
notable  triad  of  health  legislation. 

A Woman’s  Book. 

The  title  of  Dr.  Rosalie  Slaughter  Morton’s  auto- 
biography, A Woman  Surgeon,  is  perfectly  chosen. 
Surgeon  she  was  and  is,  and  a good  one,  but  pri- 
marily, first,  last  and  always,  she  is  a woman.  Her 
idealistic  approach  to  her  profession  and  her  personal 
reaction  to  her  patients  epitomize  the  strength  and 
weakness  of  a woman  in  medicine,  a career  which  is 
at  best  a high  calling  and  at  worst  a business,  a 
career  in  which  there  must  be  a curious  blending  of 
self-negation  and  self-appreciation,  demanding  on 
occasion  the  utmost  in  personalities  and  the  utmost 
in  impersonalities. 

The  reviewer  is  frank  to  admit  far  more  interest 
in  the  psychology  of  the  writer  than  in  the  travels 
and  services  to  humanity  that  took  her  from  India  to 
Labrador,  from  Salonica  to  New  York,  in  war  and 
in  peace,  varied  and  unusual  as  many  of  these  were. 
One  would  expect  from  a woman  going  into  medicine 
at  the  turn  of  the  century  much  of  the  bitterness  that 
warped  and  hampered  so  many  of  the  early  feminists. 
Perhaps  it  is  because  she  represents  a later  generation 
in  the  struggle  to  prove  the  worth  and  ability  of 
women  in  the  professions,  but,  whatever  the  cause, 
the  bitterness  is  fortunately  almost  altogether  lacking. 
One  suspects  that  the  New  Jersey  Quaker  strain  in 
Dr.  Morton’s  ancestry,  which  must  surely  be  credited 
with  the  independence  that  enabled  her  to  defy  her 
family’s  wishes  and  follow  her  brothers  in  the  fam- 
ily calling,  was  softened  and  made  effectual  by  the 
Virginia  setting  of  her  youth,  for  the  traditional  Vir- 
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ginia  conviction  is  that  a woman’s  first  duty  is  to 
please.  One  strongly  suspects,  without  corroborating 
study  of  the  frontispiece,  that  “he  liked  my  profile” 
was  the  secret  of  at  least  some  of  the  pleasant  con- 
tacts and  relations  that  Dr.  Morton  sustained  with 
her  masculine  colleagues.  There  are  more  ways  than 
one  to  skin  a cat,  and  if  a woman  can  perform  a 
usually  major  operation  painlessly  and  without  shock 
it  is  everlastingly  to  her  credit,  more  especially  if  she 
can  take  a healthy  pleasure  in  the  job  the  while. 
There  are  wars  enough  in  the  world  without  the 
battle  of  the  sexes  being  further  prolonged,  a battle 
which  has  dragged  on  long  enough  in  all  conscious- 
ness. 

The  book  seems  quite  a perfect  presentation  of  a 
woman’s  best  field  in  medicine.  Private  practice, 
yes,  limited  rather  definitely  to  the  diseases  of  women 
and  children,  but  who  calls  that  a limitation?  Women 
in  the  biologic  nature  of  things,  not  men,  are  subject 
to  all  the  ills  that  flesh  is  heir  to.  Public  health  work, 
yes,  with  again  no  limitation  to  speak  of,  for  public 
health  work  at  its  best  is  educational  and  must  be 
directed  in  the  final  analysis  at  women,  the  makers 
of  homes  and  preservers  of  life.  Hospital  and  in- 
stitutional work  of  all  kinds,  yes,  with  again  a wide 
and  varied  field  limited  only  by  the  ability  to  stand 
hard  work  and  to  suffer  scant  recognition  for  patient 
devotion  to  duty  among  the  down  and  out  who  drag 
themselves  to  the  doors  of  our  outpatient  departments 
day  after  day  in  the  big  cities  or  lie  hopeless  and 
unbefriended  in  the  wards  of  our  charity  hospitals 
and  poor  houses.  Dr.  Morton’s  book  proves  that  the 
doors  in  medicine  are  wide  open  to  women  who  can 
stand  its  pace,  but  it  says  nothing  to  disprove  the 
contention  that  if  a woman  is  to  succeed  in  medicine 
against  the  competition  of  men,  as  in  any  other  pro- 
fession, she  had  best  be  about  ten  times  as  well  pre- 


University of  Virginia  Post-Graduate  Clinic. 

The  nineteenth  Post-Graduate  Clinic  of  the 
University  of  Virginia  was  held  in  the  University 
Hospital  on  May  7th,  and  was  devoted  to  a dis- 
cussion of  “The  Diagnosis  and  Treatment  of  the 
Commoner  Forms  of  Arthritis.” 


pared  as  a man  and  about  ten  times  as  good  as  a 
man  at  his  game. 

There  is  a naivete  about  the  presentation  of  the 
life  and  works  of  Rosalie  Slaughter  Morton  that  is 
disarming  to  the  accusation  of  egotism  so  easily  given 
such  autobiographies.  If  I tell  the  story  of  my  life 
I must  tell  of  my  triumphs  even  at  the  expense  of 
casting  some  doubt  upon  my  native  modesty  and  at 
the  risk  of  convincing  my  audience  that  I think  I 
am  a great  person.  It  is  a difficulty  that  cannot  easily 
be  avoided  save  by  turning  my  material  over  to  a 
biographer  who  might  well  lose  the  special  flavor 
that  I might  impart.  In  this  case  that  would  have 
been  a pity,  for  Dr.  Morton  does  impart  a special 
flavor.  The  sympathetic  reader  will  not  be  disturbed 
by  such  statements  as  “I  was  dynamic,”  and  “I 
became  cosmopolitan,”  realizing  that  Dr.  Morton 
herself  was  surprised  that  a woman  in  a difficult 
field  could  win  rich  rewards,  having  steeled  herself 
for  a different  fate,  and  that  she  was  simply  glad 
and  grateful  and  without  affectation  in  saying  so. 
That  the  World  World  demanded  talents  of  organi- 
zation such  as  she  possessed  and  that  she  used  them 
to  the'  fullest  extent  for  all  war  sufferers,  particularly 
Serbian,  and  for  other  women  practitioners,  increas- 
ing their  prestige  and  extending  the  theatre  of  their 
operations,  lifted  her  from  the  comparative  obscurity 
of  a successful  New  York  practice  to  the  bright  light 
of  an  international  fame. 

The  profession  in  Virginia  acclaims  Dr.  Morton 
as  a confrere  who  faced  life  with  courage  and  de- 
termination, a desire  to  learn  and  a desire  to  be  of 
service,  and  hopes  that  in  the  future  her  path  will 
lie  more  in  the  state  that  gave  her  birth  and  towards 
which  her  eyes  have  often  turned  in  the  years  that 
lie  between. 

N.  B. 


The  particular  phases  of  the  subject  discussed, 
and  those  who  led  these  discussions  were  as  follows : 

“Rheumatic  Fever” — Dr.  J.  Edwin  Wood,  University, 
Va. 

“Laboratory  Aids  in  the  Diagnosis  of  Arthritis” — Dr. 
John  Staige  Davis,  Jr.,  New  York  City  (Director  of  the 


Department  of  Clinical  and  Medical  Education 
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Arthritic  Out-Patient  Departments  of  the  Post-Graduate 
and  St.  Luke’s  Hospitals). 

‘‘Focal  Infections  in  Arthritis” — Dr.  Stuart  Craig,  New 
York  City  (Otolaryngologist,  Rockefeller  Institute). 

“Some  Axiomatic  Generalizations  Useful  in  the  Diag- 
nosis of  Joint  Diseases” — Dr.  Philip  S.  Hench,  Rochester, 
Minn.  (Chief  of  the  Section  on  Diseases  of  Joints,  Mayo 
Clinic) . 

“Physiotherapy  in  the  Treatment  of  Arthritis” — Dr. 
Robert  V.  Funsten,  University,  Va. 

“The  Treatment  of  the  Commoner  Forms  of  Arthritis” — 
Dr.  Philip  S.  Hench. 

On  the  evening  before  the  day  of  the  clinic  Dr. 
Hench  gave  a lecture  on  “Gout”  before  the  Uni- 
versity of  Virginia  Medical  Society. 

One  hundred  three  persons  attended  the  clinic, 
as  listed  below: 

Dr.  C.  D.  Moore,  Wytheville. 

Dr.  Homer  E.  Clarke,  Massie’s  Mill. 

Dr.  C.  F.  Graham,  Wytheville. 

Dr.  E.  M.  Chitwood,  Wytheville. 

Dr.  Hunter  McGuire,  Richmond. 

Dr.  Thomas  F.  Gill,  Richmond. 

Dr.  J.  A.  Grizzard,  Drewrysville. 

Dr.  B.  F.  Randolph,  Arrington. 

Dr.  Reid  White,  Lexington. 

Dr.  W.  O.  Smith,  Altavista. 

Dr.  T.  D.  Sloane,  University. 

Dr.  J.  G.  Brown,  Woodville. 

Dr.  G.  C.  Campbell,  Staunton. 

Dr.  D.  M.  Kipps,  Front  Royal. 

Dr.  E.  L.  Grubbs,  Front  Royal. 

Dr.  R.  L.  Hillman,  Emory. 

Dr.  W.  I.  Owens,  Pulaski. 

L.  G.  Cecil,  Roanoke. 

Dr.  R.  L.  Raiford,  Franklin. 

Dr.  W.  H.  Turner,  Round  Hill. 

Dr.  A.  A.  Sizer,  Schuyler. 

Dr.  W.  H.  Gordon,  U.  S.  Public  Health  Service. 

Dr.  W.  H.  Higgins,  Richmond. 

Dr.  W.  L.  Powell,  Roanoke. 

Dr.  H.  H.  Wescott,  Roanoke. 

Dr.  M.  B.  Jarman,  Hot  Springs. 

Dr.  Jeanette  Jarman,  Hot  Springs. 

Dr.  Marshall  J.  Payne,  Staunton. 

Dr.  John  E.  Womack,  Staunton. 

Dr.  W.  F.  Hartman,  Swoope. 

Dr.  H.  J.  Morton,  Stuart’s  Draft. 

Dr.  H.  G.  Byrd,  Louisa. 

Dr.  B.  L.  Carleton,  Newport  News. 

Dr.  J.  C.  Cutler,  Newport  News. 

Dr.  N.  B.  Jeter,  Covington. 

Dr.  A.  E.  Turman,  Richmond. 

Dr.  William  H.  Parker,  Richmond. 

Dr.  Philip  Jones,  Richmond. 

Dr.  Roy  Kellum,  Richmond. 

Dr.  Horace  Hicks,  Highland  Springs. 


Dr.  Harry  Hinchman,  Richmond. 

Dr.  A.  M.  McLaughlin,  Waynesboro. 

Dr.  J.  F.  Hubbard,  Waynesboro. 

Dr.  F.  J.  Wright,  Petersburg. 

Dr.  F.  J.  Wright,  Jr.,  Petersburg. 

Dr.  George  W.  Parrott,  New  Market. 

Dr.  H.  S.  Daniel,  Louisa. 

Dr.  O.  W.  Carper,  Front  Royal. 

Dr.  E.  A.  Harper,  Lynchburg. 

Dr.  John  Hundley,  Lynchburg. 

Dr.  E.  G.  Scott,  Lynchburg. 

Dr.  O.  N.  Shelton,  Orange. 

Dr.  J.  W.  Knutson,  U.  S.  Public  Health  Service. 

Dr.  O.  L.  Jones,  Hopewell. 

Dr.  J.  C.  Coulter,  Charlottesville. 

Dr.  Carol  Rice,  Sweetbriar. 

Dr.  J.  J.  Waff,  Shenandoah. 

Dr.  M.  O.  Burke,  Richmond. 

Miss  Susie  M.  Jones,  LTniversity  of  Virginia. 

Mrs.  Cary  Nelson  Davis,  University  of  Virginia. 

Dr.  Anita  Lotti,  Charlottesville. 

Dr.  F.  M.  Horsley,  Arrington. 

Dr.  H.  F.  Sommerdahl,  Roanoke. 

Dr.  R.  L.  Page,  Batesville. 

Dr.  C.  O.  Dearmont,  White  Post. 

Dr.  Carroll  Iden,  Berryville. 

Dr.  Frank  E.  Tappan,  Berryville. 

Dr.  H.  C.  McCoy,  Gordonsville. 

Dr.  E.  D.  Davis,  Jr.,  Crozet. 

Dr.  G.  S.  Fultz,  Butterworth. 

Dr.  J.  B.  Dalton,  Richmond. 

Dr.  Carleton  Moorman,  Altavista. 

Mrs.  G.  Pettit,  University  of  Virginia. 

Dr.  T.  H.  Tomlinson,  Jr.,  U.  S.  Public  Health  Service 
Dr.  F.  D.  Daniel,  Charlottesville. 

Dr.  J.  L.  Stringfellow,  Culpeper. 

Dr.  Granville  Eastham,  Culpeper. 

Dr.  O.  K.  Burnette,  Culpeper. 

Dr.  A.  F.  Robertson,  Staunton. 

Dr.  W.  A.  Murphy,  Staunton. 

Dr.  T.  E.  Patteson,  Ransoms. 

Dr.  Lewis  Holladay,  Orange. 

Dr.  C.  P.  Harsbbarger,  Port  Republic. 

Dr.  J.  C.  Harsbbarger,  Harrisonburg. 

Dr.  J.  L.  Deuterman,  Arlington. 

Mr.  Charles  Massell,  Atlanta,  Ga. 

Dr.  Harry  Harrison,  Norfolk. 

Dr.  D.  E.  Watkins,  Waynesboro. 

Dr.  J.  M.  Holloway,  Fredericksburg. 

Dr.  James  W.  Hunter,  Norfolk. 

Dr.  Boyd  Id.  Payne,  Staunton. 

Dr.  Wade  C.  Payne,  Haymarket. 

Dr.  Charles  W.  Putney,  Staunton. 

Dr.  W.  R.  Warren,  Woodberry  Forest. 

Dr.  D.  O.  Nichols,  Charlottesville. 

Dr.  C.  W.  Holman,  New  York,  N.  Y. 

Dr.  W.  D.  Macon,  Charlottesville. 

Dr.  R.  A.  Moore,  Farmville. 
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Dr.  C.  C.  Canada,  East  Falls  Church. 

Dr.  E.  B.  Robertson,  Danville. 

Dr.  M.  L.  Rea,  Charlottesville. 

Dr.  Percy  Harris,  Scottsville. 

Dr.  E.  J.  Haden,  Arvonia. 

Seventy-one  of  the  one  hundred  three  registered 
listed  themselves  as  general  practitioners,  the  re- 
mainder being  engaged  in  various  specialties. 

Obstetrics  and  Gynecology. 

On  May  22nd,  Dr.  Shamburger  completed  the 
post-graduate  course  which  he  was  offering  in  the 
Peninsula  and  in  Norfolk.  Meetings  were  held  in 
Williamsburg,  for  the  doctors  of  James  City  and 
New  Kent  Counties;  in  Newport  News;  and  in 
Norfolk.  In  Norfolk  separate  meetings  were  held 
for  the  white  doctors  and  for  the  colored  doctors 
there  and  in  Portsmouth. 

Until  June  26th,  Dr.  Shamburger  will  be  in 
Rockbridge,  Alleghany  and  Bath  Counties,  holding 
meetings  in  Lexington,  Covington  and  Clifton  Forge. 


The  Roanoke  Academy  of  Medicine 

Held  its  last  meeting  before  Fall  on  May  3rd,  at 
which  time  the  following  officers  were  elected : Pres- 
ident, Dr.  H.  H.  Westcott;  vice-presidents,  Drs. 
W.  W.  S.  Butler,  Jr.,  and  T.  J.  Hughes;  and  secre- 
tary-treasurer, Dr.  C.  T.  Burton.  The  executive 
committee  is  Drs.  L.  D.  Keyser,  J.  W.  Preston,  T.  D. 
Armistead,  E.  F.  Flora,  and  E.  G.  Gill.  Delegates 
and  alternates  to  the  meeting  of  the  State  Society 
were  also  named  at  this  time. 

The  scientific  program  consisted  of  a symposium 
on  oral  lesions  and  infections,  and  the  following 
physicians  and  dentists  took  part:  J.  L.  Cabaniss, 
M.  D.;  Grady  Gregory,  D.  D.  S.;  C.  D.  Nofsinger, 
M.  D.;  L.  J.  Walton,  D.  D.  S.;  and  Linwood  Keyser, 
M.  D. 

After  the  program  German  lunch  and  beer  was 
served. 

The  Alleghany-Bath  County  Medical  Society, 

At  its  annual  meeting  in  April,  1937,  elected  the 
following  officers  for  the  coming  year:  President, 
Dr.  Thomas  M.  Winn  of  Covington;  vice-president, 
Dr.  R.  L.  Claterbaugh  of  Clifton  Forge;  and  secre- 
tary-treasurer, Dr.  R.  P.  Hawkins  (re-elected), 
Clifton  Forge. 


Pediatrics. 

Until  June  26th,  the  post-graduate  course  in  this 
subject  will  be  offered  in  Southampton,  Greenesville, 
Brunswick  and  Mecklenburg  Counties.  Dr.  Arena’s 
meetings  will  be  held  in  Courtland,  Emporia, 
Lawrenceville  and  Boydton. 

As  announced  previously,  he  has  been  meeting  the 
doctors  of  Augusta,  Rockingham  and  Albemarle 
Counties  in  Staunton,  Harrisonburg  and  Charlottes- 
ville. 

Approval  of  Medical  Societies. 

Since  many  societies  do  not  meet  frequently,  it  is 
suggested  that  those  wishing  to  avail  themselves  of 
either  post-graduate  course,  whether  now  or  later, 
take  formal  action  at  their  next  meeting.  This  will 
facilitate  the  making  of  final  arrangements,  since 
the  courses  are  offered  nowhere  without  local  ap- 
proval. 


The  Arlington  County  Medical  Society 

Of  which  Dr.  Ralph  A.  Quick  is  president  and 
Dr.  Robert  H.  Detwiler,  secretary,  held  a banquet 
meeting  on  May  17th  at  the  Army-Navy  Country 
Club  with  Dr.  Leon  A.  Martel  of  Washington,  D.  C., 
as  guest  speaker. 

At  the  April  meeting,  Drs.  Charles  P.  Cake  and 
Ray  Dawson  of  Washington,  D.  C.,  were  elected  to 
associate  membership  and  delegate  and  alternate  were 
named  to  the  State  Society  meeting  in  October. 

The  Mid-Tidewater  Medical  Society 

Held  its  regular  quarterly  meeting  in  the  Middle- 
sex County  Courthouse  at  Saluda,  Va.,  on  April 
27th,  with  Dr.  E.  L.  W.  Ferry  of  Millers  Tavern, 
presiding.  The  president,  Dr.  J.  N.  DeShazo  of 
Center  Cross,  attended  the  morning  session.  Dele- 
gates to  the  State  Society  meeting  in  the  Fall  were 
named  at  this  time  and  several  new  members  were 
elected.  Following  the  business  session,  members  of 
the  Society  and  visitors  were  entertained  at  dinner 
by  the  Middlesex  doctors.  At  the  afternoon  session, 
talks  were  given  by  Dr.  P.  St.  L.  Moncure  of  Nor- 
folk; Drs.  F.  S.  Johns,  L.  T.  Price,  and  Guy  W. 
Horsley  of  Richmond;  and  Drs.  Nelms  and  O.  T. 
Amory  of  Newport  News. 
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The  next  meeting  of  the  Society  will  be  held  at 
Gloucester  C.  H.  in  July. 

The  Amelia  County  Medical  Society, 

A unit  of  the  Fourth  District  Medical  Society, 
held  its  regular  annual  meeting  on  May  3rd,  at 
which  time  the  following  officers  were  elected : Pres- 
ident, Dr.  G.  A.  Arhart  of  Amelia;  vice-president, 
Dr.  H.  C.  Rucker  of  Mattoax;  and  secretary-treas- 
urer, Dr.  James  L.  Hamner  (re-elected)  of  Mann- 
boro.  Delegate  and  alternate  were  also  elected  at 
this  time  for  the  State  Society  meeting  in  October. 

The  Mecklenburg  County  Medical  Society, 

Unit  of  the  Fourth  District  Medical  Society,  held 
its  Spring  meeting  in  South  Hill,  Va.,  on  May  18th, 
with  a good  attendance.  Following  supper  at  the 
Nordan  Hotel,  the  scientific  meeting  wras  held  at  the 
Masonic  Temple.  At  this  session,  papers  were  pre- 
sented by  Drs.  Wright  Clarkson  and  Wm.  B.  Mcll- 
waine  of  Petersburg,  Dr.  Porter  P.  Vinson  of 
Richmond,  and  Dr.  L.  H.  Hoover  of  Clarksville.  A 
business  session  followed  at  which  Dr.  A.  L.  Carson 
of  the  State  Health  Department  explained  the 
pre-  and  post-natal  clinics.  After  discussion,  it  was 
decided  to  ask  for  these  clinics  to  be  held  at  Boydton 
as  also  clinics  in  pediatrics.  Delegate  was  elected  to 
the  State  Society  meeting  at  this  time. 

Dr.  H.  H.  Braxton  of  Chase  City  and  Dr.  W.  W. 
Wilkinson  of  La  Crosse  are  president  and  secretary, 
respectively,  of  this  Society. 

Nansemond  County  Medical  Society. 

At  a recent  meeting  of  this  Society,  Dr.  Charles  C. 
Hedges,  health  officer  of  the  Isle  of  Wight-Nanse- 
mond  Health  District,  was  elected  secretary  to  suc- 
ceed Dr.  William  F.  Wild  who  went  to  New  York 


The  State  Society  Meeting. 

Plans  are  progressing  splendidly  for  the  meeting 
of  the  Medical  Society  of  Virginia  in  Roanoke  on 
October  12,  13  and  14,  and  it  is  hoped  there  may  be 
a large  attendance.  Two  innovations  are  to  be  made 
in  this  year’s  meeting — one  in  the  scientific  and  one 
in  the  social  program.  Several  round-table  dis- 
cussions will  be  held  on  Wednesday  afternoon  in 


several  months  ago.  Dr.  T.  C.  Joyner  of  Suffolk 
continues  as  president. 

The  Hanover  County  Medical  Society 

Held  its  May  meeting  in  the  form  of  a round-table 
discussion  of  pneumonia  after  Dr.  A.  E.  Murray  of 
Beaverdam  had  presented  a paper  on  this  subject. 
Dr.  Judson  T.  Vaughan  of  Ashland,  president  of 
the  Society,  presided.  Other  officers  are  Dr.  Hawes 
Campbell,  Jr.,  of  Hanover  Courthouse  as  vice- 
president,  and  Dr.  T.  Eldridge  Stanley  of  Mont- 
pelier as  secretary-treasurer. 

The  Lynchburg  Academy  of  Medicine,  Inc., 

Held  its  regular  meeting  at  the  Elk’s  Club  in 
Lynchburg  on  May  3rd,  with  the  president,  Dr.  John 
Wyatt  Davis,  presiding.  Dr.  Fred  Morrison  pre- 
sented an  interesting  and  timely  paper  on  “Eye 
Grounds  with  Illustrations.”  Dr.  E.  A.  MacCornack 
of  Lynchburg  was  elected  to  membership  and  Dr. 
W.  L.  Williams  of  Brookneal  was  elected  to  honorary 
membership  because  of  eminence  attained  through  a 
long,  faithful  practice  of  medicine.  Delegates  and 
alternates  were  also  elected  to  the  Roanoke  meeting 
of  the  State  Society.  Dr.  C.  E.  Keefer  of  Lynchburg 
is  secretary-treasurer  of  the  Society. 

South  Piedmont  Medical  Society. 

At  the  regular  semi-annual  meeting  of  this  Society 
in  South  Boston,  April  20th,  the  following  officers 
were  elected  for  the  ensuing  year:  President,  Dr. 
A.  P.  Bohannon  of  Virgilina;  vice-presidents,  Dr. 
W.  R.  Martin  of  Charlotte  C.  H.,  Dr.  W.  Lloyd 
Eastlack  of  South  Boston,  Dr.  Ernest  G.  Scott  of 
Lynchburg,  and  Dr.  W.  W.  Robertson  of  Danville; 
secretary-treasurer,  Dr.  John  A.  Owen  (re-elected) 
of  Turbeville.  It  was  decided  to  hold  the  next  meet- 
ing in  Lynchburg  on  November  23rd. 


place  of  the  symposium  which  has  been  a feature  for 
many  years.  As  these  are  to  be  on  varied  topics, 
there  should  be  something  of  interest  for  every  mem- 
ber of  the  Society.  With  a view  of  bringing  the 
members  in  closer  contact,  it  was  decided  to  have  a 
subscription  dinner  on  Wednesday  evening,  this  to 
be  open  to  members,  their  wives,  and  visitors.  There 
will  be  a floor  show  during  the  dinner  and  perhaps 
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dancing  later.  The  members  of  the  Roanoke  Academy 
of  Medicine,  who  will  be  hosts  for  the  occasion, 
hope  also  to  arrange  for  dry  clinics  on  Tuesday 
afternoon. 

This  meeting  should  be  full  of  interest  and,  if 
the  members  of  the  State  Society  will  add  their  en- 
thusiasm, it  should  be  an  outstanding  session.  Be 
sure  to  make  your  plans  to  attend. 

A.  M.  A.  Meeting. 

The  eighty-eighth  annual  session  of  the  American 
Medical  Association  will  be  held  in  Atlantic  City, 
N.  J.,  from  June  7th  through  June  11th.  While 
headquarters,  exhibits  and  various  sections  will  be 
housed  in  Convention  Hall  on  the  Boardwalk  be- 
tween Mississippi  and  Georgia  Avenues,  the  House 
of  Delegates  will  hold  its  meetings  in  the  Renais- 
sance Room  of  the  Ambassador  Hotel.  Drs.  Wright 
Clarkson,  J.  C.  Flippin  and  Walter  B.  Martin, 
regularly  elected  delegates,  will  represent  the  Medi- 
cal Society  of  Virginia  in  the  business  sessions.  All 
fellows  attending  this  meeting  are  reminded  that 
they  should  present  their  1937  fellowship  cards 
when  registering. 

As  one  of  the  playgrounds  of  America,  the  meet- 
ings at  Atlantic  City  are  always  of  unusual  interest 
and  because  of  its  nearness,  it  is  hoped  that  there 
will  be  a large  attendance  from  Virginia. 

The  Virginia  Society  of  Oto-Laryngology 

and  Ophthalmology 

Held  its  annual  meeting  at  Stonewall  Jackson 
Tavern,  Staunton,  Va.,  on  May  8th.  The  President, 
Dr.  Edwin  W.  Burton  of  the  University  of  Virginia 
welcomed  the  visiting  guests  and  members  and  read 
a paper  on  “Tuberculin  in  the  Treatment  of  Oph- 
thalmic Diseases.”  Dr.  Edward  H.  Cary,  invited 
guest  from  Dallas,  Texas,  gave  a paper  on  “Affec- 
tions of  the  Optic  Nerve,”  and  Dr.  William  B.  Mason 
of  Washington,  D.  C.,  also  an  invited  guest,  pre- 
sented a paper  on  “The  Use  of  Prontosil  and  Pron- 
tylin  in  the  Treatment  of  Acute  Streptococcus  In- 
fection in  the  Ear,  Nose  and  Throat.”  Members  of 
the  Society  reading  papers  were  Dr.  C.  P.  Jones  of 
Newport  News,  Dr.  Fletcher  D.  Woodward  of  Char- 
lottesville, Dr.  Charles  A.  Young  and  Dr.  E.  G.  Gill 
of  Roanoke,  and  Dr.  H.  Grant  Preston  of  Harrison- 
burg. 

Officers  elected  for  the  ensuing  year  are:  President, 
Dr.  M.  H.  Hood  of  Portsmouth;  vice-president,  Dr. 
G.  G.  Hankins  of  Newport  News;  and  secretary- 


treasurer,  Dr.  Charles  T.  St.  Clair  of  Bluefield, 
W.  Va.  Williamsburg  was  selected  as  the  place  for 
the  meeting  in  May,  1938. 

Married. 

Dr.  Charles  Allen  Easley,  Jr.,  and  Miss  Elizabeth 
Stone  Fitzgerald,  both  of  Chatham,  Va.,  on  May 
22nd.  Dr.  Easley,  who  was  graduated  from  the 
Medical  College  of  Virginia  in  1932,  is  now  on  the 
resident  staff  of  the  Medical  College  of  Virginia 
Hospitals. 

Dr.  William  Patton  McDowell  of  Norfolk,  Va., 
and  Mrs.  Loula  Dean  Rees  at  Eufaula,  Ala., 
January  23rd. 

The  American  College  of  Physicians, 

At  its  meeting  in  St.  Louis,  Mo.,  the  latter  part  of 
April,  installed  Dr.  James  H.  Means  of  Boston  as 
president,  and  elected  Dr.  William  J.  Kerr  of  San 
Francisco  as  president-elect.  Mr.  E.  R.  Loveland  of 
Philadelphia  is  executive  secretary  of  the  College. 

Dr.  Herman  H.  Hines 

Announces  his  removal  from  Clinchco,  Va.,  to 
Pardee,  Va. 

Drs.  Graham  and  Tucker  Honored. 

Dr.  W.  T.  Graham  and  Dr.  Beverley  R.  Tucker, 
prominent  Richmond  physicians,  have  been  appointed 
members  of  a permanent  medical  advisory  board  for 
the  hospital  for  handicapped  children  endowed  in 
the  will  of  the  late  Alfred  I.  du  Pont.  This  board 
is  composed  of  eight  doctors  selected  from  various 
cities. 

The  first  million  dollar  unit  of  the  hospital  will 
be  constructed  in  Wilmington,  Delaware,  this  sum- 
mer. Eventually  the  residue  of  the  A.  I.  du  Pont 
estate,  estimated  at  $60,000,000  will  be  available 
for  this  work  which  will  not  be  confined  to  orthopedic 
work  but  to  all  types  of  mental  and  physical  dis- 
abilities. The  medical  advisory  board  is  to  select 
children  who  stand  a good  chance  of  rehabilitation  in 
society. 

Medical  College  of  Virginia  Ex-Interns 

Meet. 

The  annual  meeting  of  the  ex-interns  of  the  hos- 
pital division  of  the  College  was  held  on  April  23rd, 
with  the  president.  Dr.  A.  C.  Broders,  of  Rochester, 
presiding.  Papers  were  read  by  Drs.  E.  H.  Williams 
and  J.  J.  Scherer,  of  Richmond;  Dr.  W.  R.  Payne, 
Newport  News;  and  Dr.  J.  M.  Emmett,  Clifton  Forge. 
Clinics  were  held  under  the  direction  of  the  staff  of 
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the  College.  An  afternoon  smoker  and  a dinner 
closed  the  meeting.  Dr.  J.  S.  Weitzel,  Richmond, 
was  elected  president  for  the  next  year. 

The  Virginia  Academy  of  Science 

Held  its  fifteenth  annual  meeting  at  the  Univer- 
sity of  Virginia,  May  6,  7,  and  8,  1937,  with  a 
registration  of  376.  The  public  address  Friday  night 
was  given  by  Prof.  Ernest  Orlando  Lawrence  of  the 
University  of  California  under  the  joint  auspices  of 
the  Academy  and  the  University  of  Virginia  Chapter 
of  the  Society  of  Sigma  Xi.  The  subject  of  his  ad- 
dress was  “Atoms,  New  and  Old.” 

The  Academy  prize  of  $50-00  was  awarciecj  to 
Prof.  R.  G.  Henderson  of  the  Virginia  Polytechnic 
Institute  for  a paper  entitled  “Studies  on  the  Downy 
Mildew  Disease  of  Tobacco,”  and  the  Jefferson 
Gold  Medal  was  awarded  to  Dr.  William  Branch 
Porter  of  the  Medical  College  of  Virginia  for  a paper 
entitled  “Heart  Changes  and  Physiologic  Adjust- 
ment in  Hookworm  Anemia.”  Honorable  mention 
was  also  accorded  to  J.  R.  Dietrich  for  a paper  en- 
titled “Propagation  of  Potential  in  Discharge 
Tubes,”  and  to  R.  W.  Quarles  and  A.  F.  Benton  for 
a paper  entitled  “Heats  of  Absorption  of  Gases  on 
Sodium  Fluoride.”  A total  of  179  papers  were 
presented  in  the  sectional  meetings,  thirty-nine  being 
in  the  Section  of  Astronomy,  Mathematics  and 
Physics,  fifty  in  Biology,  twenty-nine  in  Chemistry, 
eleven  in  Education,  twenty-five  in  Geology,  seven- 
teen in  Medical  Sciences,  and  eight  in  Psychology. 
There  were  also  very  interesting  demonstrations  in 
some  of  the  sections. 

The  following  officers  were  elected  for  the  coming 
year:  Prof.  D.  Maurice  Allan  of  Hampden-Sydney 
College,  President;  Dr.  E.  C.  L.  Miller  of  the  Medi- 
cal College  of  Virginia,  Secretary-Treasurer;  Dr. 
F.  L.  Robeson  of  the  Virginia  Polytechnic  Institute, 
President-Elect;  and  Dr.  Robert  F.  Smart  of  the 
University  of  Richmond,  Member  of  the  Council. 
It  was  decided  to  hold  the  next  meeting  of  the 
Academy  in  Blacksburg  in  the  first  week  of  May, 
1938. 

Following  the  meeting,  there  were  two  field  trips, 
one  by  the  geologists  on  Saturday  afternoon,  and  one 
by  the  Claytonia  Club  (botanists)  extending  over 
Saturday  afternoon  and  Sunday. 

Heads  Gloucester  Rotarians. 

Dr.  James  D.  Clements,  of  Ordinary,  Va.,  has 


been  elected  as  new  president  of  the  Gloucester 
Rotary  Club  for  the  ensuing  year. 

Post-graduate  Clinic  For  Negro  Physicians. 

The  seventh  annual  Saint  Philip  Hospital  Post- 
graduate Clinic  for  Negro  physicians  will  be  held 
under  the  auspices  of  the  Medical  College  of  Vir- 
ginia, Richmond,  Virginia,  from  June  14th  to  June 
26th,  as  announced  by  Dr.  Lee  E.  Sutton,  Jr.,  dean 
of  the  school  of  medicine,  director  of  the  clinic. 

This  clinic  provides  intensive  instruction  for 
graduate  physicians  in  the  fields  of  medicine, 
pediatrics,  obstetrics,  and  surgery,  especially  as  re- 
lated to  general  practice.  The  course  this  year  will 
be  somewhat  varied  from  former  years  in  order  to 
make  it  profitable  for  those  attending  previously. 

Dr.  Theodore  K.  Lawless,  Northwestern  Univer- 
sity, Chicago,  Illinois,  will  be  the  invited  clinician 
during  the  course.  Dr.  M.  O.  Bousfield,  Director 
for  Negro  Health,  Julius  Rosenwald  Fund,  Chicago, 
Illinois,  will  also  address  the  clinic. 

As  usual,  the  work  will  be  given  in  the  Saint 
Philip  Hospital,  a large  modern  institution  for 
Negro  patients,  maintained  as  one  of  the  units  of  the 
Hospital  Division  of  the  college,  and  in  the  out- 
patient department  of  the  institution. 

Physicians  will  be  admitted  from  states  other  than 
Virginia,  although  the  number  as  before  will  be 
limited.  Under  this  plan  personal  instruction  in 
small  groups  is  made  possible.  The  clinic  as  in  the 
past  will  be  subsidized  by  the  General  Education 
Board  of  New  York  City.  A large  attendance  is 
expected  from  a number  of  states. 

Doctors  As  Officers  in  Society  of  Colonial 

Wars. 

Dr.  Clifton  M.  Miller  was  elected  governor  of  the 
Society  of  Colonial  Wars  in  the  State  of  Virginia, 
at  the  annual  meeting  of  this  organization  on  May 
15th.  Other  doctors  elected  to  office  at  this  meeting 
are:  Dr.  J.  Shelton  Horsley  as  surgeon;  Dr.  Alex- 
ander G.  Brown,  Jr.,  as  deputy  governor-general  for 
Virginia;  and  Dr.  Charles  R.  Robins  as  a member 
of  the  council  for  one  year.  All  of  these  doctors  are 
of  Richmond. 

Tri-State  Hospital  Association. 

The  Hospital  Association  of  Virginia  and  the 
Carolinas  held  its  annual  meeting  in  Raleigh,  N.  C., 
April  22-24.  Drs.  Lewis  E.  Jarrett,  J.  J.  Scherer, 
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and  Warren  T.  Vaughan,  all  of  Richmond,  were 
speakers  on  the  program. 

Dr.  Jarrett  was  re-elected  president  of  the  Virginia 
division  with  the  following  other  officers : Mr.  W.  M. 
Walters,  Roanoke,  and  Dr.  A.  A.  Perkins,  Norfolk, 
vice-presidents;  and  Mr.  Haskins  Coleman,  Rich- 
mond, secretary-treasurer. 

Dr.  Douglas  F.  Love, 

An  alumnus  of  the  Medical  College  of  Virginia, 
recently  located  at  Bramwell,  W.  Va.,  has  moved  to 
Harman,  Buchanan  County,  Virginia,  where  he  is 
engaged  in  general  and  industrial  practice. 

Rotary  Officers. 

Dr.  R.  V.  Funsten  was  elected  vice-president  and 
Dr.  E.  C.  Drash  a member  of  the  board  of  directors 
of  the  Charlottesville  Rotary  Club  for  the  ensuing 
year.  Both  are  on  the  medical  staff  of  the  University 
of  Virginia. 

Dr.  O.  W.  Ward 

Of  Hampton,  Va.,  was  named  vice-president  of 
the  Bank  of  Phoebus,  Va.,  at  a meeting  held  recently. 

News  From  University  of  Virginia, 
Department  of  Medicine. 

At  the  meeting  of  the  University  of  Virginia 
Medical  Society  on  April  5th,  Dr.  Paul  B.  Barringer, 
former  Professor  of  Physiology  at  the  University, 
spoke  on  the  subject  of  Medical  Reminiscences. 


Dr.  Sidney  Burwell,  Dean  of  the  Medical  School 
of  Harvard  University,  gave  the  Alpha  Omega 
Alpha  address  on  the  occasion  of  the  public  initiation 
on  April  12th.  He  spoke  on  the  subject  of  Changes 
in  the  Circulation  in  Constrictive  Pericarditis. 


The  Committee  on  Research  of  the  American 
Philosophical  Society  has  made  a grant  of  $1,000 
to  Dr.  Alfred  Chanutin  for  technical  assistance  in 
connection  with  his  investigations  on  kidney  func- 
tion. 


On  April  5th,  Dr.  J.  Edwin  Wood  spoke  before 
the  Greenville  County  Medical  Society  of  South 
Carolina  on  the  subject  of  Recent  Studies  in  Hyper- 
tension. 


Dr.  Clarence  J.  Gamble,  of  the  Department  of 
Pharmacology  of  the  University  of  Pennsylvania, 
was  a visitor  here  on  April  5th. 


On  April  20th,  Dr.  H.  B.  Mulholland  and  Dr. 
John  H.  Neff  spoke  before  the  South  Piedmont 
Medical  Society,  meeting  in  South  Boston.  Dr. 
Mulholland  discussed  New  Advances  in  Therapy 
and  Dr.  Neff  spoke  on  Kidney  Tumors. 


Dr.  P.  S.  Hench,  of  the  Mayo  Clinic,  spoke  on 
the  subject  of  Gout  before  the  University  of  Virginia 
Medical  Society  on  May  6th. 


The  nineteenth  Post-Graduate  Clinic  conducted 
in  cooperation  with  the  Department  of  Clinical  and 
Medical  Education  of  the  Medical  Society  of  Vir- 
ginia was  held  at  the  University  of  Virginia  Hos- 
pital on  Friday,  May  7th.  The  Clinic  dealt  with 
“The  Diagnosis  and  Treatment  of  the  Commoner 
Forms  of  Arthritis.”  The  speakers  included  Dr. 
T.  Edwin  Wood  and  Dr.  Robert  V.  Funsten,  of  the 
University  of  Virginia  Faculty,  Dr.  John  Staige 
Davis,  Jr.,  and  Dr.  Stuart  Craig,  of  New  York  City, 
and  Dr.  Philip  S.  Hench,  of  the  Mayo  Clinic.  The 
number  of  physicians  in  attendance  was  103. 


On  May  13th  Dr.  W.  H.  Stoner,  Representative 
of  the  Burroughs,  Welcome  and  Company  Experi- 
mental Research  Laboratories  at  Tuckahoe,  New 
York,  gave  a lecture  to  the  Fourth  Year  Class  on  the 
subject  of  “Bacterial  Chemo-Therapv  as  Illustrated 
by  Prontosil  and  Related  Drugs.” 


At  the  meeting  of  the  University  of  Virginia 
Medical  Society  on  May  6th  the  following  officers 
were  elected  for  the  coming  year:  President,  Dr. 
Dudley  C.  Smith;  Secretary-Treasurer,  Dr.  Staige 
D.  Blackford. 

News  From  Duke  University  School  of 
Medicine. 

On  April  26th,  Dr.  J.  S.  L.  Browne,  of  the  Royal 
Victoria  Hospital,  Montreal,  lectured  to  the  students 
and  staff  at  Duke  Hospital,  on  Studies  of  Sex  En- 
docrine Physiology  of  the  Female,  and  on  May  3rd 
Dr.  David  M.  Davis,  Professor  of  Urology  at  Jeffer- 
son Medical  College,  lectured  on  Chronic  Prostatitis. 


During  the  winter  quarter,  Mr.  Harold  M. 
Horack,  and  during  the  spring  quarter,  Messrs. 
Thomas  A.  Gonder,  Jr.,  and  Albert  F.  Lee,  of  the 
senior  class,  studied  in  London. 
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Dr.  and  Mrs.  William  Lett  Harris 

Of  Norfolk,  Va.,  are  at  Courtney  Terrace,  Virginia 
Beach,  Va.,  where  they  expect  to  spend  the  summer. 

American  Foundation  Studies  in  Government. 

In  the  April  10th  issue  of  the  Journal  of  the 
American  Medical  Association  is  published  an 
analysis  of  the  report  of  the  American  Foundation 
Studies  in  Government  on  the  subject  of  medical  care. 
This  report  was  compiled  from  answers  to  a question- 
naire recently  sent  10,000  physicians  who  have  been 
more  than  twenty  years  in  practice. 

Among  other  things,  the  report  suggests  a further 
expansion  in  present  provisions  for  giving  a better 
quality  of  medical  service  to  more  people  by  the  ex- 
tension of  the  facilities  of  tax-supported  laboratories 
so  as  to  make  available  to  physicians  generally  and 
thereby  to  furnish  to  patients  at  a low  cost  many  of 
the  modern  methods  which  constitute  the  difference 
between  knowing  and  guessing  in  diagnosis.  These 
methods  are  expensive  and  the  Journal  has  made 
the  following  statement: 

“As  was  revealed  again  in  our  recently  published 
survey  of  hospitalization  in  the  United  States,  the 
proprietary  hospitals  are  fast  disappearing.  The 
nonprofit,  voluntary  hospitals  have  been  having  great 
difficulty  in  many  places  to  keep  their  heads  above 
the  quicksands  of  bankruptcy.  High  taxes,  govern- 
ment regulation,  and  other  political  and  economic 
changes  have  lessened  greatly  the  philanthropic  funds 
available  for  medical  institutions.  Periods  of  de- 
pression have  kept  vacant  the  rooms  and  the  beds 
from  which  hospitals  in  the  past  derived  excess  in- 
come for  the  support  of  service  to  the  indigent  and 
the  new  group,  of  which  the  social  service  worker 
speaks  glibly  as  the  ‘medically  indigent.’  The 
Journal  would  point  out  again  that  our  hospitals  are 
confronted  today  with  problems  much  like  those  con- 
fronting the  hospitals  of  Great  Britain.  The  incomes 
of  British  hospitals  have  been  diminished  by  these 
factors  and,  in  addition,  by  the  application  of  the 
compulsory  sickness  insurance  system.  The  answer 
for  this  question,  as  suggested  in  Great  Britain,  may 
be  government  aid  for  the  hospitals  in  relation  to 
the  amount  of  service  rendered  to  those  unable  to 
pay  for  it.  At  the  same  time  these  institutions  must 
retain  sufficient  independence  to  permit  growth  and 
expansion  rather  than  reversion  to  the  sluggishness 
that  seems  invariably  to  affect  institutions  under 
complete  and  permanent  state  control.  Group  hos- 


pitalization plans,  so  intensively  agitated  in  this 
country  by  the  Rosenwald  Foundation  and  more  re- 
cently by  the  American  Hospital  Association,  are 
today  actually  nothing  but  an  interesting  experiment 
affecting  a small  part  of  the  population,  if  not  merely 
a ‘stop-gap’  for  the  present  critical  situation  in  hos- 
pital finance.” 

Dr.  Fletcher  J.  Wright,  Jr., 

Class  of  ’34,  University  of  Virginia,  recently 
located  at  Princeton,  W.  Va.,  has  returned  to  his 
former  home  in  Petersburg,  Va.,  where  he  will  con- 
tinue the  practice  of  medicine. 

Health  Officer  of  Arlington  County. 

Dr.  Earl  Brown  has  been  selected  by  the  Arlington 
Board  of  Supervisors  as  Health  Officer  for  that 
county.  Until  the  date  of  his  appointment  Dr.  Brown 
had  been  State  Health  Officer  for  Kansas,  in  which 
capacity  he  had  served  since  1925. 

“200  Years  of  Medicine  in  Richmond  and 

Virginia” 

Is  the  theme  of  the  exhibits  commemorating  the 
Richmond  Capital  Bi-Centennial  and  the  Medical 
College  of  Virginia  Centennial.  The  exposition  was 
formally  opened  on  the  evening  of  May  15th  and 
will  remain  open  to  the  public  through  October  1st. 
Dr.  Wyndham  B.  Blanton  is  chairman  of  the  cen- 
tral committee  in  charge  of  the  exposition. 

The  fifty-six  displays,  housed  in  the  Richmond 
Academy  of  Medicine  Building  and  Library  of  the 
Medical  College  of  Virginia,  were  arranged  by 
Richmond  medical  interests,  including  hospitals, 
nurses,  drug  establishments,  dentists,  physicians  and 
surgeons.  These  exhibits  give  the  progress  of  medi- 
cine in  Richmond  from  the  days  of  William  Byrd 
to  the  present  time  and  show  contrasts  of  old  and 
modern  sick  rooms  and  operating  rooms,  the  evo- 
lution of  transportation  and  professional  dress,  a 
picture  gallery  of  Richmond  doctors,  old  and  modern 
surgical  instruments,  books  written  by  Virginia 
physicians  and  surgeons,  libraries  by  periods,  medi- 
cal photography  and  illustrations,  children’s  clinics, 
and  displays  by  the  different  departments  of  the 
Medical  College  of  Virginia. 

These  exhibits  are  both  interesting  and  educa- 
tional and  every  reader  of  this  notice  is  invited  to 
avail  himself  of  the  privilege  of  seeing  them. 
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Dr.  McBrayer  Resigns  as  Secretary. 

Dr.  L.  B.  McBrayer  of  Southern  Pines,  N.  C., 
has  resigned  as  secretary  of  the  Medical  Society  of 
the  State  of  North  Carolina  and  Dr.  Thomas  W.  M. 
Long  of  Roanoke  Rapids,  an  alumnus  of  the  Medical 
College  of  Virginia,  has  been  appointed  as  his 
successor.  Dr.  McBrayer  is  a past  president  of  his 
State  Society  and  has  been  its  secretary  and  treasurer 
for  twenty-one  years.  In  recognition  of  these  and 
other  services  to  the  medical  profession  of  North 
Carolina,  he  was  made  honorary  secretary  for  life. 

Dr.  W.  Ross  Southward, 

Richmond,  Captain  of  the  Richmond  Light  In- 
fantry Blues,  has  been  appointed  medical  examiner 
of  the  Bureau  of  Air  Commerce  of  the  United  States 
Department  of  Commerce,  succeeding  Dr.  Nelson 
Mercer,  resigned. 

Dr.  Hugh  L.  C.  Wilkerson, 

Class  of  ’33,  Medical  College  of  Virginia,  assistant 
surgeon,  Regular  Corps,  U.  S.  P.  H.  S.,  after  five 
weeks  in  flood  relief  in  Kentucky,  Tennessee  and 
Arkansas,  has  been  transferred  from  his  former 
permanent  station  at  the  U.  S.  Marine  Hospital  in 
St.  Louis,  Mo.,  to  Cincinnati,  Ohio.  In  the  latter 
place  he  is  working  in  cooperation  with  the  State 
Department  of  Health  in  public  health  adminis- 
tration in  Hamilton  and  Clermont  Counties. 

Pharmaceutical  Symposium. 

The  Second  Pharmaceutical  Symposium  of  the 
Medical  College  of  Virginia  was  held  in  the  audi- 
torium of  the  Richmond  Academy  of  Medicine  on 
May  20  and  21.  The  committee  in  charge  of  the 
program  was  composed  of  Mr.  T.  D.  Rowe,  chair- 
man, and  Drs.  R.  A.  Deno,  J.  E.  Davis,  H.  B.  Haag 
and  Mr.  A.  L.  I.  Winne.  On  the  first  morning  greet- 
ings were  extended  by  President  Sanger  of  the 
College  and  Dean  Rudd  of  the  School  of  Pharmacy. 
The  speakers  that  day  were  Drs.  R A.  Deno,  J.  C. 
Forbes  and  R.  J.  Main,  and  this  session  was  followed 
by  luncheon  at  Cabaniss  Hall.  The  program  on  the 
second  day  included  discussions  by  Dr.  F.  P. 
Fletcher,  Messrs.  G.  E.  Snider  and  T.  D.  Rowe,  and 
Dr.  W.  G.  Crockett. 

The  American  Board  of  Surgery 

Has  recently  been  organized  in  response  to  a de- 
mand for  an  agency  which  will  attempt  to  certify 
competent  surgeons,  as  is  the  case  with  several  of  the 


surgical  specialties.  A full  announcement  in  regard 
to  this  appears  in  the  Miscellaneous  Department  of 
this  issue  of  the  Monthly. 

Location  Wanted — 

Physician,  single,  28,  Protestant,  University  of 
Pennsylvania  Medical  School  ’33,  with  three  years 
of  hospital  training,  over  half  of  which  has  been  in 
surgery,  desires  location  or  association  in  surgery, 
preferably  in  Virginia.  Address  “Location,”  care 
this  Journal,  1200  East  Clay  Street,  Richmond, 
Va.  (Adv.) 

Wanted — 

Young  physician  as  associate  to  assume  major 
part  of  village  and  country  general  practice.  Gentile 
preferred.  Address  “Practice,”  care  this  Journal, 
1200  East  Clay  Street,  Richmond,  Va.  (Adv.) 

Wanted — 

By  30-bed  hospital,  located  in  Southwest  Virginia, 
young  graduate  in  medicine,  licensed  in  Virginia, 
to  help  with  general  medical,  surgical  and  obstetrical 
services.  Position  pays  maintenance  and  $75.00 
monthly  to  start.  References  required.  Address 
“Southwest  Virginia,”  care  this  Journal,  1200  East 
Clay  Street,  Richmond,  Va.  (Adv.) 


Obituary  Record 


Dr.  William  Hall  Goodwin, 

Connected  with  the  surgical  staff  of  the  University 
of  Virginia  for  more  than  twenty-five  years  and  pro- 
fessor of  clinical  surgery  and  gynecology  at  the  time 
of  his  retirement  from  active  work  a year  ago,  died 
at  his  home  at  the  University  of  Virginia  on  May 
23rd  as  the  result  of  a serious  heart  ailment.  He  was 
born  in  Lexington,  Ky.,  in  February,  1882,  and, 
after  completing  his  academic  education  in  that 
State,  came  to  the  University  of  Virginia  for  the 
study  of  medicine,  in  which  he  graduated  in  1908. 
After  interning  there,  he  went  to  Bellevue  Hospital, 
New  York,  but  returned  to  the  University  of  Vir- 
ginia in  1910.  Dr.  Goodwin  organized  the  University 
Base  Hospital  Unit  during  the  World  War  and  was 
in  overseas  service.  Upon  returning,  he  resumed  his 
work  at  the  University.  He  was  a member  of  numer- 
ous local  and  national  medical  as  well  as  social 
organizations.  His  wife  survives  him. 
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Dr.  Marion  Edmond, 

Eagle  Rock,  Va.,  died  April  25th.  He  was  a 
native  of  Henrico  County,  Va.,  and  fifty-nine  years 
of  age.  Dr.  Edmond  was  a graduate  of  the  Medical 
College  of  Virginia  in  1901.  He  had  been  a member 
of  the  Medical  Society  of  Virginia  for  thirty-one 
years,  and  was  last  president  of  the  Botetourt  County 
Medical  Society. 

The  following  resolutions  were  adopted  by  the 
Alleghany-Bath  County  Medical  Society: 

Whereas,  God  in  His  wisdom  has  seen  fit  to  remove 
from  our  number  our  colleague  and  friend,  Dr.  Marion 
Edmond;  and 

Whereas,  we,  the  members  of  the  Alleghany-Bath 
County  Medical  Society,  greatly  feel  the  loss  of  our  be- 
loved associate.  Now,  therefore,  be  it, 

Resolved,  that  a copy  of  these  resolutions  be  incor- 
porated in  the  minutes  of  the  Alleghany-Bath  County  Med- 
ical Society,  that  a copy  be  sent  to  the  bereaved  family 
with  expressions  of  our  sympathy,  and  a copy  be  sent 
to  the  Virginia  Medical  Monthly. 

J.  V.  Jordan, 

B.  B.  McCutchan, 

R.  P.  Hawkins,  Jr. 

W.  P.  Gilmer. 

Dr.  John  Blair  Spencer, 

Well  known  physician  of  Gloucester,  Va.,  died 
suddenly  April  30th,  having  been  in  ill  health  for 
some  time.  He  was  fifty-five  years  of  age  and  a 
graduate  of  the  former  University  College  of  Medi- 
cine, Richmond,  in  1904.  Following  his  graduation, 
Dr.  Spencer  was  located  in  Philadelphia  and  Wash- 
ington and  served  as  a surgeon  in  the  U.  S.  Navy. 
In  1924  he  moved  to  Gloucester  where  he  established 
and  directed  a summer  camp  for  boys.  He  had  been 
a member  of  the  Medical  Society  of  Virginia  for  a 
number  of  years.  His  wife  and  two  daughters  sur- 
vive him. 

Dr.  Edward  Oscar  Tinsley. 

We  have  only  recently  received  notice  of  the  death 
of  Dr.  Tinsley  of  Air  Point,  Va.,  which  occurred  on 
May  7,  1936,  at  the  age  of  68  years.  He  graduated 
from  the  College  of  Physicians  and  Surgeons  of 
Baltimore  in  1897  and  had  practiced  in  Roanoke 


County  for  thirty-nine  years,  where  he  was  greatly 
beloved  and  respected  because  of  his  active  interest 
in  the  welfare  of  the  people  and  all  public  projects. 
He  was  a member  of  the  Roanoke  Academy  of  Medi- 
cine and  the  Medical  Society  of  Virginia.  His  wife 
and  a daughter  survive  him. 

Resolutions  on  Death  of  Dr.  Hoy. 

A special  meeting  of  the  Petersburg  Medical 
Faculty  was  held  on  March  23,  1937,  to  express 
appropriate  tribute  of  respect  to  the  memory  of 
Doctor  William  Preston  Hoy. 

Whereas,  It  has  pleased  Almighty  God  in  His  infinite 
wisdom  to  remove  from  our  midst  our  friend  and  colleague, 
Doctor  Hoy;  now,  therefore,  be  it 

Resolved  (First),  That  the  Petersburg  Medical  Faculty 
received  the  announcement  of  his  death  with  sentiments 
of  deep  and  sincere  regrets;  and, 

Resolved  (Second),  That  in  the  death  of  Doctor  Hoy 
the  profession  has  lost  an  esteemed  associate  and  useful 
member  and  the  community  a valued  citizen;  and, 

Resolved  (Third),  That  we  offer  to  the  family  and  rela- 
tives our  heartfelt  sympathy  in  their  irreparable  loss;  and, 
Resolved  (Fourth),  That  these  resolutions  be  spread 
on  the  minutes  of  the  Faculty,  that  a copy  be  sent  to  the 
family,  and  to  the  Virginia  Medcial  Monthly,  and  be  pub- 
lished in  the  local  newspaper. 

L.  S.  Early,  Chairman 
H.  C.  Jones, 

E.  W.  Young, 

W.  M.  Bowman,  Secretary. 

Dr.  William  Charles  Schroeder, 

Baltimore,  Md.,  died  February  18th,  at  the  age 
of  sixty-one.  He  was  a graduate  of  the  University 
of  Virginia,  School  of  Medicine,  in  1899,  and  was 
formerly  connected  with  the  U.  S.  Public  Health 
Service.  He  was  at  one  time  superintendent  of  the 
Municipal  Sanatorium  at  Otisville,  N.  Y.,  and  was 
later  connected  with  the  Tuberculosis  Sanatorium  at 
Delhi,  N.  Y. 

Mrs.  Blanch  Smith  Clore, 

Wife  of  Dr.  J.  N.  Clore  of  Madison,  Va.,  died  at 
her  home  in  that  place  on  the  morning  of  April  20th, 
at  the  age  of  sixty.  Death  was  due  to  encephalitis. 
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Gastric  Tissue  Juice  Extract 


ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 


ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 


It  is  made  ready  for  use,  simply  by  the  addition  of  water. 


These  are  simply  notes  of  clinical  application  during  many  years: 


ABSCESS  CAVITIES 
ANTRUM  OPERATION 
SINUS  CASES 
CORNEAL  ULCER 
CARBUNCLE 
RECTAL  FISTULA 


DIABETIC  GANGRENE 
AFTER  REMOVAL  OF  TONSILS 
AFTER  TOOTH  EXTRACTION 
CLEANSING  MASTOID 
MIDDLE  EAR 
CERVICITIS 


Originated  and  Made  by 

Fairchild  Bros.  & Foster 

New  York 


Physician’s  Steeline  Office  Furniture 

For  the  Thoroughly  Modern  Treatment  Room 


A New  Conception  in  Physician’s 
Fine  Office  Furniture 

Modern  Convenience  with  the  En- 
durance of  Steel 

Offered  in  Five  Duo-Tone  Color 
Combinations 


•a 


i> 


W.  O.  HESTER, 


3122  W.  Grace  Street,  Richmond,  Virginia 


Virginia  Representative, 

A.  S.  ALOE  COMPANY, 
St.  Louis,  Mo. 
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DIARRHEA 


“the  commonest  ailment  of  infants 
in  the  summer  months ” 

(HOLT  AND  McINTOSH : HOLT'S  DISEASES  OF  INFANCY  AND  CHILDHOOD,  1933) 

One  of  the  outstanding  features  of  DEXTRI-MALTOSE 
is  its  low  fermentability  and  consequent  preference  in 
the  management  of  infantile  diarrhea. 

SERIOUSNESS  OF  DIARRHEA— There  is  a widespread 

opinion  that,  thanks  to  improved  sanitation,  infantile  diarrhea  is  no 
longer  of  serious  aspect.  But  Holt  and  McIntosh  declare  that  diar- 
rhea “is  still  a problem  of  the  foremost  importance,  producing  a 
number  of  deaths  each  year.  . . .”  Because  dehydration  is  so  often  an 
insidious  development  even  in  mild  cases,  prompt  and  effective  treat- 
ment is  vital.  Dextri-Maltose  has  outstanding  merit  in  diarrheal  cases 
because  it  supplies  essential  carbohydrate  that  is  well  tolerated  during 
treatment  as  well  as  in  convalescence. 


Just  as  DEXTRI-MALTOSE  is  a carbohydrate  modifier  of  choice,  so  is  CASEC  (calcium  cas- 
einate) an  accepted  protein  modifier.  Casec  is  of  special  value  for  (1)  colic  and  loose  green  stools 
in  breast-fed  infants,  (2)  fermentative  diarrhea  in  bottle-fed  infants,  (3)  prematures,  (4)  maras- 
mus, (5)  celiac  disease. 

MEAD  JOHNSON  & CO.,  EVANSVILLE,  1ND.,  U.  S.  A. 


When  rei/uesting  samples  'of  Dextri-Maltose,  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching 

unauthorized,  persons. 


GILLILAND 

BIOLOGICAL  PRODUCTS 

Of  Proven  Reliability 

ANTIMENINGOCOCCIC  SERUM 

Standardized  according  to  the  require- 
ments of  the  National  Institute  of  Health. 
Guaranteed  to  agglutinate  meningococci  of 
the  recognized  groups  in  a dilution  of  1:200. 


RABIES  VACCINE 

Semple  Method 

It  has  been  proven  that  Gilliland  Rabies 
Vaccine  stimulates  the  rapid  production  of 
protective  antibodies  in  the  blood  of  man, 
demonstrable  in  experimental  animals. 

A.  J.  P.  H.,  25:1207  (Dec.),  1936. 


PERTUSSIS  VACCINE 

Saner — Modified 

Killed  organisms  per  c.c.  . . . 10,000  million. 
For  prevention  of  whooping  cough. 
Supplied  in  8 cc.  and  24  cc.  vials. 


Order  through  Virginia  State  Department  of  Health 
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Marietta,  Pa. 
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THE  REGULATION  OF  GASTRIC  EMPTYING.* 


J.  Earl  Thomas,  M.  D., 

and 

J.  O.  Crider,  M.  D., 

Philadelphia,  Pa. 


Accurate  knowledge  of  the  motor  activities  of  the 
stomach  began  with  the.  classical  contributions  of 
Cannon1  who  made  the  first  careful  X-ray  studies 
of  gastric  function  in  animals  and  man.  His  de- 
scription of  the  movements  of  the  stomach  and  in- 
testines has  not  been  greatly  extended  or  modified 
by  later  work.  By  demonstrating  the  fact  that  the 
gastric  emptying  time  is  different  for  the  different 
types  of  food  he  proved  the  existence  of  a mechanism 
for  regulating  the  emptying  of  the  stomach.  Carbo- 
hydrate food,  he  found,  leaves  the  stomach  rapidly, 
fat  slowly  and  protein  food  at  an  intermediate  rate. 

Cannon’s  theories  and  observations  have  furnished 
the  stimulus  and  the  background  of  facts  for  most 
of  the  modern  research  along  these  lines.  His  acid 
control  theory,  in  particular,  has  prompted  a great 
deal  of  research,  including  much  of  our  own.  We 
propose  in  this  paper  to  correlate  the  results  of  these 
and  related  studies. 

The  acid  control  theory  is  too  well  known  to  re- 
quire lengthy  exposition  here.  Briefly,  it  may  be 
described  as  comprising  four  propositions  which  we 
shall  discuss  in  order  as  follows:  1.  Acid  in  the 
stcmach  causes  reflex  relaxation  of  the  pyloric 
sphincter.  2.  Acid  in  the  duodenum  causes  reflex 
closure  of  the  pylorus.  3.  The  effective  stimulus  for 
the  regulation  of  gastric  emptying  is  hydrochloric 
acid.  4.  The  pyloric  sphincter  is  the  active  agent  in 
accomplishing  the  regulation. 

1.  The  effect  of  acid  in  the  stomach  has  been 
investigated  by  McClure,  Reynolds  and  Schwartz,2 
Carlson  and  Litt,3  McCann,4  McSwiney  and  Pyrah,5 
Mogan  and  Thomas,6  and  others.  The  results  have 
net  supported  the  view  that  the  acid  which  appears 

*From  the  Department  of  Physiology  of  the  Jefferson 
Medical  College  of  Philadelphia. 


in  the  pyloric  antrum  about  the  time  that  the  first 
chyme  enters  the  duodenum  is  responsible  for  open- 
ing the  pylorus.  It  has  not  been  possible  to  demon- 
strate an  acid  reflex  from  the  stomach  affecting  the 
pyloric  sphincter. 

2.  On  the  other  hand,  acid  in  the  duodenum  pro- 
foundly affects  the  pylorus.  Carlson  and  Litt3  ob- 
served contraction  of  the  pyloric  sphincter  in 
anesthetized  animals  when  strong  solutions  of  HC1 
or  other  irritants  were  placed  in  the  duodenum. 
Their  observation  was  confirmed  by  Mogan  and 
Thomas6  and  by  Thomas,  Crider  and  Mogan.7  The 
latter  found  that  anesthesia  or  vagotomy  augments 
the  reflex  contraction  of  the  sphincter,  and  that  in 
conscious,  intact  animals  it  lasts  but  a short  time 
and  is  followed  by  relaxation.  The  relaxation  phase 
of  the  response  is  the  more  prolonged.  They  were 
unable  to  demonstrate  a sustained  contraction  of  the 
sphincter,  caused  by  HC1  in  the  duodenum.  A 
sustained  contraction  is  required  by  the  acid  con- 
trol theory  which  was  not,  therefore,  supported  by 
these  observations. 

However,  the  influence  of  acid  in  the  duodenum 
on  the  pylorus  has  received  more  attention  than 
its  importance  warrants.  Before  it  can  be  assumed 
that  it  normally  controls  gastric  evacuation  through 
its  effect  on  the  pylorus  it  is  necessary  to  show  that 
HC1  regularly  reaches  the  duodenum  in  great 
enough  concentration  to  act  as  a stimulus.  This 
has  never  been  done;  on  the  contrary,  the  available 
evidence  points  to  the  opposite  conclusion.  Thomas, 
Crider  and  Mogan1  found  that  strong  acid  in  the 
duodenum  not  only  causes  a temporary  contraction 
of  the  pyloric  sphincter  but  at  the  same  time  in- 
hibits gastric  peristalsis.  Comparing  reflex  inhibition 
of  peristalsis  with  reflex  closure  of  the  pylorus  due 
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to  the  same  type  of  stimulus  they  found  that  the 
former  occurred  more  readily  than  the  latter,  i.  e. 
it  could  be  produced  with  a smaller  amount  of  acid 
in  the  duodenum.  They  concluded  that  duodenal 
acidity  could  not,  under  the  circumstances,  reach 
the  level  necessary’  to  excite  closure  of  the  pylorus; 
before  it  could  do  so  it  would  inhibit  gastric  peri- 
stalsis so  that  no  more  acid  would  be  driven  from 
the  stomach.  Experimental  analysis  has  proved  this 
reasoning  faulty  only  to  the  extent  that  strong  acid 
may7  escape  from  the  stomach  before  the  inhibitory 
reflex  has  had  time  to  become  effective;  once  the 
reflex  is  established  it  regulates  the  exit  of  acid  to 
the  extent  anticipated. 

3.  More  recent  experiments,  not  y7et  reported,  in- 
dicate that  the  degree  of  acidity  required  even  to 
inhibit  gastric  peristalsis  may  be  attained  in  the 
duodenum  only  in  exceptional  circumstances.  The 
maximum  acidity  of  the  mixed  duodenal  contents 
observed  in  dogs  on  a diet  of  lean  meat  is  near 
pH  3.6,  whereas  the  threshold  for  gastric  inhibition 
is  in  the  neighborhood  of  pH  2.0  (and  for  closure 
of  the  pylorus,  presumably  less,  indicating  more 
acid).  If  the  food  consists  of  bread  (carbohydrate) 
or  fat,  the  duodenal  contents  are  even  less  acid  than 
after  a meal  of  meat  (Thomas  and  Crider8). 

Fauley  and  Ivy9  found  that  operations  designed 
to  increase  the  concentration  of  acid  in  the  duodenum 
did  not  slow  the  emptying  of  the  stomach.  They 
diverted  from  the  duodenum  the  pancreatic  juice 
which  is  mainly  responsible  for  neutralizing  the  acid 
chyine  as  it  comes  from  the  stomach.  Since  the 
stomachs  of  their  operated  animals  emptied  in  less 
time  than  required  normally,  it  is  evident  that  the 
acidity  of  the  duodenum  can  be  considerably  in- 
creased without  attaining  the  concentration  required 
to  close  the  pylorus  or  inhibit  gastric  motility. 

4.  The  assumed  importance  of  the  pylorus  as 
a regulator  of  gastric  emptying  remains  to  be  con- 
sidered. There  is  reason  to  believe  that  the  pylorus 
has  some  part  in  determining  the  initial  emptying 
time  of  the  stomach  and  possibly  some  influence  on 
the  rate  of  emptying  in  certain  phases  of  digestion, 
but  it  has  been  abundantly  demonstrated  that  the 
total  time  required  for  the  stomach  to  empty  itself 
of  a given  amount  of  material  does  not  depend  on 
the  presence  of  an  intact  pyloric  sphincter.  Von 
Mering,10  Gianturco,11  Chrisler  and  Van  Liere,12 
Ravdin,13  and  others  have  found  that  pyloroplasty, 


pylorectomv,  gastroenterostomy  and  similar  oper- 
ations do  not  alter  the  total  emptying  time  of  the 
stomach.  In  a study  recently  reported,  we  found 
that  the  emptying  time  of  the  dog’s  stomach  for 
normal  salt  solution,  HC1,  dextrose,  fat  or  alcohol 
was  not  shortened  by  the  presence  in  the  pylorus  of 
an  open  tube  which  effectively  precented  closure  of 
the  pyloric  outlet  (Crider  and  Thomas14). 

Since  recent  experimental  work  has  failed  to  sup- 
port any  substantial  part  of  the  acid  control  theory, 
a new  theory  is  needed.  In  1931,  one  of  us15  at- 
tempted to  describe  the  mechanism  that  regulates 
gastric  emptying  in  terms  of  the  facts  that  were 
known  at  that  time.  We  were  inclined  then,  more 
than  now,  to  agree  with  those  who  attribute  an  im- 
portant regulatory  influence  to  HC1.  Recently  ac- 
quired facts  make  it  possible  to  describe  more  fully 
and  with  greater  confidence  some  features  of  the 
regulatory  apparatus  that  were  merely  suggested  in 
1931. 

An  adequate  theory  of  the  regulation  of  gastric 
emptying  must  take  into  account  not  only  the  pyloric 
sphincter  but  also  such  other  means  as  are  available 
for  regulating  the  exit  of  chyme  from  the  stomach. 
These  are  variations  in  the  tone  of  the  gastric  muscle 
and  in  the  peristaltic  activity  of  the  pyloric  antrum. 
Although  the  pressure  within  the  duodenum  may 
offer  a resistance  to  the  entrance  of  gastric  chyme  and 
is,  therefore,  a potential  factor  in  the  regulation  of 
gastric  emptying,  it  has  received  little  study;  so 
far  as  we  know  at  present,  it  does  not  undergo  vari- 
ations associated  with  differences  in  gastric  empty- 
ing time. 

In  recent  years  the  greatest  advance  has  been 
made  in  the  understanding  of  the  mechanisms  which 
regulate  gastric  tone  and  peristalsis.  Edelmann,16 
and,  later,  Cannon1  noted  that  when  fat  was  pixed 
with  the  food  the  gastric  peristaltic  waves  were  slow 
and  feeble.  This  observation  has  been  confirmed 
many  times  since.  Recently  a number  of  investiga- 
tors (see  Gray,  Bradley  and  Ivy17)  have  reported 
that  the  inhibitory  effect  of  fat,  which  influences 
gastric  secretion  as  well  as  peristalsis,  is  due  to  the 
presence  in  the  blood  of  a chalone  (chemical  in- 
hibitor) liberated  from  the  duodenum  and  upper  in- 
testine when  fat  is  present.  This  substance  has  been 
called  enterogastrone. 

Quigley  and  Phelps18  have  shown  that  the  same 
or  a similar  substance  is  liberated  also  by  the 
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presence  of  dextrose  and  other  sugars  in  the  intes- 
tine with  consequent  inhibition  of  gastric  motility. 
Most  of  their  experiments  were  done  with  strong 
solutions,  so  that  their  results  were  in  part  due  to 
the  hypertonicity  of  the  material,  but  some  effect 
was  obtained  with  isotonic  solutions.  Crider  and 
Thomas14  found  that  isotonic  glucose  solution  de- 
lays gastric  emptying.  Glucose  in  isotonic  solution 
js  a much  less  effective  stimulus  than  fat  and  is 
about  equivalent  to  N/20  HC1. 

Hydrochloric  acid,  hypertonic  salt  solutions,  al- 
cohol and  even  chemically  inert  materials  which 
act  only  mechanically,  inhibit  gastric  peristalsis 
W'hen  present  in  adequate  amounts  in  the  duodenum 
(Thomas,  Crider  and  Mogan7).  The  inhibition  is 
the  result  of  a reflex  (the  “enterogastric  reflex”, 
Thomas  and  Mogan19),  which,  for  the  chemical 
stimuli  at  least,  is  mediated  almost  entirely  by  the 
vagus  nerves.  Lalich,  Meek  and  Herrin20  have 
proved  that  mechanical  stimuli  may  bring  about 
gastric  inhibition  through  the  sympathetic  innerva- 
tion as  well,  but  the  vagus  mechanism  was  found 
to  be  the  more  responsive. 

Only  last  year  we  learned  that  the  products  of 
protein  digestion  are  capable  of  exerting  a profound 
inhibitory  effect  on  gastric  motility  when  present  in 
the  duodenum  (Thomas  and  Crider21).  Like  HC1 
and  certain  other  chemical  stimuli,  these  substances 
owe  their  activity  to  their  ability  to  excite  the  vagus 
inhibitory  apparatus.  Our  study  of  this  phenomenon 
is  incomplete  and  its  relative  importance  not  yet 
determined,  but  it  appears  to  us  at  present  to  repre- 
sent one  of  the  major  influences  in  the  regulation 
of  gastric  emptying. 

The  significance  of  all  these  observations  becomes 
more  evident  when  the  inhibitory  effects  are  com- 
pared quantitatively.  Fat  is  the  most  potent  stimulus 
among  the  food  materials.  Twenty  cc.  of  olive  oil 
in  the  duodenum  will  stop  gastric  motor  activity  for 
half  an  hour  at  the  least  and  often  for  a much  longer 
time.  A similar  quantity  of  a typical  protein  digest 
(5  per  cent  Witte’s  peptone)  will  stop  gastric  peri- 
stalsis for  from  five  to  ten  minutes  after  being  placed 
in  the  duodenum.  Less  concentrated  solutions  or 
smaller  quantities  may  merely . reduce  the  force  of 
the  peristaltic  contractions  without  interrupting 
their  rhythm.  Isotonic  glucose  is  the  weakest  stimu- 
lus of  the  three.  In  20  cc.  quantities  it  has  no  de- 
tectible  effect  on  digestive  peristalsis,  but  when  the 


whole  gastric  content  consists  of  such  a solution 
the  emptying  is  delayed  appreciably  when  com- 
pared with  that  of  inert  material  such  as  isotonic 
salt  solution.  It  will  be  recalled  that  the  gastric 
emptying  times  of  the  three  foodstuffs  differ  in  this 
same  order. 

The  slow  emptying  of  fat  from  the  stomach  is 
generally  attributed  to  its  inhibitor)'  effect  on  gastric 
peristalsis.  The  evidence  that  the  other  foods  have 
a similar  action  suggests  that  their  emptying  may 
be  regulated  in  the  same  way.  The  hypothesis  seems 
warranted  that  in  so  far  as  gastric  emptying  is 
regulated  by  means  of  reflexes  or  humoral  agents 
arising  in  the  intestine,  the  stimuli  are  generally  the 
food  materials  themselves  or  the  products  of  their 
digestion,  and  not  HC1.  Since  the  food  products 
in  the  intestine  affect  gastric  peristalsis  and,  so  far 
as  we  know,  do  not  influence  the  pylorus,  this  hy- 
pothesis will  explain  why  it  has  not  been  possible 
to  demonstrate  any  decrease  in  the  gastric  emptying 
time  following  removal  of  the  pylorus. 

The  mechanism  suggested  has  certain  obvious 
advantages  over  one  dependent  on  the  concentration 
of  HC1  in  the  intestine.  The  secretion  of  acid  is 
subject  to  a variety  of  influences,  some  of  which 
are  not  directly  concerned  with  digestion.  In  some 
persons  it  is  not  secreted  at  all.  The  food  products 
are  always  present  in  quantities  directly  related  to 
the  rate  of  gastric  emptying.  Since  the  function  of 
the  regulator)'  mechanism  is,  presumably,  to  prevent 
overloading  the  intestine,  it  seems  desirable  that  it 
should  react  to  the  materials  with  which  the  in- 
testine may  be  overloaded. 

Nevertheless,  the  well-known  reflex  responses  to 
HC1  in  the  intestine  have  an  important  function 
The  duodenum  is  not  adapted  to  a highly  acid 
content.  Since  it  is  directly  connected  with  an  organ 
capable  of  secreting  HC1  in  concentrations  up  to 
0.6  per  cent,  some  adaptation  for  its  protection  is 
essential.  Acid  in  adequate  concentration  is  a po- 
tent stimulus  for  the  enterogastric  reflex  and  for 
reflex  closure  of  the  pylorus.  Effective  concentra- 
tions may  appear  in  the  duodenum  occasionally 
under  normal  conditions;  for  example,  after  a dog 
has  been  fed  raw  meat  gastric  juice  is  apparently 
secreted  faster  than  it  can  be  utilized  in  the  stomach 
and  may  enter  the  intestine  in  considerable  quantity 
in  an  almost  pure  state.  According  to  Ivy22  similar 
conditions  arise  in  man  following  a meal.  Under 
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such  circumstances,  there  may  be  temporary  closure 
of  the  pylorus;  there  generally  is  some  degree  of 
gastric  inhibition.  These  are  followed  by  anti- 
peristalsis in  the  duodenum  and  regurgitation 
(Ivy22).  The  regurgitation  of  strong  acid  from  the 
duodenum  is  doubtless  associated  with  the  secondary 
relaxation  of  the  pyloric  sphincter  which  we  have 
mentioned  previously.  These  conditions  continue 
for  only  a few  minutes  after  the  secretion  starts; 
presently  the  buffering  action  of  the  protein  and  the 
products  of  its  digestion  reduces  the  acidity,  and 
some  other  mechanism  must  be  relied  on  to  regulate 
the  emptying. 

So  far  only  the  effects  of  stimuli  arising  in  the 
intestine  have  been  considered.  It  is  generally  be- 
lieved that  the  condition  of  the  food  within  the 
stomach  influences  the  rate  of  gastric  emptying. 
Cannon1  observed  that  gross  solid  particles  failed 
to  pass  the  pylorus  and  were  driven  back  into  the 
body  of  the  stomach  by  antiperistaltic  movements. 
McCann4  has  submitted  evidence  tending  to  show 
that  undigested  food,  particularly  protein,  in  the 
stomach  delays  gastric  emptying  by  closing  the 
pylorus  and  increasing  the  tone  of  the 'pyloric  antrum 
as  a whole. 

Wilson,  Dickson  and  Singleton23  find  that  gastric 
emptying  begins  as  soon  as  the  gastric  contents  have 
had  time  to  reach  the  pylorus;  the  time  required  de- 
pends in  part  on  the  consistency  of  the  food.  The 
initial  emptying,  and  perhaps  also  the  rate  of 
emptying  in  the  early  stages  of  digestion,  depends 
more  on  the  chemical  and  mechanical  nature  of  the 
gastric  contents  than  on  stimuli  from  the  duodenum. 
It  is  not  probable,  however,  that  these  factors  com- 
monly determine  the  total  emptying  time.  This  time 
is  too  nearly  uniform  for  a given  type  of  food  to  be 
determined  by  such  variable  circumstances. 

Nevertheless,  these  factors  cannot  be  neglected  in 
a consideration  of  gastric  emptying,  particularly 
when  we  are  attempting  to  evaluate  the  importance 
of  the  pylorus.  The  available  evidence  indicates 
that  the  tone  of  the  pyloric  antrum,  including  the 
sphincter,  is  a factor  in  the  control  of  initial  empty- 
ing. The  antrum  and  sphincter  are  probably  re- 
sponsible also  for  any  further  influence  which  con- 
ditions within  the  stomach  may  have  on  the  empty- 
ing rate. 


Summary 

1.  Cannon’s  acid  control  theory  is  stated  to  be  no 
longer  tenable  because  (a)  the  initial  opening  of 
the  pylorus  does  not  depend  on  the  presence  of  acid 
in  the  stomach,  (b)  acid  seldom  reaches  the  duo- 
denum in  concentrations  adequate  to  close  the 
pylorus  or  to  inhibit  gastric  peristalsis,  (c)  oper- 
ations which  increase  the  acidity  of  the  duodenal 
contents  do  not  shorten  the  gastric  emptying  time, 
and  (d)  surgical  removal  of  the  pylorus  or  ex- 
perimental interference  with  pyloric  function  does 
not  shorten  the  gastric  emptying  time. 

2.  Each  of  the  major  foodstuffs  or  the  products  of 
their  digestion,  when  present  in  the  duodenum,  has 
some  power  to  inhibit  gastric  peristalsis.  The  gas- 
tric emptying  times  of  the  three  classes  of  food  vary 
in  the  same  order  as  the  degree  of  gastric  inhibition 
which  they  produce. 

3.  It  is  suggested  that  the  regulation  of  gastric 
emptying,  in  so  far  as  it  depends  on  duodenal  stim- 
ulation, is  accomplished  by  the  action  in  the  duo- 
denum of  the  food  materials  or  the  products  of  their 
digestion  and  not  ordinarily  by  HC1. 

4.  Other  factors  in  the  regulation  of  gastric 
emptying  are  discussed. 
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DEFICIENCY  OF  SOLAR  RADIATION  AND  DEFICIENCY  OF 
IODINE  AS  FACTORS  IN  THE  DISTRIBUTION  OF  SIMPLE 
GOITER  IN  THE  UNITED  STATES.* 

James  H.  Smith,  M.  D., 

Richmond,  Virginia 


In  a former  paper  there  was  presented  evidence 
of  a causal  relationship  between  deficiency  of  solar 
radiation  and  increased  prevalence  of  endemic 
goiter.1  The  measure  of  solar  radiation  used  for  the 
United  States  was  the  percentage  of  the  possible 
sunshine  during  the  months  of  December,  January 
and  February.  The  index  of  goiter  endemicity  was 

*From  the  Medical  Department,  Medical  College  of 
Virginia. 

t"The  radiation  index  is  calculated  by  dividing  by  3 
the  sum  of  the  angle  of  incidence  of  the  sun's  rays  (66°  30' 
minus  latitude  equals  the  minimum  seasonal  angle)  the 
percentage  of  possible  sunshine,  and  100  minus  the  p.  m. 
relative  humidity,  mean. 


the  incidence  in  men  in  the  third  decade,  by  states, 
as  determined  by  the  United  States  Draft  Board. 

A more  critical  comparison  is  here  undertaken  by 
a refinement  in  both  standards.  The  index  of  solar 
energy  is  arrived  at  by  taking  into  account  for  the 
months  mentioned,  in  addition  to  the  percentage  of 
the  possible  sunshine,  the  latitude  (angle  of  in- 
cidence of  the  sun's  rays)  and  humidity,  as  described 
in  another  paper.2]  The  geographic  areas  of  goiter 
incidence  used  are  the  ‘‘urban  areas”  in  the  Draft 
Board’s  report.  The  results  are  shown  in  table  1 
and  chart  1. 


Chart  1. — The  continuous  line  indicates  radiation  index,  the  broken  line  indicates  goiter  incidence.  The  scale 
for  radiation  index  is  reversed  to  make  a low  index  comparable  with  height  on  the  scale  of  goiter  in- 
cidence. A relationship  of  cause  and  effect  appears  to  be  shown,  with  an  incidence  of  goiter  in  the 
Western  section  somewhat  higher  in  proportion  to  deficiency  of  radiation  than  in  the  Central  and  Eastern 
sections.  Iodine  is  not  taker,  into  account  in  this  chart.  The  Central  section,  especially  Buffalo,  N.  Y., 
suggests  the  operation  of  an  “x”  factor,  possibly  iodine.  See  chart  2. 
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Table  1. — Radiation  Index  and  Goiter 


Draft 

Simple 

Altitude 

Per  Cent 

Goiter 

Radiation 

Board 

City 

(feet) 

Urban 

per  1000 

Index 

Section 

Western 

Men 

Col.  5 

Denver 

5292 

100. 

4.80 

49.7 

Utah  2 

Salt  Lake  City 

4408 

60.6 

13.84 

36.7 

Cal.  4 

Los  Angeles 

361 

100. 

4.09 

49.3 

Wash.  2 

Seattle 

248 

68.1 

29.85 

24.3 

Cal.  5 

San  Francisco 

206 

100. 

5.06 

39.7 

Oreg.  1 

Portland,  Ore. 

57 

56.9 

22.51 

26. 

Central 

Minn.  4 

Minneapolis 

918 

93.8 

6.58 

32. 

Penn.  7 

Pittsburg 

8+2 

70.4 

5.21 

30.7 

III.  5 

Chicago 

824 

100. 

11.51 

33.7 

Ohio  1 

Cleveland 

762 

85.3 

6.05 

28.7 

Mich.  4 

Detroit 

730 

100. 

6.90 

29. 

Wis.  3 

Milwaukee 

681 

90.9 

10.13 

33. 

Ohio  4 

Cincinnati 

628 

100. 

3.71 

35. 

N.  Y.  6 

Buffalo 

600 

100. 

2.36 

27.3 

Mo.  4 

St.  Louis 

567 

100. 

4.54 

37.7 

Eastern  and 

Gulf 

N.  Y.  2 

New  York 

314 

100. 

0.76 

39.7 

Penn.  1 

Philadelphia 

156 

100. 

1.11 

38.3 

Conn.  2 

New  Haven 

127 

96.1 

0.95 

39. 

Mass.  4" 

Boston 

124 

100. 

0.18 

38. 

Md.  1 

Baltimore 

115 

82. 

0.55 

39.7 

Me.  3 

Portland,  Me. 

99 

64.2 

0.66 

38.3 

D.  C. 

Washington,  D.C. 

75 

100. 

1.47 

39.7 

La.  2 

New  Orleans 

51 

100. 

1.19 

38.7 

Chart  2. — The  lines  have  the  same  significance  as  in  chart  1.  The  iodine  content  of 
water  is  shown  by  vertical  columns,  which  when  very  low  become  mere  dashes. 
The  names  of  cities  above  indicate  the  location  of  the  Weather  Bureau  station 
within  the  corresponding  Draft  Board  section  shown  below.  The  large  in- 
crease in  iodine  content  of  the  water  of  the  Great  Lakes  from  west  to  east 
appears  to  represent  a factor  which  more  than  offsets  the  slight  increase  in 
deficiency  of  radiation. 
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Table  2. — Radiation  Index,  Goiter  and  Iodine  Content  of  Water 


Draft 

Board 

Section 

Per  Cent 
Urban 

Simple 
Goiter 
per  1000 

Men 

City  of 
Water 
Analysis 

Lake 

Iodine 
parts  per 
billion 

Radiation 

Index 

Minn.  3 

61.7 

15.71 

Duluth 

Superior 

0.01 

32.3 

Wis.  1 

26.4 

18.95 

Duluth 

Superior 

0.01 

32.3 

Mich.  1 

40.3 

25.62 

Marquette 

Superior 

0.02 

28.0 

Wis.  + 

45.5 

11.52 

Green  Bay 



33.3 

Wis.  3 

90.9 

10.13 

Milwaukee 

Michigan 

0.015 

33.0 

111.  5 

100. 

11.51 

Chicago  (1) 

Michigan 

0.12 

33.7 

111.  1 

63.5 

6.02 

Winnetka 

Michigan 

0.10 

33.7  (2) 

Mich.  5 

27.2 

13.05 

Grand  Haven 



25.3 

Mich.  2 

33.6 

15.15 

Ludington 

Alpena 



25.4 

Mich.  3 

33.6 

7.13 

Port  Huron 



27.7 

Mich.  4 

100. 

6.90 

Detroit 



29.0 

Ohio  1 

85.3 

6.05 

Cleveland 

Erie 

0.86 

28.7 

Penn.  6 

40.5 

6.40 

Erie 

25.9 

N.  Y.  6 

100. 

2.36 

Toronto 

Ontario 

1.45 

27.3  (3) 

N.  Y.  4 

61.7 

1.79 

Toronto 

Ontario 

1.45  (4) 

29.1  (5) 

1.  Wilson  Ave.  Crib.  The  iodine  content  of  Lake  Michigan  water  at  the  68th  St.  Crib  was  0.67  (McClendon). 


2.  Chicago. 

3.  Buffalo. 

4.  Hancock  Lake,  1.07. 

5.  Rochester,  N.  Y. 

In  the  previous  paper  on  the  prevalence  of  endemic 
goiter  it  was  noted  that  in  New  Zealand,  while  the 
iodine  content  of  the  soil  appeared  to  be  roughly  in 
proportion  to  solar  radiation,  yet  in  an  area  of  low 
iodine  content  of  the  soil,  relatively  great  solar 
radiation  tends  to  decrease  the  prevalence  of  goiter. 
In  this  study,  the  relatively  low  incidence  of  goiter 
at  Buffalo  in  the  State  of  New  York,  as  shown  in 
chart  1,  suggested  the  comparison  shown  in  table  2, 
chart  2.  In  this  chart  it  is  seen  that  the  iodine  con- 
tent of  the  water  of  the  Great  Lakes  as  determined 
by  McClendon3  increases  in  the  direction  of  flow 
from  west  to  east,  and  that  with  the  increase  there 
is  a decrease  in  the  incidence  of  goiter  in  the  age 
and  sex  group  under  consideration.  This  decrease 
is  both  absolute  and  in  relation  to  the  index  of  solar 
radiation. 

Comparison  of  the  western  section  of  the  country 


Chart  3. — The  lines  have  the  same  significance  as  in 
charts  1 and  2.  All  of  the  water  analyses  were  low  in 
iodine  content.  The  relationship  between  radiation 
index  and  goiter  shows  no  considerable  difference  when 
the  four  central  areas  are  compared  with  the  two 
western  areas,  but  shows  what  would  seem  to  be  a 
significant  influence  of  deficiency  of  radiation  in  the 
causation  of  goiter  in  areas  where  iodine  of  the  water 
supply  is  low. 


Table  3. — Radiation  Index  and  Goiter  in  Central  and  Western  Sections  with  Low  Iodine  Content  of  Water 


Draft 

Board 

Section 

C,  Central 

W,  Western 

Per  cent 
Urban 

Simple 
Goiter 
per  1000 

Men 

City  of 
Water 
Analysis 

Source 
of  Water 
Analyzed 

Iodine 

Parts  per 
Billion 

Radiation 

Index 

Minn.  3 C 

61.7 

15.71 

Duluth 

, L.  Superior 

0.01 

32.3 

Wis.  3 C 

90.9 

10.13 

Milwaukee 

L.  Michigan 

0.015 

33.0 

Mich.  1 C 

40.3 

25.62 

Marquette 

L.  Superior 

0.02 

28.0 

Wash.  2 W 

68.1 

29.85 

Seattle 

Cedar  River 

0.02 

24.3 

Oreg.  1 W 

56.9 

22.51 

Portland 

Bull  Run  L. 

0.03 

26.0 

111.  5 C 

100. 

11.51 

Chicago 

L.  Michigan 

0.12 

33.7 
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with  the  central  and  eastern  sections  shows,  in  gen- 
eral, a tendency  to  incidence  of  goiter  in  the  West 
somewhat  high  in  proportion  to  the  radiation  index. 
However,  in  areas  of  definitely  low  iodine  content 
of  water,  as  shown  in  chart  3,  no  differentiation  is 
seen  in  the  comparison  of  western  and  central  areas, 
with  respect  to  the  relation  of  prevalence  of  goiter 
and  the  radiation  index. 

Summary  and  Conclusion 

Further  and  more  critical  evidence  is  presented 
to  show  that  both  deficiency  of  iodine  content  of 


water  and  deficiency  of  solar  radiation  tend  to  in- 
creased prevalence  of  goiter. 
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McGuire  Clinic. 


PRESENT  DAY  TRENDS  IN  THYROID  SURGERY.* 


Howard  Alexander  Patterson,  M.  D.,  F.  A.  C.  S., 
New  York  City. 


I am  grateful  to  your  President  for  the  invitation 
to  come  down  and  address  the  Seaboard  Medical 
Association.  Doctor  Bass  very  kindly  asked  me  to 
talk  on  any  subject  I might  choose  and,  since  thyroid 
surgery  has  been  my  particular  hobby  for  some  time, 
I should  like  to  outline  very  briefly  some  of  the  cur- 
rent trends  in  this  field.  It  is  obviously  impossible 
to  even  begin  to  cover  this  subject  in  a short  paper. 
I am  also  well  aware  of  the  fact  that  if  one  tries  to 
run  rapidly  through  a great  many  problems,  the 
result  is  usually  a disordered  jumble,  and  of  no 
especial  value.  What  I would  like  to  do  is  to  touch 
briefly  on  a few  “high  spots”  and  then  show  some 
lantern  slides  of  illustrative  cases. 

It  seems  to  me  worthwhile  to  stop  occasionally,  in 
our  work,  and  “take  inventory”,  in  order  to  see  what 
things  we  are  doing  differently  than  a few  years  ago, 
and  why.  This  often  gives  a lead  as  to  the  direction 
along  which  we  can  best  work  to  further  improve 
our  results. 

Thyroid  surgery  has  been  developing  along  physi- 
ological lines.  Instead  of  merely  removing  a goitre — 
for  mechanical  or  cosmetic  reasons — or  taking  out 
most  of  a hyperplastic  thyroid  gland  at  the  request 
of  the  referring  physician,  the  thyroid  surgeon  has 
been  trying  to  solve  his  problems  by  a better  under- 
standing of  the  basic  physiology  and  pathology  of 
the  thyroid  gland.  One  of  the  most  hopeful  sources 

*Read  before  the  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina,  at  Tarboro,  N.  C.,  December 
2,  1936. 


of  possible  help  is  to  be  found  in  the  work  on  the 
physiology  of  iodine  that  has  been  done  by  Curtis 
at  Ohio  State  FTniversity,  and  others.  The  task  of 
measuring  minute  amounts  of  iodine  has  been  sim- 
plified and  made  fairly  practical.  The  methods  are 
still  tedious  and  there  are  many  pitfalls,  but  they 
have  already  made  some  highly  interesting  con- 
tributions. It  seems  that  normal  circulating  blood 
contains  about  120  parts  of  iodine  per  billion.  This 
amount  is  usually  more  than  doubled  in  exophthal- 
mic goitre.  After  adequate  operation,  it  drops  to 
normal.  Cretins,  and  patients  with  myxedema,  have 
a low  blood  iodine.  The  urinary  output  of  iodine, 
on  an  average  diet,  is  fairly  constant.  The  urinary 
loss  of  iodine  in  exophthalmic  goitre  is  greatly  in- 
creased— sometimes  up  to  nine  times  the  normal.  I 
will  not  burden  you  with  further  figures,  for  Curtis’s 
work  has  not  been  confirmed  by  some  who  have  at- 
tempted it,  but  this  work  should  certainly  lead  to  a 
better  understanding  of  thyroid  problems.  It  seems 
to  indicate  that,  in  some  respects,  hyperthyroidism 
is  analogous  to  hyperparathyroidism  and  to  diabetes, 
a sort  of  “iodine  diabetes”  as  it  were.  It  has  always 
seemed  rather  unsatisfactory  to  operate  on  the  thyroid 
gland  in  patients  with  Graves’  disease,  while  be- 
lieving that  the  actual  cause  lies  elsewhere  and  that 
the  disease  merely  manifests  itself  by  abnormally 
stimulating  the  thyroid.  It  is  always  somewhat  un- 
satisfactory to  treat  a disease  unless  we  know  the 
cause  of  it.  Why  do  some  patients  with  Graves’  dis- 
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ease  remain  well  after  subtotal  thyroidectomy  and 
others  suffer  recurrence  after  an  identical  operation  ? 
It  does  not  seem  too  much  to  hope  that  we  may  some 
day  be  treating  these  cases  by  some  endocrine  therapy 
without  surgery. 

Another  new  field  for  thyroid  surgery  has  appeared 
with  the  work  of  Berlin,  and  others,  on  the  total 
removal  of  the  thyroid  gland  for  intractable  heart 
disease.  So  far  as  I know,  this  is  the  first  time  the 
surgeon  has  attacked  a normal  organ  in  order  to 
alter  the  physiological  set-up  and  aid  the  patient 
indirectly.  (A  possible  exception  to  this  statement 
is  the  attack  on  normal  ovaries  in  an  attempt  to  aid 
in  control  of  a breast  carcinoma.)  The  purpose,  of 
course,  is  to  “lower  the  tissue  needs  to  the  available 
blood  supply”.  The  physiological  excuse  for  the 
operation  is  found  in  Blumgart’s  fine  work  on  the 
velocity  of  blood  flow7.  As  compared  with  a normal 
individual,  an  increased  metabolic  rate  speeds  up 
the  velocity  of  blood  flow  to  an  amazing  degree,  while 
a basal  metabolic  rate  of  minus  25  per  cent  finds  the 
blood  flow7  only  about  one-half  the  normal.  This 
certainly  should  offer  welcome  relief  to  a laboring 
heart  muscle.  It  has  now  been  four  years  since  the 
first  of  Doctor  Berlin’s  total  thyroidectomies,  and 
(just  as  he  feared)  the  operation  has  been  greatly 
abused  and  overdone.  The  careful  selection  of  cases 
is  of  utmost  importance.  If  the  cases  are  properly 
selected,  the  mortality  can  be  kept  fairly  low  and 
the  results  are  encouraging,  being  much  better  in  the 
angina  pectoris  cases  than  in  the  congestive  heart 
failure  group.  My  own  experience  with  these  cases 
has  been  very  limited,  but  I feel  that  total  thyroid- 
ectomy is  not  nearly  as  valuable  an  innovation  as  w7e 
hoped  it  would  be  tw7o  years  ago. 


Let  us  now7  reconsider  briefly  some  of  the  older 
problems  that  are  always  with  us  in  thyroid  surgery. 
The  type  of  anesthesia  used  is  of  great  importance. 
It  has  always  seemed  to  me  that  the  use  of  local 
anesthesia  in  thyroid  work  is  unnecessary  and  un- 
desirable. It  is  hard  on  the  surgeon  and  much  harder 
on  the  patient.  It  is  not  necessary  to  use  local  anes- 
thesia to  avoid  injury  to  the  recurrent  laryngeal 
nerves,  for  this  should  not  happen.  The  routine  use 
of  cyclopropane  as  the  anesthetic  agent  in  thyroid 
surgery  has,  in  my  opinion,  been  a great  advance. 
I have  used  cyclopropane  for  slightly  more  than 
three  years  and  found  it  highly  satisfactory.  A very 


high  oxygen  flow  can  be  maintained  with  it,  and 
still  we  have  perfect  anesthesia  and  relaxation.  In 
severe  thyrocardiacs  this  new  gas  is  of  especial  value. 
We  have  used  avertin,  in  moderate  doseage,  as  a 
basal  anesthesia,  in  most  cases.  It  is  fine  from  the 
patient’s  standpoint,  and  is  probably  safer  than 
comparable  doses  of  the  barbiturates  or  of  the  mor- 
phine-scopolamine combination. 


Let  us  now  go  on  to  the  outstanding  problem  of  the 
thyroid  surgeon,  namely  the  management  of  hyper- 
thyroidism. Much  argument  has  passed  around  over 
whether  or  not  the  terms  “primary”  and  “secondary” 
hyperthyroidism  are  valid.  Are  “exophthalmic  goitre” 
and  “adenomatous  goitre  with  secondary  hyper- 
thyroidism” the  same  disease?  It  seems  to  me  that 
the  academic  argument  here  is  secondary  in  impor- 
tance to  the  practical  aspects  of  the  problem.  The 
division  into  groups  seems  to  serve  a useful  purpose, 
for  the  two  conditions  differ  in  age  incidence,  course, 
and  response  to  therapy. 

We  still  feel  that  adequate  surgical  removal  of 
thyroid  tissue  is  the  best  treatment  that  we  know 
about  for  hyperthyroidism.  In  a few  cases  we  have 
tried  X-ray  therapy,  and  in  several  we  have  tried 
prolonged  rest  w7ith  mild  sedatives  and  psycho- 
therapy, removal  of  foci  of  infection,  and  so  forth. 
The  results  have  been  very  unsatisfactory.  On  the 
other  hand,  adequate  subtotal  thyroidectomy  con- 
tinues to  give  highly  satisfactory  results.  Recurrences 
should  be  few,  and  the  operative  mortality  should  be 
below'  1 per  cent.  Many  surgeons  are  able  to  keep 
their  mortality  figures  down  and  still  do  all  these 
operations  in  one  stage.  I am  told  that  Doctor  Cecil 
J oil , the  British  authority,  never  does  a two-stage 
operation  for  hyperthyroidism.  There  is  no  doubt  that 
the  preoperative  use  of  iodine  has  greatly  reduced 
the  need  for  two-stage  operations.  (At  Mayo  Clinic 
only  about  2 per  cent  of  the  operations  for  exophthal- 
mic goitre  are  now  done  in  two  stages,  as  compared 
to  more  than  50  per  cent  before  the  routine  preoper- 
ative use  of  iodine.)  However,  one  can  not  escape 
the  significance  of  the  figures  from  such  men  as 
Doctor  Frank  Lahey.  In  his  Clinic  the  volume  of 
thyroid  work  is  so  huge  as  to  make  the  statistics  of 
real  value,  and  he  has  found  that  the  mortality  each 
year  is  inversely  proportional  to  the  number  of  two- 
stage  operations  in  the  very  toxic  cases.  In  other 
words,  the  more  two-stage  operations,  the  less  deaths. 


190 


Virginia  Medical  Monthly 


[July, 


I recently  reviewed  by  own  cases  and  found,  to  my 
surprise,  that  I have  done  28  per  cent  of  my  oper- 
ations for  exophthalmic  goitre  in  two  stages.  It 
seems  to  me  important  that,  although  the  sickest 
cases  are  selected  for  the  two-stage  operations,  none 
of  our  deaths  have  occurred  in  this  group. 

When  the  patient  is  first  seen  we  decide  as  to 
whether  or  not  the  operation  can  safely  be  done  in 
one  stage,  or  should  be  done  in  divided  doses,  so  to 
speak.  The  age  of  the  patient,  the  amount  of  weight 
loss,  and  the  duration  of  the  disease  are  more  im- 
portant than  the  level  of  the  basal  metabolic  rate  in 
determining  this.  The  patient  may  seem  so  much 
improved  by  pre-operative  preparation  that  it  is 
often  a temptation  to  go  ahead  and  complete  the 
operation  in  one  stage  although  the  patient  was  listed 
as  a two-stage  case  when  first  seen.  This  temptation 
must  not  be  yielded  to  if  mortality  is  to  be  kept  at 
a minimum. 

In  the  two-stage  subtotal  thyroidectomies,  we  allow 
an  average  interval  of  six  weeks,  and  during  this 
time  the  administration  of  iodine  is  continued.  The 
two-stage  operations  cost  the  patient  more  in  time, 
discomfort,  and  hospital  bill,  but  it  is  not  fair  to  try 
and  save  them  from  these  things  at  the  expense  of 
increased  mortality.  There  is  always  the  possibility 
that  so  much  improvement  will  follow  the  first  oper- 
ation that  the  patient  or  family  will  refuse  to  return 
for  the  second.  This  occasionally  happens,  but  the 
responsibility  for  the  eventual  poor  result  is  certainly 
not  the  surgeon’s. 

The  fact  that  the  mortality  of  operations  on  the 
thyroid  gland  is  now  very  low  does  not  excuse  us 
from  trying  to  make  it  still  lower.  A review  of  the 
deaths  in  any  large  series  reveals  a high  proportion 
of  avoidable  deaths.  It  often  seems  as  though  the 
cases  we  are  most  anxious  about  before  operation 
come  through  easily,  while  an  occasional  case  about 
which  there  was  little  concern  proceeds  to  die.  One 
can  not  afford  to  relax  one’s  vigilance.  No  case 
should  ever  be  allowed  to  leave  the  operating  room 
with  laryngeal  or  tracheal  stridor,  however  mild  in 
degree. 

Before  leaving  the  subject  of  hyperthyroidism,  I 
should  like  to  offer  a few  words  of  caution  about  the 
so-called  “borderline  cases.”  Nearly  all  our  unsatis- 
factory results  fall  in  this  group.  If  the  diagnosis 
of  hyperthyroidism  is  doubtful,  do  not  operate  for 
hyperthyroidism.  If  the  patient  really  has  this  dis- 


ease, it  will  become  obvious  later  and  operation  can 
be  done.  If  the  patient  has  not  hyperthyroidism 
and  has  a subtotal  thyroidectomy  done,  the  result 
will  be  bad  and  all  concerned  will  regret  very  much 
having  undertaken  it.  The  feeding  of  thyroid  sub- 
stance will  not  quite  restore  the  previous  state. 

Just  one  more  topic  and  I should  like  to  get  on  to 
the  lantern  slides.  There  seems  still  to  be  a wide- 
spread attitude,  on  the  part  of  doctors  and  laity, 
that  a “lump”  in  the  thyroid  that  is  giving  no 
symptoms  should  be  left  alone.  I am  not  referring 
to  the  diffuse  enlargements  of  puberty  and  other 
physiological  episodes,  nor  to  endemic  goitre.  I am 
referring  to  the  thyroid  gland  that  contains  one  or 
more  definite  discreet  nodules.  Much  confusion  has 
existed,  and  still  exists,  as  to  what  the  pathological 
significance  of  these  is.  How  many  of  them  are 
neoplastic  and  how  many  of  them  are  due  merely  to 
irregular  hyperplasia  or  involution?  Jackson  has 
clearly  shown  that  non-toxic  adenomata  should  never 
be  treated  with  iodine. 

I think  all  will  agree  that  operation  is  often 
necessary  on  account  of  mechanical  pressure.  I be- 
lieve also  that  all  will  agree  that  a low-lying 
adenoma,  that  tends  to  become  intrathoracic,  should 
be  promptly  removed.  Beyond  that  there  is  great 
disagreement.  Doctor  Haggard,  out  of  a long  per- 
sonal experience,  believes  that  about  1 per  cent  of 
adenomatous  goitres  develop  carcinoma,  and  20  per 
cent  become  toxic.  Such  figures  are  very  difficult  to 
estimate. 

Now,  cancer  of  the  thyroid  has  always  been  con- 
sidered a rare  disease,  yet  about  2 per  cent  of  all 
surgical  thyroid  specimens  in  the  large  clinics  are 
carcinomatous.  In  the  clinic  at  Roosevelt  Hospital, 
the  figure  is  nearly  3 per  cent.  Nearly  all  give  a 
history  of  having  had  a definite  lump  in  the  thyroid 
for  a number  of  years.  With  the  exception  of  a few, 
these  carcinomata  are  highly  discouraging  to  treat, 
and  prevention  is  the  only  hopeful  aspect. 

On  account  of  the  age  incidence  and  other  factors, 
severe  secondary  hyperthroidism  developing  in  an 
adenomatous  gland  is  a more  serious  disease  than 
primary  hyperthyroidism.  It  is  in  this  group  that 
the  operative  mortality  is  highest. 

Thus  there  seems  to  me  ample  justification  for 
the  routine  prompt  removal  of  thyroid  adenomata. 
Many  operations  will  be  done  which  might  be  called 
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unnecessary,  but  many  potential  tragedies  will  be 
prevented. 

(The  author  here  presented  lantern  slides). 

Conclusion 

1.  The  thyroid  surgeon  has  begun  to  acquire  a 
more  physiological  point  of  view. 

2.  Total  thyroidectomy  for  heart  disease  is  not 
such  a valuable  addition  to  our  armamentarium  as 
we  had  hoped. 

3.  There  is  still  a very  definite  place  for  the  two- 


stage  operation  in  the  management  of  hyperthyroid- 
ism, in  spite  of  careful  preoperative  prepatation. 

4.  The  so-called  “borderline”  cases  of  hyper- 
thyroidism should  not  be  operated  on  until  the  doubt 
as  to  diagnosis  is  cleared  up. 

5.  Cyclopropane  is  the  ideal  anesthetic  for  thyroid 
surgery. 

6.  Carcinoma  of  the  thyroid  is,  unfortunately,  not 
a rare  disease. 

7.  Thyroid  adenomata  should  be  removed  for 
several  valid  reasons. 

107  East  67th  Street. 


A RESUME  OF  ETIOLOGICAL  FACTORS  IN  PEPTIC 
ULCER  SYNDROME.* 


Walter  P.  Adams,  M.D., 

Norfolk,  Va. 


There  is  no  single  factor  or  allied  group  of  factors 
responsible  for  peptic  ulcer.  The  complexity  of  this 
problem  is  evidenced  by  the  ever  increasing  experi- 
mentation on  the  subject.  The  term  peptic,  applied 
by  Quincke  in  1879,  is  mute  evidence  of  belief  at 
that  time  of  the  role  of  the  gastric  juice  in  ulcer 
formation.  This  term  has  included  any  ulcer  in 
the  formation  of  which  gastric  juice  played  a part. 
His  idea  regarding  local  causation  was  preceded  by 
the  statement  made  by  Cruvellier,  describing  gastric 
ulcer  in  1829,  that  gastritis  was  its  cause.  Its  etiology 
has  been  frequently  ascribed  to  purely  local  causes 
because  the  characteristic  lesion  was  often  the  only 
discernible  evidence  of  disease. 

As  ulcer  increased  alarmingly  in  incidence,  vari- 
ous characteristic  features  of  a systemic  nature  were 
noted,  and  it  was  realized  to  be  a disease  of  civili- 
zation, never  occurring  spontaneously  in  the  lower 
animals,  and  connected  in  some  way  with  the  com- 
plexities of  modern  life. 

Not  having  been  proved  to  be  caused  by  any  single 
factor,  the  different  stages  of  ulcer,  such  as  exacer- 
bation, quiescence,  and  recurrence  must  be  thought 
of  as  due  to  various  combinations  of  local  and  sys- 
temic factors.  It  is  these  combinations  and  their  in- 
tensity of  action  which  cause  the  various  lesions  in 
the  life  cycle  of  ulcer. 

A great  number  of  hypotheses  have  been  advanced 
to  explain  the  cause  and  changes  of  these  lesions. 

♦Read  before  the  Norfolk  County  Medical  Society, 
January  18,  1937. 


It  is  impossible  to  classify  these  many  varied  opin- 
ions. They  cannot  be  classified  without  overlapping, 
but  may  be  grouped  under  the  following  headings: 
Circulatory,  Traumatic,  Chemical,  Anatomic, 
and  Neurogenic. 

Circulatory : The  classical  hypothesis  of  Virchow 
essentially  stated  that  disturbances  in  the  veins  and 
arterioles  of  the  submucosa  resulted  finally  in  necrosis 
of  the  mucous  membrane,  and  peptic  action  of  the  gas- 
tric juice  then  caused  ulceration.  There  is  consider- 
able evidence  to  continue  to  support  this.  The  arterial 
blood  supply  to  the  ulcer-bearing  area1  has  been 
shown  not  to  be  very  plentiful,  and  a slowing  of  the 
blood  current  in  these  areas  is  said  to  predispose  to 
embolism  and  thrombosis.  It  has  been  demonstrated 
in  man  and  experimental  animals  that  the  typical 
ulcer  causes  greatest  damage  in  the  muscle  and  sub- 
mucosal layers2,  the  ulcer  origin  or  larger  area  of 
ulceration  evidently  occurring  in  these  layers,  with 
least  tissue  damage  showing  in  the  mucosa.  Since 
such  circulatory  abnormalities  occur  in  many  ulcer 
cases,  we  are  justified  in  feeling  that  this  group  of 
factors  is  important  in  starting  erosion.  Other  fac- 
tor groups,  however,  play  their  part  in  explaining 
why  such  vascular  changes  develop,  as  well  as  pro- 
gression and  regression  in  the  ulcer  cycle. 

Traumatic : This  group  includes  the  considera- 
tion of  all  traumatizing  influences  to  the  mucous 
membrane  or  wall  of  the  stomach.  Outstanding  in  it 
is  the  conviction  of  Rosenow3  regarding  septic  emboli 
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settling  as  tiny  nests  in  the  depths  of  the  tissue, 
progressing  into  inflammatory  areas,  and  leading  to 
ulceration.  His  work  originated  the  idea  of  focal  in- 
infection. The  demonstration  that  certain  strepto- 
coccic strains  can  traumatize  only  certain  body  tissues 
has  been  corroborated  by  some  experimenters,  while 
others4  have  failed  to  observe  this  specific  effect. 
Clinical  experience  cannot  answer  the  question  since, 
by  the  time  we  see  the  patient,  he  has  his  ulcer  and, 
if  he  improves  after  removal  of  foci  of  infection, 
the  good  results  may  be  due  to  dietary  or  medical 
care,  or  to  a natural  remission  of  the  disease. 

Other  traumatic  influences  acting  locally,  such  as 
gastritis  or  duodenitis,  diaphragmatic  hernia,  the 
presence  of  foreign  bodies  or  irritating  substances, 
the  mucosal  erosions  of  purpura,  all  present  good 
examples  causing  local  tissue  damage.  Incidentally, 
faulty  posture,  with  or  without  ulcer  diathesis,  is 
said  to  cause3  the  costal  arch  to  be  pushed  inward, 
compressing  the  lesser  curvature  and  duodenum,  and 
producing  traumatic  ischemia  and,  with  excessive 
acidity,  erosion  easily  continues  into  ulcer. 

These  inflammatory  and  traumatic  types  of  lesions 
have  been  particularly  brought  to  recent  attention  be- 
cause of  greater  efficiency  in  X-ray  relief  using  thin 
coats  of  barium,  and  improvement  in  gastroscopic 
technic  and  interpretation.  Recent  study6  has  sug- 
gested that  food  allergy,  through  localized  anaphy- 
lactic spasm  continually  occurring,  may  predispose 
to  ulcer.  This  may  more  properly  be  included  in  the 
reflex  neurosis  group.  More  study  is  necessary  be- 
fore it  can  be  said  to  be  a factor  in  the  cause  of 
ulcer.  However,  it  is  felt  that  chronic  peptic  ulcer 
is  rarely  the  result  of  the  local  causes  just  named 
unless  some  additional  factor  is  present  to  perpetuate 
the  process.  This  group  of  factors  then  represents, 
as  did  the  previous  group,  only  one  of  the  causes, 
or  one  of  the  stages  of  peptic  ulcer. 

Chemical:  It  is  to  be  noted  that  the  lesions  cf 
peptic  ulcer  habitually  occur  in  portions  of  the 
stomach  and  duodenum,  habitually  bathed  with  acid 
chyme.  The  commonest  seat  of  ulcer  in  man  is  the 
first  part  of  the  duodenum,  where  the  onrushes  of 
acid  stomach  juices  are  met,  diluted,  neutralized,  and 
buffered  for  acceptance  by  the  intestine.  Tissue  dam- 
age consistently  occurs  in  these  areas  when  there  is 
an  absolute  or  relative  excess  of  hydrochloric  acid. 
Four  independent  secretions  of  the  gastric  glands 
have  been  demonstrated',  the  principal  one  being  an 
isotonic  solution  of  practically  pure  hydrochloric 


acid.  Experiments8  show  the  concentration  of  acid 
necessary  for  the  digestion  of  living  frog  tissue  to  be 
0.1  per  cent  to  0.15  per  cent,  and  the  per  cent  of 
free  acid  present  in  pure  gastric  juice  is  known  to 
be  four  or  five  times  that  amount.  Beuchner  stimu- 
lated gastric  acidity  in  rats  with  histamine  and 
produced  ulcers,  and  also  used  1.5  per  cent  HC1  in 
the  stomachs  of  cats,  producing  errosive  gastritis9. 
These,  and  many  other  experiments  have  shown  what 
an  important  part  increase  in  gastric  HC1  plays  in 
the  erosion  of  tissue.  By  some  late  observers10, 
pepsin  is  now  thought  to  play  no  part  in  assisting 
the  acid  portion  of  gastric  juice  to  attack  mucosal 
cells. 

A continued  increase  in  acid  secretion  calls  forth 
a vigorous  effort  on  the  part  of  gastroduodenal  cells 
to  throw  out  defenses  against  the  increased  tendency 
to  erosion.  Fluctuation  of  acid  secretion  normally 
occurs11,  allowing  these  cell  defenses  to  rest  from 
time  to  time.  The  main  cell  defenses  are  dilution 
and  neutralization  brought  about  by  the  gastric 
mucus,  and  through  regurgitation  of  the  duodenal 
contents11. 

The  extreme  importance  of  these  defenses  is  shown 
by  widely  repeated  and  modified  animal  opera- 
tions12 which  demonstrate  the  immediate  formation 
of  ulcer  where  gastric  juices  first  impinge  on  tissue 
temporarily  deprived  of  the  alkaline  juices  of  the 
duodenum.  Not  only  does  this  experimental  ulcer 
form  readily,  but  it  equally  readily  disappears,  pro- 
vided the  acid  juice  is  made  to  return  to  a part  of 
the  tract  where  the  defense  forces  are  present. 

The  efficient  defense  power  of  the  duodenal  con- 
tents depends  on  its  remarkable  reserve  function13. 
This  involves  a three-cornered  chemical  combination 
of  duodenal  secretion,  pancreatic  juice,  and  bile.  The 
first  contains  the  alkaline  Brunner’s  glands  secre- 
tion which  has  been  demonstrated  in  dogs  to  act 
copiously  after  HC1  acid  feedings14,  and  also  the 
hormone  enterogastrone15  which  has  been  isolated 
and  proven  to  retard  gastric  secretion  through  in- 
hibiting motility.  Pancreatic  juice  has  recently  been 
shown  to  have  at  least  twice  the  alkalinity15  of  bile 
and  by  some  is  thought  to  be  the  most  important  of 
these  three  in  maintaining  the  alkaline  reaction  of  the 
duodenal  contents.  In  recent  studies,  bile  has  been 
excluded  from  the  duodenum  without  seeming  to 
alter  the  acidity  or  alkalinity  of  the  duodenum  at  all. 

Another  chemical  factor  involving  tissue  defense 
is  one  of  the  gastric  juice  components,  being  a buffer- 
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containing  secretion7  which  neutralizes  and  dilutes 
the  gastric  HC1.  It  is  supposed  to  be  similar  to  blood 
plasma  in  so  far  as  its  simple  chemical  constituents 
are  concerned. 

Leaving  tissue  defense  for  pure  chemistry,  some 
foreign  workers,  as  well  as  Americans,  are  recently 
convinced17  that  the  deprivation  of  certain  amino 
acids  result  in  ulcer  formation,  and  that  the  replace- 
ment of  histidine  (Larostidin)  by  injection  controls 
its  progression.  An  interesting  effect  of  these  in- 
jections will  be  mentioned  later. 

Gastric  mucin  plays  no  part  in  etiology1,9 • it  is 
supposed  to  coat  an  ulcer,  protecting  it  against  the 
gastric  secretion,  and  relieving  the  symptoms.  It 
does  not  act  by  neutralization. 

The  old  contention  that  an  ulcer  occurs  from  a 
chemical  imbalance  brought  about  by  lowered  alka- 
linity of  the  blood  in  mucosal  capillaries  (Pavy) 
has  been  recently  expressed  differently  in  the  be- 
lief19 that  ulcer  is  due  to  a primary  acidosis  of  the 
tissues. 

The  action  of  these  chemical  factors,  and  less 
important  ones  not  mentioned,  involves  the  daily  level 
of  gastric  acidity  and  its  relation  to  gastric  ulcer. 
The  acid  level  controls  the  conversion  of  an  erosion 
into  an  ulcer.  Since  the  tissues  are  not  intended  to 
counteract  a continuous  hyperacidity,  the  above  men- 
tioned defense  factors  eventually  wear  out.  If  this 
bombardment  is  continued,  the  result  is  primary  ero- 
sion of  the  mucosa.  However,  danger  of  actual  ulcer 
is  far  greater  as  a result  of  these  acid  and  defense 
factors,  plus  factors  from  other  groups.  In  other 
words,  to  cause  peptic  ulcer,  this  chemical  group  of 
factors  is  usually  thought  of  as  acting  in  conjunc- 
tion with  other  forces. 

Anatomic:  For  years  many  observers  have  ex- 
pressed the  belief  that  there  is  a characteristic  ap- 
pearance of  ulcer  patients.  This  may  be  true;  how- 
ever, anatomic  changes  cannot  be  thought  of  as  a 
cause  of  ulcer,  but  as  a result  of  characteristic 
changes  in  other  systems  of  the  body,  which  them- 
selves have  connection  with  ulcer  causation. 

A recent  report20  of  2,185  persons  of  widely  diver- 
gent build,  all  having  normal  gastric  analyses,  mini- 
mizes this  anatomic  factor.  Other  investigators21 
have  shown  that  with  few  exceptions  there  were  no 
anatomic  characteristics  distinctive  of  patients  with 
peptic  ulcer,  cholecystitis,  or  diabetes  mellitus. 

Neurogenic : Psychic  disturbances  are  strikingly 
the  same  in  many  ulcer  patients,  and  the  psychic 


part  of  ulcer  diathesis  is  well  accepted.  Recent  re- 
ports emphasizing  such  value22  show  that  relief  of 
active  duodenal  ulcer  pain  was  obtained  in  more 
cases  from  saline  injections  than  from  histidine  in- 
jections, and  also23  that  daily  injections  of  distilled 
water  relieved  the  symptoms  in  about  one-half  of  a 
series  of  peptic  ulcer  cases. 

Dealing  with  industrial  negro  workers,  a series 
shows24  their  frequency  of  ulcer  to  be  similar  to  that 
of  the  white  race  under  similar  working  and  living 
conditions.  Racial  immunity  to  ulcer  is  therefore 
not  a fact,  but  the  lack  of  ulcer  incidence  in  South- 
ern negroes  under  all  conditions  is  evidently  due  to 
psychological  differences  from  the  white  race.  Only 
those  negroes  out  of  their  agricultural  environment 
and  facing  the  complexities  of  life  have  acquired 
the  habit  of  worry,  which  is  more  peculiar  to  the 
white  race.  Although  psychic  factors  are  present 
in  many  cases,  it  is  not  clear  here  just  what  portion 
of  the  nervous  system  is  at  fault  in  originating  local 
changes  causing  ulcer. 

Other  factors  have  directly  to  do  with  the  auto- 
nomic nervous  system.  Stimulation  of  the  parasym- 
pathetic nervous  system  causes,  among  other  effects, 
three  frequent  precursors  of  ulcer,  namely,  hyper- 
motility,  hypersecretion,  and  pylorospasm.  Continu- 
ous irritability  of  this  system,  producing  pyloric 
ischemia,  then  erosion,  and  ulceration,  is  the  hypothe- 
sis25 of  a widely  quoted  advocate  of  a neurogenic 
factor. 

The  classic  example  of  parasympathetic  drug 
stimulation  is  through  pilocarpine,  while  atropine 
counteracts  the  stimulatory  effects.  The  vagus  is 
part  of  the  parasympathetic  system.  One  conten- 
tion26 is  that  irritability  or  actual  neuritis  of  the 
vagus  nerve  causes  peptic  ulcer,  and  it  has  been 
shown27  conversely  that  section  of  the  vagus  in  con- 
trolled experiments  decreases  the  acidity  of  gastric 
secretion.  Others28  have  dissected  the  vagus  nerves 
of  the  stomach  and  prevented  the  occurrence  of  ulcers 
which  ordinarily  would  occur. 

Less  known  in  relation  to  peptic  ulcer  is  the  sym- 
pathetic system.  This,  if  stimulated,  causes  hypo- 
chlorhydria,  gastric  atony,  lessened  peristalis,  vaso- 
motor and  emotional  stimulation,  tachycardia,  and 
palpitation.  Drug  stimulation  of  the  sympathetic 
system,  which  should  “neutralize”  parasympathetic 
stimulation,  is  through  adrenalin,  checking  motility 
and  drying  secretions,  although  clinically  atropine 
is  used  directly  to  counteract  parasympathetic  stim- 
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ulation  because  of  ease  of  administration  and  more 
lasting  effects. 

The  autonomic  organs  have  this  dual  nerve  sup- 
ply, which  is  involuntary  and  antagonistic.  These 
mutually  antagonistic  actions,  parasympathetic  and 
sympathetic,  provide  a protection  balance  as  long  as 
function  remains  normal. 

Important  convictions29  relate  to  imbalance  be- 
tween these  systems  as  the  origin  of  ulcer.  Should 
this  nervous  balance  between  the  two  systems  be  dis- 
turbed, one  or  the  other  gains  ascendency,  and  either 
vagotonia  (parasympathetic  stimulation)  or  sympa- 
theticotonia  results.  If  vagotonia  occurs,  causing  the 
prerequisites  of  mucosal  erosion,  the  cycle  of  ulcer 
has  begun. 

It  is  only  proper  to  mention  tobacco  here.  That 
nicotine  has  a powerful  vagotonic  effect  can  be  ap- 
preciated by  all  who  remember  the  consequence  of 
their  first  cigar,  and  excessive  smoking,  even  in  habit- 
uees,  is  well-known  to  be  highly  disturbing  to  diges- 
tive processes.  Nicotine  first  stimulates,  then  de- 
presses the  parasympathetic.  If  its  action  were  con- 
stantly stimulator}7,  there  would  be  no  doubt  as  to 
its  part  in  the  etiology  of  ulcer.  However,  the  thera- 
peutic test  of  withdrawal  of  tobacco,  and  not  the 
chemical  or  x-ray  findings,  should  be  the  criterion 
as  to  whether  or  not  the  individual  should  smoke30. 

Another  factor  involves  reflex  stimulation  from 
certain  lesions  in  the  abdomen,  causing  a pvloro- 
spasm.  Cholecystitis  is  a main  offender  here,  al- 
though chronic  appendicitis  runs  a close  second,  and 
acute  appendicitis  produces  the  same  reflex  spasm 
mechanism.  Excessive  catharsis  and  possibly  intes- 
tinal allergic  stimulation  produce  the  same  spasm. 
There  are  many  properly  diagnosed  ulcers  which 
disappear  upon  removal  of  the  offending  lesion. 

Recalling  the  sympathetic  nervous  system  connec- 
tion with  vasomotor  and  secretory  processes,  it  is  be- 
lieved31 by  some  that  the  control  of  the  body  is 
through  the  sympathetic  system,  the  suprarenals  and 
thyroid,  all  being  guided  to  some  extent  by  the  fore 
brain.  A contention32  has  been  advanced  that 
through  worry,  strain,  infection  and  other  causes, 
these  controlling  parts  lose  their  normal  relation- 
ship, the  results  depending  on  the  type  of  imbalance 
and  manifesting  themselves  in  hyperthyroidism,  pep- 
tic ulcer,  neurasthenia,  or  hypertension. 

Further  impressiveness  of  a neurogenic  factor  is 
through  certain  brain  lesions,  causing  peptic  ulcer33. 
Production  of  experimental  ulcers  has  resulted  with 


regularity  from  drug  and  other  stimulatory  effects 
to  the  cortex  of  the  frontal  lobe34,  brain  stem33, 
nuclei  in  the  region  of  the  third  ventricle35,  and 
fiber  tracts33,  as  well  as  the  vagus36.  From  experi- 
mental work  on  animals,  there  is  some  evidence33  to 
show  that  a parasympathetic  center  exists  in  the 
brain  and  that  ulcers  develop  after  prolonged  stim- 
ulation in  this  region. 

This  possibility  is  indeed  suggestive  since  we 
know  the  tendency  for  ulcer  to  occur  in  vagotonic 
types,  and  other  factors  mentioned  can  be  thought 
of  as  working  in  association  with  this  fact.  It  is 
easily  seen  that  changes  in  the  nervous  system  com- 
prise the  most  significant  single  factor  in  the  causa- 
tion of  ulcer,  and  that  peptic  ulcer  should  be  thought 
of  as  a systemic  disease  with  a local  lesion  in  the 
form  of  an  ulcer. 

But  various  individual  combinations  of  some  or 
all  of  these  factors,  local  and  systemic,  are  respon- 
sible for  the  life  cycle  of  peptic  ulcer.  It  is  these 
individual  combinations  and  their  intensity  of  action 
which  cause  the  different  stages  of  an  ulcer  cycle  or, 
in  other  words,  which  bring  on  a relative  increase  or 
decrease  in  the  signs  and  symptoms  known  as  the 
peptic  ulcer  syndrome.  These  combinations  of  fac- 
tors and  their  intensities  differ  in  each  ulcer  syn- 
drome patient.  The  clinical  results  of  these  various 
factor  combinations  may  roughly  be  divided  into  three 
separate  groups. 

In  the  first  group  are  included  patients  who  suf- 
fer with  the  peptic  ulcer  syndrome  but  who  neither 
have  nor  will  ever  have  peptic  ulcer.  The  combina- 
tion of  factors  causing  their  distress  are  of  the  neuro- 
genic group,  operating  by  reflex  stimulation,  and  re- 
lief can  only  be  obtained  by  correct  diagnosis  and 
removal  of  the  reflex  cause. 

The  second  group  comprises  those  patients  with 
the  peptic  ulcer  syndrome,  but  in  whom  the  life 
cycle  of  peptic  ulcer  has  not  progressed  to  the  actual 
stage  of  ulceration.  The  combination  of  factors 
responsible  for  this  group  are  probably  lacking  in 
scope  as  well  as  intensity.  In  this  group  the  offend- 
ing factors  have  been  balanced  or  controlled  before 
the  ulcer  stage  was  reached.  These  are  potential 
ulcer  cases  and,  depending  on  future  progression  of 
the  ulcer  cycle,  may  or  may  not  become  actual  ulcer 
cases. 

The  third  group  is  that  of  actual  ulcer.  Retarda- 
tion in  the  ulcer  life  cycle  never  took  place  and 
ulceration  occurred.  The  offending  factors  held  full 
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sway  and  slowly  or  rapidly  the  cycle  progressed  to 
the  ulcer  state.  If  further  persistence  of  offending 
factors  occurs,  the  ulcer  cycle  continues,  with  per- 
foration, hemorrhage,  or  obstruction.  Without  fur- 
ther persistence  of  offending  factors,  there  may  be 
spontaneous  healing  without  knowledge  of  having 
had  an  ulcer,  or,  if  the  syndrome  was  recognized  and 
treatment  instituted,  a balance  of  control  of  these 
factors  will  bring  about  retrogression  of  ulcer  cycle, 
causing  a remission  of  symptoms. 

In  conclusion,  a few  remarks  regarding  the  neces- 
sity of  directing  treatment  at  these  offending  factors 
will  not  be  amiss.  The  single  exacerbation,  thought 
by  some  to  be  a disease  in  itself,  is  in  reality  only 
part  of  the  life  cycle  of  ulcer.  The  complete  control 
of  all  groups  of  factors  is  necessary  to  stifle  this  life 
cycle.  Apparently  successful  treatment  causing  de- 
crease in  the  symptoms  of  ulcer  syndrome  may  be 
only  temporary,  and  does  not  prevent  a return  of 
symptoms.  Therefore,  in  addition  to  relief  from 
local  distress  through  alkalinization,  dietary  regime, 
and  antispasmodic  drugs,  the  successful  clinician 
must  correct  other  factors  by  reeducation  in  the  man- 
ner of  living,  and  improvement  of  daily  routine 
activities  and  habits,  persuading  the  patient  that 
his  ability  to  get  well  rests  to  a considerable  extent 
in  his  own  hands. 
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ANGINA  PECTORIS  AND  INSULIN.* 


William  R.  Jordan,  M.  D., 

Richmond,  Va. 


Fifty  thousand  of  the  people  now  living  in  Vir- 
ginia will  die  with  diabetes.  Insulin  will  allow  a 
large  number  of  these  to  attain  their  normal  life 
span.  It  will  lessen  the  suffering  and  disability  of 
thousands  of  these  people.  Prior  to  insulin  essen- 
tially all  children  with  diabetes  died  with  it  within 
a year  or  so.  Now  we  know’  many  such  children  who 
have  grown  and  developed  normally  to  maturity,  and 
some  of  these  are  now  raising  families  of  their  own. 
These  children  have  not  been  invalids.  They  pursue 
the  normal  activities  of  childhood  and  adolescence 
and  not  infrequently  excel  in  them.  Physically  and 
mentally  they  can  meet  on  equal  terms  their  more 
fortunate  playmates.  To  you  doctors  who  saw  the 
rapid  and  inevitable  wasting  and  decline  and  death 
of  these  young  people  in  the  pre-insulin  era,  the 
health,  vitality,  and  cheerfulness  of  the  diabetic 
child  of  today  must  seem  miraculous.  Among  the 
older  diabetics  the  benefits  are  hardly  less  astound- 
ing. Even  when  I began  to  study  medicine,  major 
surgical  operations  were  postponed  until  the  surgical 
condition  threatened  to  destroy  the  patient.  Correc- 
tion of  inconvenient  or  mildly  disabling  conditions 
was  rarely  done.  Yet  nowadays  we  operate  on  the 
diabetic  as  confidently  as  we  do  on  the  non-diabetic. 
Even  severe  acidosis  does  not  deter  us  in  a case  of 
extreme'  emergency,  because  we  know  that  with  in- 
sulin to  aid  us  we  can  safely  carry  the  patient  through 
the  period  of  convalescence.  With  insulin  we  can 
give  a diet  adequate  in  every  way  to  satisfy  the  ap- 
petite, to  maintain  the  health  of  the  patient,  and  to 
prevent  the  premature  aging  that  gave  rise  to  such 
fearful  complications  as  diminished  vision,  gangrene, 
and  heart  disease. 

Proper  dosage  must  be  given  to  obtain  the  greatest 
benefit  and  to  avoid  the  harmful  effects  of  this 
powerful  substance.  A drug  is  valuable  in  direct 
proportion  to  its  activity,  but  this  action  must  be 
controlled  in  accordance  with  the  need.  Insulin  is 
not  a placebo.  It  has  a strong  and  direct  action  that 
produces  marked  effects.  No  doctor  would  think  of 
employing  a powerful  medicine  without  knowing  the 
ordinary  dosage  and  having  a definite  knowledge  of 

*Read  before  the  sixty-sixth  annual  meeting  of  the  Med- 
ical Society  of  Virginia,  at  Staunton,  Va.,  October  13-15, 
1936. 


the  need  of  the  patient  under  treatment.  In  cardiac 
patients  one  does  not  try  to  give  at  one  dose  enough 
digitalis  to  completely  digitalize  the  patient.  Rela- 
tively small  doses  are  given  daily  so  that  the  effect 
of  the  drug  on  this  individual  patient  may  be  ob- 
served carefully  and  over-dosage  avoided.  One  takes 
note  of  the  symptomatology,  the  cardiac  rhythm,  the 
pulse  rate,  the  blood  pressure,  and  other  signs.  One 
tries  to  achieve  the  therapeutic  effect  without  pro- 
ducing toxicity.  The  use  of  insulin  requires  even 
greater  care,  for  there  is  no  standard  dose  as  there  is 
with  digitalis.  Only  with  meticulous  care  and  dili- 
gent work  can  we  so  regulate  the  dosage  as  to  control 
the  diabetes  and  at  the  same  time  avoid  insulin  re- 
actions. Instead  of  utilizing  the  pulse  rate,  cardiac 
rhythm,  etc.,  to  tell  us  when  we  are  approaching  the 
therapeutic  limit,  in  diabetics  we  determine  the 
amount  of  sugar  in  the  urine  and  blood.  We  notice 
the  amount  of  moisture  in  the  mouth  and  on  the 
skin,  the  muscular  control  and  reactions,  and  the 
mental  and  emotional  reaction  of  the  patient.  The 
rapid  changes  from  hour  to  hour  in  the  metabolic 
state  of  the  patient  necessitate  frequent  examination. 
Experience  in  using  insulin  is  of  undoubted  help, 
but  nothing  replaces  continuous  observation  and 
care.  Even  then  hypoglycemia  may  occur. 

These  insulin  reactions  are  not  always  recognized. 
Hunger,  sweating,  weakness,  and  trembling  usually 
identify  them;  but  paralysis,  convulsions,  delirium, 
emotional  and  mental  upsets,  and  sudden  vascular 
accidents  may  be  precipitated  by  insulin  over-dosage. 
Cerebral  damage,1  hematuria,2  and  retinal  hemor- 
rhage and  detachment3  have  followed  the  use  of  in- 
sulin. Cardiac  irregularity4  during  hypoglycemia 
has  been  observed.  Hetenyi5  reported  the  occurrence 
of  severe  precordial  pain  after  insulin  alone,  but  this 
did  not  occur  when  insulin  and  glucose  were  used. 
BlotnerG  reported  a case  of  cardiac  infarction  asso- 
ciated with  hypoglycemia.  Root  and  Graybiel7  re- 
ported a fatal  case  of  coronary  thrombosis  during 
insulin  hypoglycemia,  and  Parsonnet  and  Hyman8 
described  cases  of  thrombosis  following  insulin. 
Strouse  et  al ,9  found  that  some  of  their  patients  grew 
worse  as  the  diabetes  improved,  but  Joslin10  empha- 
sizes the  benefit  from  the  judicious  use  of  insulin. 
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Beach11  listed  several  patients  in  whom  anginal  at- 
tacks were  associated  with  various  constitutional 
abnormalities,  including  hypoglycemia.  The  object 
of  this  paper  is  to  remind  us  that  these  elderly  peo- 
ple are  subject  to  heart  attacks  and  that  we  must  be 
very  careful  to  avoid  injury  to  the  heart.  From  the 
standpoint  of  diabetes  we  can  see  that,  although  any 
one  such  type  of  vascular  accident  may  seldom  be 
caused  by  insulin,  the  sum  total  of  all  such  injuries 
is  not  negligible.  During  a period  of  only  nineteen 
months  the  following  four  cases  were  seen  by  me, 
and  a fifth  patient  in  this  period  developed  conges- 
tive failure  apparently  due  to  insulin  over-dosage. 

Case  1. — A woman  sixty-one  years  old,  with  di- 
abetes of  eight  years’  duration,  consulted  me  on  ac- 
count of  “sick  spells.”  These  spells  came  on  abruptly 
about  three  or  four  hours  after  a single  daily  dose 
of  thirty-five  units  of  insulin.  Initiating  the  at- 
tack were  extreme  nervousness  and  some  trembling. 
The  major  symptoms  were  nausea  and  faintness 
associated  with  weakness,  substernal  pressure,  pain 
and  residual  tenderness  under  left  breast,  and  ap- 
prehension. The  first  attack  was  the  most  severe, 
and  was  accompanied  by  weakness  and  malaise  so 
severe  that  she  remained  in  bed  for  about  forty-eight 
hours.  The  physical  examination  showed  a very 
obese  person  with  moderate  arteriosclerosis,  a blood 
pressure  of  210/106,  a heart  of  indeterminate  size 
but  with  rapid  rate  and  normal  rhythm.  No  mur- 
murs were  heard  on  the  first  examination,  but  sub- 
sequently a systolic  murmur  was  noted  at  the  base 
of  the  heart.  The  urine  taken  two  hours  after  break- 
fast contained  3.5  per  cent  sugar,  and  the  blood 
sugar  was  160  mg.  Regulation  of  the  diet  permitted 
the  discontinuance  of  insulin  and  a cessation  of  the 
“sick  spells,”  although  subsequently  she  did  have 
one  momentary  attack  of  pain  going  from  the  epi- 
gastrium to  the  left  shoulder.  During  the  past  four- 
teen months  she  has  had  no  attacks  of  any  kind, 
although  she  has  worked  hard  and  climbed  steps  ten 
times  daily. 

Case  2. — A woman  sixty-five  years  old,  with  di- 
abetes of  ten  years’  duration,  came  in  on  account  of 
neuritis  in  the  left  arm.  She  gave  a history  of  an- 
ginal attacks  for  four  years,  coinciding  with  the 
duration  of  her  treatment  with  insulin.  The  attacks 
were  typical  with  sudden  onset  of  precordial  pain 
radiating  down  the  left  arm.  All  attacks  occurred 
several  hours  after  the  single  daily  dose  of  insulin, 
at  first  thirty-two  units,  and  more  recently  thirty- 


five  units.  Twenty  months  prior  to  the  first  visit 
to  me  she  had  a severe  attack  with  pain  lasting  for 
several  days  and  was  bedridden  for  the  succeeding 
four  months.  The  physical  examination  showed  a 
very  fat,  elderly  woman  with  moderate  arteriosclero- 
sis, a blood  pressure  of  185/95,  a systolic  murmur 
in  the  precordium,  pulse  rate  seventy-five,  and  a 
definite  subdeltoid  bursitis.  The  urine  contained  no 
sugar  and  the  blood  sugar  was  71  mg.  The  insulin 
was  rapidly  decreased  and  soon  omitted  without  the 
occurrence  of  glycosuria  in  spite  of  a liberal  diet. 
Reduction  of  the  insulin  dosage  was  followed  by 
complete  relief  from  anginal  attacks,  and  this  relief 
has  extended  for  over  a year. 

Case  3. — A woman  sixty-four  years  of  age,  with 
diabetes  of  seven  years’  duration,  came  in  complain- 
ing of  substernal  choking.  Insulin  treatment  was  be- 
gun six  months  before,  at  first  twenty  units  before 
each  meal,  later  forty  units,  and  more  recently 
twenty  units  again,  giving  a total  daily  dose  of  sixty 
to  one  hundred  and  twenty  units  of  insulin.  On  this 
regime  the  patient  had  frequent  insulin  reactions 
consisting  of  trembling,  dizziness,  weakness,  and 
crying.  Associated  with  these  attacks  three  or  four 
times  each  week  were  typical  anginal  attacks  of 
substernal  pressure,  precordial  pain  radiating  to 
neck  and  down  both  arms,  and  inability  to  catch 
breath.  The  attacks  were  sudden  in  onset  and  brief 
in  duration.  They  usually  occurred  in  the  late 
afternoon,  less  frequently  several  hours  after  supper 
and  rarely  just  prior  to  lunch.  The  physical  exam- 
ination showed  a somewhat  obese,  ruddy  individual 
with  moderate  arteriosclerosis,  a soft  nodule  in  the 
thyroid  isthmus,  a slightly  enlarged  heart  with  an 
occasional  premature  beat,  a blood  pressure  of 
270/140  and  pulsus  alternans.  The  urine  contained 
no  sugar,  and  the  blood  sugar  at  noon  was  105  mg. 
In  spite  of  rapid  reduction  and  final  omission  of  the 
insulin  the  sugar  did  not  recur.  Since  the  omis- 
sion of  insulin,  no  anginal  attacks  have  occurred  dur- 
ing the  two  months  since  the  patient  was  first  seen. 

Case  4. — A man  sixty-three  years  old,  with  di- 
abetes of  five  years’  duration,  came  in  complaining 
of  dyspnea.  He  had  suffered  from  dyspnea  and 
substernal  pain  on  exertion  for  two  years,  but  in  the 
five  weeks  prior  to  his  visit  to  my  office  he  had 
suffered  from  four  attacks  of  sudden  dyspnea  and 
substernal  pressure  not  associated  with  exercise. 
These  attacks  occurred  several  hours  after  a single 
daily  dose  of  twenty  units  of  insulin  at  bedtime. 
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Adrenalin  gave  instant  relief  from  the  attack. 
Physical  examination  showed  an  obese  man  with 
marked  arteriosclerosis,  a greatly  enlarged  heart 
with  a few  premature  beats,  a few  rales  in  the  base 
of  each  lung,  and  a blood  pressure  of  140/75.  The 
urine  was  free  of  sugar  and  the  blood  sugar  one 
hour  after  breakfast  was  only  182  mg.  in  spite  of 
no  insulin  for  the  preceding  week.  This  patient  did 
not  return  to  my  office,  but  I heard  that  he  died 
three  months  later  with  a heart  attack. 

Important  fundamentals  in  the  treatment  of  di- 
abetics are  illustrated  by  the  above  four  cases.  Vas- 
cular degeneration  does  develop  in  the  diabetic,  but 
it  seems  more  prone  to  occur  in  the  elderly  patients 
who  have  remained  obese  on  a high  fat  diet  con- 
taining unlimited  butter,  cream,  fat  meat,  and  salad 
dressing.  We  should  do  our  best  to  so  treat  the 
diabetic  that  premature  aging  does  not  occur.  Once 
it  is  present  we  must  treat  the  patient  cautiously 
and  avoid  the  harmful  effects  of  too  zealous  efforts 
to  bring  down  the  blood  sugar  rapidly.  It  is  inter- 
esting to  note  that  these  patients,  once  the  fat  con- 
tent of  the  diet  had  been  reduced,  remained  free  of 
sugar  without  insulin  on  a diet  which  contained  a 
liberal  amount  of  starch  and  was  more  palatable 
than  the  former  diet.  It  seems  almost  certain  that 
too  low  a blood  sugar  precipitated  the  anginal  at- 
tacks in  these  cases.  The  occurrence  of  the  attacks 
at  the  time  of  expected  hypoglycemia,  the  occurrence 
in  two  cases  of  clinical  insulin  reactions  at  the  time 
of  the  angina,  the  relief  of  the  angina  by  adrenalin 
in  one  case,  and  the  complete  freedom  from  anginal 
attacks  in  the  three  cases  remaining  under  observa- 
tion after  omission  of  the  insulin,  all  point  to  hypo- 
glycemia as  the  precipitating  cause  of  the  attacks. 

Avoidance  of  hypoglycemia  and  at  the  same  time 
adequate  regulation  of  diabetes  in  cases  requiring 
insulin  therapy  should  be  our  aim.  The  best  in- 
sulin dosage  is  the  least  amount  compatible  with 
control  of  the  glycemia,  and  glycosuria.  The  best 
way  to  determine  this  is  to  begin  treatment  with 
very  small  and,  if  necessary,  frequent  daily  doses 
of  three  to  five  units  and  to  gradually  and  slowly 
increase  the  size  of  the  doses  until  control  of  the 
sugar  occurs.  This  entails  the  daily  use  of  frequent 
tests  of  the  urine  and,  if  practicable,  of  the  blood 
to  determine  the  effect  of  the  preceding  dose  before 
giving  the  next  dose.  Many  diabetics  who  will 
eventually  need  only  one  or  two  daily  doses  can  be 
profitably  treated  with  four  daily  injections  at  first 


until  we  become  familiar  with  the  reaction  of  this 
individual  patient  to  insulin.  Then  we  can  attempt 
to  reduce  the  number  of  injections  and  yet  with  our 
greater  knowledge  of  the  patient  avoid  insulin  re- 
actions. Of  course,  insulin  should  not  be  given  to 
any  diabetic  who  adequately  utilizes  a healthful  diet. 
However,  emergencies  may  arise  which  necessitate 
the  use  of  insulin  in  patients  who  ordinarily  need 
none. 

Determining  the  size  and  optimum  number  of 
daily  doses  of  insulin  and  the  best  time  for  their 
injection  is  the  next  step  in  insulin  therapy,  once 
we  have  the  sugar  controlled  and  know  the  ap- 
proximate daily  requirement.  In  general,  a require- 
ment of  less  than  ten  units  can  often,  but  not  al- 
ways, be  given  safely  as  a single  injection  about 
twenty  minutes  before  breakfast.  From  ten  to 
thirty  units  usually  requires  at  least  two  injections, 
given  twenty  minutes  before  breakfast  and  supper. 
More  than  thirty  units  usually  is  best  given  before 
breakfast  and  supper  and  at  bedtime  or  before  the 
midday  meal.  If  the  fasting  blood  sugar  is  over 
150  mg.,  best  results  are  apt  to  follow  the  injection 
at  bedtime.  If  the  blood  sugar  falls  low  at  noon 
in  spite  of  giving  fruit  at  1 1 A.  M.  and  glycosuria 
occurs  in  the  afternoon,  then  insulin  should  be  given 
before  the  midday  meal,  even  though  this  means  four 
injections  daily.  The  breakfast  dose  is  the  largest 
of  the  day,  the  supper  dose  being  about  four-fifths 
as  large,  the  noon  dose  half  as  large,  and  the  bed- 
time dose  no  more  than  one-fourth  the  size  of  the 
breakfast  dose.  Ten  grams  of  carbohydrate,  such 
as  one  orange  or  two  Uneeda  crackers  given  about 
three  hours  after  the  mealtime  doses  of  insulin,  do 
much  to  lessen  the  likelihood  of  insulin  reactions. 

Some  conditions  seem  to  predispose  to  insulin  re- 
actions. A new  diabetic  requiring  insulin  for  regu- 
lation may  so  improve  that  within  a few  weeks  the 
dosage  previously  needed  may  become  excessive.  A 
few  routine  visits  to  the  doctor  for  insulin  reduc- 
tion, if  needed,  will  enable  these  people  to  avoid  this 
trouble.  Complications,  such  as  infection  or  acid- 
osis, necessitate  a large  increase  in  the  insulin  dos- 
age. As  the  complication  subsides,  rapid  reduction 
in  the  insulin  must  be  made.  Attempts  to  regulate 
too  rapidly  the  uncomplicated  diabetic  increase  the 
danger  of  hypoglycemia.  Improper  distribution  of 
insulin  through  the  day  often  leads  to  reactions.  A 
dosage  of  fifteen  units  before  each  meal  is  usually 
associated  with  either  too  high  a blood  sugar  in  the 
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morning  or  too  low  a one  in  the  late  afternoon  or 
at  night,  as  occurred  in  Case  three.  Sometimes  the 
attempt  is  made  to  decrease  the  fasting  blood  sugar 
by  increasing  the  dose  of  insulin  before  each  meal. 
This  seldom  lowers  the  blood  sugar  before  breakfast 
but  it  often  causes  reactions  later  in  the  day.  A 
small  dose  at  bedtime  is  more  effective  and  less 
harmful.  Case  four  illustrates  the  danger  of  giving 
insulin  when  no  food  is  eaten.  Sometimes  the 
wrong  dose  of  insulin  is  taken  by  the  patient  be- 
cause he  has  obtained  insulin  of  different  concentra- 
tion from  his  usual  or  because  he  has  used  the 
wrong  type  of  syringe.  Cases  one  and  two  said 
they  were  taking  only  fourteen  units  at  a dose, 
whereas  actually  they  took  thirty-five  units  due  to 
the  type  of  syringe  used.  Variations  in  the  diet, 
whether  they  be  deliberate  or  merely  due  to  nausea 
or  vomiting,  are  hazards  in  the  treatment.  If  vomit- 
ing occurs  after  the  insulin  has  been  taken,  we 
should  try  to  prevent  the  hypoglycemia  by  giving 
the  patient  orange  juice  or  ginger  ale  at  hourly  inter- 
vals until  the  action  of  the  insulin  has  worn  off. 

Exercise  tends  to  lower  the  blood  sugar  and  is  a 
frequent  cause  of  reactions.  One  of  my  patients 
doubted  this  until  reactions  twice  after  he  had 
worked  hard  cutting  grass  in  his  yard  convinced  him 
of  its  truth.  Reduction  of  the  usual  amount  of 
insulin  or  the  addition  of  a light  lunch  should  be 
made  for  unusual  exercise.  By  utilizing  these  facts 
we  can  decrease  markedly  the  number  of  reactions 
among  our  patients. 

In  closing,  I would  like  to  emphasize  that  insulin 
is  a vital  adjunct  in  the  treatment  of  diabetes,  that 
it  is  a powerful  substance  which  must  be  used  with 
care  to  prevent  its  harmful  effects,  and  that  these 
effects  seem  most  often  dangerous  in  elderly  dia- 
betics. Other  situations  that  add  to  the  danger  are 
hazardous  occupations,  such  as  driving  automobiles, 
or  mistaking  a case  of  hypoglycemia  for  diabetic 
coma  and  giving  insulin.  This  latter  has  been 
blamed  for  a number  of  fatalities.  By  tireless  effort 
and  attention  to  detail  we  lessen  the  likelihood  of 
these  reactions. 
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Discussion 

Dr.  Ernest  G.  Scott,  Lynchburg:  I have  been  much 
interested  in  this  excellent  paper  of  Dr.  Jordan.  He  calls 
our  attention  to  one  danger  of  insulin  over-dosage  that  is 
little  appreciated  by  the  average  physician  who  treats 
diabetes,  i.  e.,  the  danger  of  precipitating  an  attack  of 
angina  pectoris  or  of  corona ry  thrombosis.  This  has  been 
referred  to  as  insulin  angina  or  hypoglycemic  angina. 

This  danger  is  especially  frequent  in  elderly  patients 
with  long-standing  diabetes.  I am  quite  sure  that  I 
hastened  the  death  of  a patient  in  this  manner  several 
years  ago.  He  was  an  elderly,  obese  inmate  of  the  City 
Home  who  had  presumably  had  diabetes  for  many  years 
with  no  insulin  or  special  diet.  When  he  was  hospitalized 
for  a minor  complaint  and  glycosuria  discovered  the  effort 
was  made  to  get  him  sugar  free  rapidly  with  insulin  and 
diet.  Several  days  later  he  died  suddenly,  soon  after  com- 
plaining of  a pain  over  the  sternum.  Unfortunately  no 
autopsy  could  be  obtained. 

Many  writers  have  emphasized  the  fact  that  since  the 
advent  of  insulin  for  diabetes  arteriosclerosis  with  its 
complications  has  replaced  coma  as  a cause  of  death. 
Coronary  disease  is,  of  course,  known  to  be  very  frequently 
associated  with  diabetes.  Autopsy  statistics  have  shown  it 
to  be  more  than  five  times  as  frequent  in  diabetics  as 
in  non-diabetics.  Root  and  Graybiel  in  their  paper  men- 
tion statistics  showing  that  actual  coronary  infarction,  old 
or  recent,  has  been  found  postmortem  in  from  12  to  25  per 
cent  of  diabetics  as  compared  with  an  incidence  of  4 per 
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cent  in  non-diabetics.  Viewing  the  matter  in  another 
manner,  diabetes  has  been  found  in  from  10  to  14  per  cent 
of  patients  with  coronary  thrombosis. 

The  association  of  angina  with  hypoglycemia  is  a 
well-established  fact.  At  least  two  series  of  clinical  ex- 
periments have  been  done  with  diabetic  patients,  showing 
that  anginal  attacks  can  be  produced  by  insulin  hypo- 
glycemia or  even  by  dietary  hypoglycemia.  Hypoglycemia 
has  been  shown  to  cause  definite  changes  in  the  electro- 
cardiogram consisting  essentially  of  a flattening  of  the 
T-waves  and  a lessened  amplitude  and  widening  of  the 
Q-R-S  group.  These  changes  are  abolished  by  intra- 
venous glucose. 

The  exact  mechanism  of  the  production  of  hypoglycemic 
angina  is  unknown.  Presumably  the  diabetic  heart  muscle 
becomes  accustomed  to  a high  blood  sugar  and  later  re- 
quires this  for  its  optimum  function.  The  electrocardio- 
graphic changes  prove  that  some  fundamental  change  in 
heart  muscle  physiology  is  produced  by  hypoglycemia.  It 
has  been  known  for  some  time  that  injections  of  glucose 
are  beneficial  in  heart  muscle  failure.  This  is  an  ex- 
cellent cardiac  stimulant.  Experimental  work  by  Gins- 
berg and  others  has  shown  that  intravenous  glucose  in- 
creases the  coronary  blood  flow  due  to  dilatation  of  these 
vessels. 

Dr.  Jordan  has  given  us  many  valuable  hints  as  to  the 
proper  use  of  insulin.  It  is  amazing  to  learn  that  in  this 
enlightened  age  a diabetic  patient  could  be  treated  with 
one  daily  injection  of  thirty-five  units  of  insulin!  This 
patient’s  former  doctor  will  welcome  protamine  insulinate, 
if  he  ever  learns  about  it.  It  is  almost  as  unusual  to  hear 
of  one  daily  dose  of  insulin  being  given  at  bedtime.  I 
am  glad  that  Dr.  Jordan  is  considerate  of  his  patient’s 
pocketbooks.  Think  of  the  savings  to  the  patient  who  was 
taught  that  he  could  get  along  with  no  insulin  when  he 
had  been  using  as  much  as  120  units  a day! 

The  moral  of  Dr.  Jordan’s  paper  is  to  use  insulin  cau- 
tiously in  old  diabetics  when  no  emergency  exists.  They 
are  undoubtedly  better  off  as  far  as  the  heart  and  vessels 
are  concerned,  if  they  are  not  too  strictly  controlled  and 
are  allowed  to  have  a little  glycosuria.  In  other  words, 
it  is  the  old  story  of  treating  the  patient  and  not  the 
disease. 

Dr.  Paul  Camp,  Richmond:  I am  sure  that  each  of 
us  enjoyed  Dr.  Jordan’s  excellent  paper  and  also  Dr. 
Scott’s  helpful  discussion  of  this  paper.  Dr.  Jordan  cov- 
ered his  subject  both  from  the  scientific  and  clinical  view- 
point. Today,  as  is  the  usual  custom,  Dr.  Jordan  gave 
us  some  very  useful,  practical  and  common  sense  points 
concerning  the  treatment  of  diabetes  in  general  and  par- 
ticularly those  elderly  cases  who  actually  have  angina 
pectoris  or  who  are  likely  to  have  some  degree  of  coronary 
artery  disease. 

Diabetic  coma  is  no  longer  the  chief  cause  of  death 
among  patients  with  diabetes.  Joslin  states  that  now 
every  other  diabetic  dies  of  arteriosclerosis.  From  1894 
to  1914  15  per  cent  of  the  deaths  in  Joslin’s  series  of  342 
deaths  were  due  to  arteriosclerosis,  and  in  the  period 
from  1926  to  1929  the  death  rate  from  arteriosclerosis 


had  risen  to  48  per  cent.  The  coma  death  rate  during  the 
same  period  dropped  from  61  per  cent  to  11  per  cent. 

It  is  an  accepted  fact  that  the  percentage  of  arterio- 
sclerosis is  higher  in  a group  of  diabetics  than  in  a con- 
trol group  of  similar  age.  Furthermore,  arteriosclerosis 
of  the  heart  is  responsible  for  the  highest  percentage  of 
arteriosclerotic  death  in  diabetics  being  43  per  cent,  as  com- 
pared to  legs  37  per  cent,  brain  11  per  cent  and  kidneys 
6 per  cent.  Nathonson  found  that  in  100  autopsies  on 
diabetic  patients  forty-one  showed  severe  coronary  dis- 
ease, and  above  the  age  of  fifty  the  incidence  of  coronary 
disease  was  52.7  per  cent  as  compared  with  8 per  cent 
in  a larger  series  of  non-diabetics  of  the  same  age.  Other 
authors,  such  as  Blotner,  Graybiel  and  Root,  have  like- 
wise reported  a higher  incidence  of  coronary  disease  and 
angina  pectoris  in  diabetes  as  compared  to  the  usual  non- 
diabetic population. 

What  are  we  going  to  do  about  the  important  problem? 
I believe  that  our  first  point  of  attack  should  aim  at  the 
prevention  of  arteriosclerosis.  It  is  true  that  we  cannot 
conquer  old  age  but,  by  the  use  of  proper  diets  which 
approach  the  normal  diet  in  composition,  we  should  be 
able  to  prevent  the  diabetic  from  acquiring  an  abnormal 
degree  of  sclerosis  for  his  age.  Dr.  Jordan  is  more  quali- 
fied to  discuss  diets  with  you  than  I am;  however,  it  seems 
the  tendency  now  to  give  a larger  percentage  of  car- 
bohydrates in  the  diet  of  diabetes. 

Second,  if  these  diabetic  patients  have  acquired  arterio- 
sclerosis of  the  coronaries,  we  should  be  very  careful  in 
treating  these  cases.  Dr.  Jordan  has  discussed  this  point 
very  admirably  in  his  paper.  There  seems  no  doubt 
that  a low  blood  sugar,  and  a rapid  change  from  high 
to  low  in  particular  can  bring  about  anginal  attacks  or 
even  coronary  thrombosis.  The  exact  mechanism  of  this 
is  not  known;  however,  it  seems  reasonable  to  assume  that 
a heart  which  has  sclerotic  and  narrowed  arteries  needs 
a liberal  supply  of  nourishment  and  that,  if  this  nourish- 
ment is  cut  down,  then  anginal  pain  will  develop.  There 
are  two  chief  theories  in  regard  to  the  production  of  the 
pain.  The  first  is  that  anginal  pain  occurs  simply  because 
the  heart  muscle  is  temporarily  undernourished.  The 
second  is  that  pain  occurs  because,  due  to  a failure  of 
proper  glycogen  metabolism  in  the  heart  muscle,  there  is 
an  excess  accumulation  of  pain  producing  substances.  It 
has  been  definitely  shown  on  a number  of  cases  that 
angina  pectoris  follows  over-dosage  of  insulin,  and,  fur- 
thermore, glucose  therapy  is  of  benefit  in  some  types  of 
cardiac  cases  in  which  there  is  an  apparent  undernourish- 
ment of  the  myocardium.  In  addition  to  the  rapid  fall 
of  the  blood  sugar,  acidosis  seems  to  play  a definite  role 
in  bringing  on  a myocardinal  infection.  Third,  we  should 
make  an  earnest  effort  each  time  we  see  a diabetic  patient 
to  determine  if  the  patient  has  co-existing  arteriosclerosis. 

I wish  to  put  especial  emphasis  on  the  problem  of  sclerosis 
of  the  arteries  of  the  heart.  A definite  percentage  of  these 
diabetics  will  not  relate  any  cardiac  symptoms,  yet,  when 
they  come  to  autopsy,  will  present  definite  coronary  sclero- 
sis. Some  will  relate  more  or  less  cardiac  symptoms; 
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however,  most  of  this  group  will  enter  a hospital  because 
of  some  complaint  other  than  the  heart. 

In  Blotner’s  series  the  chief  cause  of  death  in  43  per 
cent  of  the  cases  was  directly  attributed  to  heart  disease. 
In  addition  to  a careful  history  and  physical  examination 
on  these  patients,  an  electrocardiogram  should  be  taken, 
if  such  is  practical,  because  an  electrocardiogram  is  the 
most  reliable  laboratory  method  of  demonstrating  coronary 
sclerosis.  X-rays  of  the  heart  and  great  vessels  may 
give  confirmatory  evidence. 

If  we  find  evidence  of  any  cardiovascular  disease,  then 
due  importance  must  be  attached  to  the  treatment  of  the 
cardiovascular  system.  If  the  patient  is  overweight,  this 
should  be  regulated.  The  proper  use  of  rest,  exercise,  fluid 
intake,  digitalis,  nitrites  and  the  xanthine  derivatives  is 
imperative.  It  seems  to  me  that  since  the  concensus  of 
opinion  is  that  the  xanthine  derivatives  are  of  value  in 
causing  dilatation  of  the  coronary  arteries,  these  deriva- 
tives should  certainly  be  given  a,  trial;  hence,  the  use  of 
aminophyllin,  theobromine-sodium-salicylate,  theocin,  theo- 
calin  and  like  products  may  increase  the  nourishment  of  a 
heart  that  is  crippled  because  of  narrow  coronaries,  and 
enable  the  patient  with  such  a heart  to  live  a more  com- 
fortable and  longer  life. 

Finally,  Case  IV  of  Dr.  Jordan’s  series  is  of  especial 
interest  as  it  presents  an  instance  of  a man  having  two 
serious  diseases  either  one  of  which  may  cause  uncon- 
sciousness or  sudden  death.  Yet  this  man  continued  as  a 
locomotive  engineer  and  hence  continued  to  endanger  his 
life  and  the  life  of  others.  It  would  seem  wise  to  ad- 
vise against  such  occupations  in  similar  cases. 

Dr.  Walter  B.  Martin,  Norfolk:  There  is  one  point  I 
want  to  bring  out,  and  I want  to  thank  Dr.  Jordan  for  a 
very  complete  and  very  worth-while  discussion  of  this 
subject.  He  has  spoken  of  anginal  attacks  associated  with 
hypoglycemia  following  the  use  of  insulin.  I wish  to  sug- 
gest the  possibility  that  these  attacks  may  occur  as  a re- 
sult of  spontaneous  hypoglycemia.  A man  came  into  ray 
office  with  a history  of  attacks  of  severe  precordial  pain 
and  nervousness  occurring  early  in  the  morning  after  get- 


ting out  of  bed,  but  not  during  the  day.  A five-hour  glucose 
tolerance  test  revealed  a low  sugar  curve,  the  blood  sugar 
dropping  to  57  milligrams  per  100  c.c.  at  the  end  of  the 
fourth  hour.  A typical  attack  of  nervousness  associated 
with  precordial  pain  developed  at  this  point.  By  giving 
this  patient  food  at  bedtime  and  orange  juice  before  get- 
ting up  in  the  morning,  the  attacks  were  relieved. 

Dr.  Ernest  B.  Bradley,  Lexington,  Ky. : I should  like 
to  discuss  Dr.  Jordan’s  paper  just  for  a second.  There  are 
two  or  three  very  elementary  things  in  the  treatment  of 
diabetes.  Sometimes  surgeons  and  others  will  order  a 
low  carbohydrate  diet  for  a diabetic,  and  sometimes  no 
“carbohydrates.”  I am  sure  that  those  of  us  who  have 
treated  diabetes  and  are  familiar  with  the  modern  ideas 
feel  that  this  is  one  of  the  worst  things  that  can  be  done. 
It  is  best  to  give  at  least  100  grams  of  carbohydrate  and 
adjust  the  number  of  calories  by  cutting  down  the  amount 
of  fat  in  the  diet.  If  patients  are  treated  in  this  way  in 
early  life  they  will  not,  probably  have  arteriosclerosis  in 
later  life.  I believe  that  the  control  of  diabetes  can  be  done 
practically  as  well  by  examinations  of  the  urine  after  the 
diagnosis  is  made  by  the  glucose  tolerance  test.  More  of 
the  ordinary  cases  can  be  controlled  without  the  use  of 
frequent  blood  sugar  examinations  than  we  think.  In  other 
words,  I think  the  control  of  the  glycosuria  is  more  im- 
portant than  the  control  of  the  glycemia.  In  older  pa- 
tients, if  they  do  not  spill  sugar  I think  that  is  evidence 
that  they  are  getting  along  very  well. 

As  Dr.  Jordan  has  said,  very  severe  hypoglycemia  will 
precipitate  an  anginal  attack.  If  the  urine  remains  sugar 
free  the  diabetes  cannot  be  very  serious.  I think  it  is 
much  better  to  have  a higher  blood  sugar  than  to  run  the 
danger  of  precipitating  an  anginal  attack  from  hypo- 
glycemia. Of  course,  the  percentage  of  diabetics  with 
arteriosclerosis  is  much  greater  than  in  ordinary  patients 
of  that  age,  and  to  suddenly  reduce  the  blood  sugar  may 
be  a very  dangerous  thing. 

I am  very  glad  to  have  had  the  opportunity  of  discussing 
this  subject. 


OBSERVATIONS  IN  THE  MANAGEMENT  OF  ONE  HUNDRED  AND 
SIXTY-FOUR  FOREIGN  BODIES  IN  THE  AIR 
AND  FOOD  PASSAGES.* 


Elbyrne  G.  Gill,  M.  D., 

and 

John  A.  Pilcher,  Jr.,  M.  D., 

Roanoke,  Virginia 


It  is  our  purpose  to  bring  again  to  the  attention 
of  the  medical  profession,  especially  those  in  general 

*From  the  Department  of  Bronchoscopy,  Gill  Memorial 
Eye,  Ear  and  Throat  Hospital. 

Read  before  the  sixty-seventh  annual  session  of  the  Med- 
ical Society  of  Virginia,  at  Staunton,  October  13-15,  1936. 
Illustrated  by  a number  of  slides. 


practice,  the  importance  of  foreign  body  consider- 
ation in  every  case  of  obscure  chest  condition.  During 
the  past  fifteen  years,  bronchoscopy  has  become  a 
recognized  specialty  in  every  modern  hospital.  Even’ 
hospital  should  have  a well-equipped  bronchoscopy 
department.  In  reviewing  the  literature  on  this  sub- 
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ject,  one  cannot  help  being  impressed  by  the  number 
of  foreign  bodies  that  have  been  overlooked  in  con- 
sidering the  various  chest  conditions.  In  every  case 
of  unexplained  cough,  the  patient  should  have  the 
benefit  of  a bronchoscopic  examination. 

In  reviewing  the  records  of  one  hundred  and 
sixty-four  cases,  it  is  our  purpose  to  present  the 
following  information:  (1)  The  signs  and  symptoms 
of  foreign  bodies  in  the  respiratory  tract;  (2)  The 
signs  and  symptoms  of  foreign  bodies  in  the  esopha- 
gus; (3)  The  location  of  foreign  bodies  in  the  res- 
piratory tract  and  esophagus;  (4)  The  cause  of 
death  in  this  series;  (S)  The  number  of  trache- 
otomies; (6)  Methods  of  prevention;  (7)  Our 
methods  of  preparation  of  the  patients  for  broncho- 
scopy. 

Signs  and  Symptoms  of  Foreign  Bodies  in  the 
Air  Passages. 

A definite  history  of  choking  followed  by  severe 
coughing,  with  or  without  cyanosis,  must  always  be 
considered  as  a foreign  body  until  proven  otherwise 
by  every  diagnostic  procedure  at  our  command.  The 
types  of  bronchial  obstruction  are  (1)  Type  1: 
Bivalve  which  may  only  have  cough  as  a symptom; 
later  may  have  symptoms  of  lung  suppuration. 


Patient:  Age  three  years.  Multiple  foreign  body.  Jack  rock 
in  upper  esophagus.  Tin  doll  in  stomach. 


Patient:  Age  one  month.  Foreign  body:  Open  safety  pin 
point  up  in  esophagus. 

(2)  Type  2:  Check  valve.  Air  is  trapped  in  the  in- 
vaded lung,  producing  greater  transparency  on  the 
obstructed  side,  with  displacement  of  the  heart  to 
the  free  side,  and  depression  and  flattening  of  the 
dome  of  the  diaphragm  on  the  invaded  side.  (3) 
Type  3:  Obstructive  atelectasis.  Results  in  drown 
lung,  later  in  abscess.  This  condition  is  not  affected 
by  inspiration  or  expiration  and  is  clearly  shown  on 
X-ray.  Physical  signs  are  characterized  by  absence 
of  breath  sounds  and  dullness  on  side  of  involvement. 
Heart  is  displaced  toward  the  involved  side. 

Foreign  Body  in  Esophagus : History  of  choking 
and  gagging  followed  by  dysphagia  is  always  sug- 
gestive of  foreign  body  in  the  esophagus.  Children 
may  have  drooling  saliva  and  regurgitation  of 
food.  Symptoms  referable  to  the  respiratory  tract 
may  be  caused  by  a large  foreign  body  pressing  on 
trachea  or  from  -overflow  of  secretions  into  the  larnyx. 
Esophageal  foreign  bodies  have  eroded  from  the 
esophagus  into  the  trachea. 

First  Analysis  of  164  Case  Records 


Foreign  body  in  hypo-pharynx 8 

Foreign  body  in  crico  pharyngeus 25 

Foreign  body  in  larynx 9 

Foreign  body  in  trachea 5 

Foreign  body  in  right  bronchus 31 

Foreign  body  in  left  bronchus 18 
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Foreign  body  in  esophagus 52 

Foreign  body  in  stomach 12 

Foreign  body  in  large  intestine 1 

Foreign  body  in  small  intestine 2 

Foreign  body  between  vocal  cords 1 

Total 164 

Second  Analysis  of  164  Cases 
Deaths  due  to: 

Acute  pneumonitis  following  removal  of  F.  B.  __  2 


Lung  infection 2 

Perforation  of  bronchus 1 

Total  5 

Third  Analysis  of  164  Cases 
Tracheotomies  Necessary 

1st — Dyspnea  prior  to  bronchoscopy _ 10 

2nd — Dyspnea  following  bronchoscopy _ 3 

3rd — For  removal  of  foreign  body 2 

4th — For  aspirating  pus  in  lung  abscess 1 

Total  16 

Fourth  Analysis  of  164  Cases 

Multiple  foreign  bodies  1 

More  than  one  attempt  to  remove  F.  B.  7 

Failure  to  remove  5 

Number  expelled  by  coughing  4 

Number  passed  into  stomach  and  recovered 14 

Youngest  patient  One  month 

Oldest  patient Seventy-six  years 


Duration  of  foreign  body.  One-half  hour  to  seven  years 


Patient : R.  E.,  Age  five  years.  Foreign  body : safety  pin, 
point  up  in  larynx.  Sojourn  : eight  days. 


Patient : Age  fifteen  years.  Banjo  screw  head  in  left  inferior 
lobe  bronchus.  Duration  three  years.  Condition  diag- 
nosed as  tuberculosis  and  admitted  to  tuberculosis  sana- 
torium where  X-ray  examination  revealed  presence  of  for- 


eign body. 

Fifth  Analysis  of  164  Cases 

Number  of  open  safety  pins  point  up  in  esophagus 8 

Number  of  open  safety  pins  point  up  in  trachea 2 

Number  of  open  safety  pins  point  up  in  larynx 2 

Number  of  portions  of  safety  pins  in  bronchus 1 

Number  of  closed  safety  pins 1 

Total 14 

Number  passed  by  bowel 4 

Number  removed  endoscopically 9 

Number  coughed  from  larynx 1 

Total : 14 


Sixth  Analysis  of  164  Cases 


Mineral  Kingdom 

Clip  binder  (Chicago  screw  post)  1 

Button 1 

Metal  portion  of  lipstick 1 

Suit-case  rivet  ' 2 

Metal  screw  from  banjo 2 

Shoe  horn  1 

Safety  pins 14 

Straight  pins  8 

Small  bolt  1 

Metal  top  from  horn 1 

Piece  of  wood 1 

Piece  of  lead t 1 

Coins 2 

Coin  (dime)  1 

Coin  (French  penny)  1 
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Coin  (penny)  4 

Coin  (nickels)  4 

Coin  (quarter)  3 

Small  nail  1 

Small  tin  ring 1 

Tobacco  tag 1 

Brassiere  hook 1 

Dental  plates  2 

Mattress  tacks  2 

Shipping  tack  1 

Carpet  tacks 2 

Nails 2 

Portion  of  lamp  chimney  1 

Piece  of  wire  screen 1 

Portion  of  safety  pin 1 

Fibrinous  cast  1 

Glass  beads 3 

Jack  rocks 2 

Copper  rivet  1 

Pipe  stem  1 

Piece  of  wire 1 

Twig  of  cedar  shrub __  1 

Overall  buttons  2 

Animal  Kingdom 

Squirrel  bone  1 

Vertebra  of  squirrel 2 

Fish  bones 9 

Chicken  bones  19 

Bolus  of  meat 13 

Bolus  of  food  _ _ 1 

Turkey  bone 1 

Beef  bone  2 

Chicken  gizzard  ^ 1 

Vegetable  Kingdom 

Nut  shell  5 

Peanuts  12 

Piece  of  apple 1 

Piece  of  wheat  beard __  1 

Whole  grain  of  corn 7 

Cockle  burr 1 

Pinto  bean  1 

Piece  of  coconut 1 

Splinter  of  wood 1 

Portion  of  corn  cob 1 

Coffee  grains  2 

Husk  of  peanut 1 

Beans  2 

Watermelon  seeds 2 

Chestnut 1 

Piece  of  grass  seed 1 


Table  three  gives  ten  tracheotomies  prior  to  bron- 
choscopy. All  of  these  cases  were  in  a dyspneic  con- 
dition when  admitted  to  the  hospital.  Tracheotomy 
was  done  for  relief  of  dyspnea  and  not  for  removal 
of  foreign  body.  If  the  patient’s  condition  permits, 
we  remove  the  foreign  body  immediately  following 


the  tracheotomy;  otherwise,  we  wait  until  conditions 
are  favorable  for  bronchoscopy.  In  only  three  cases 
was  tracheotomy  necessary  following  bronchoscopic 
removal  of  a foreign  body  in  a child.  In  children 
under  three  years  of  age,  laryngeal  swelling  sufficient 
to  demand  a tracheotomy  often  develops  after  bron- 
choscopy, especially  in  cases  of  organic  foreign  body. 
This  complication  can  be  reduced  to  a large  degree 
by  following  four  definite  procedures,  namely,  relax- 
ation of  patient : Do  not  use  over  size  bronchoscopic 
tubes,  do  not  prolong  the  operation;  perfect  team 
work.  This  can  only  be  expected  where  all  members 
of  the  group  are  well  trained  in  bronchoscopy.  Per- 
sonal pride  should  always  bow  in  interest  of  the 
patient.  Ten  to  twenty  minutes  is  enough  time  for 
a child  under  two  years  of  age.  Tracheotomy  for 
removal  of  foreign  body  was  done  in  two  cases. 
There  are  certain  cases  such  as  large  irregular  for- 
eign bodies  which  should  be  removed  through  vhe 
tracheotomy  wound  rather  than  undergo  the  very 
certain  possibility  of  stripping  it  off  when  attempting 
to . remove  it  through  the  swollen  and  narrowed 
glottis.  This  complication  may  result  in  sudden 
dead  from  asphyxiation. 

We  have  abandoned  the  idea  that  anesthesia,  local 
or  general,  is  unnecessary  in  children.  Our  policy 
is  to  give  some  form  of  anesthetic  in  every  vase  that 
is  not  dyspneic.  We  obtain  muscular  relaxation 
either  by  use  of  morphine  with  atropine  or  sodium 
amytal  per  rectum,  supplemented  with  ether  if 
necessary,  being  mindful  never  to  completely  abolish 
the  cough  reflex.  We  feel  confident  better  work  and 
less  traumatism  will  occur  under  muscular  relaxation 
which  is  impossible  without  some  degree  of  anes- 
thesia. We  have  never  had  a patient  to  develop 
penumonia  following  bronchoscopy  under  ether  anes- 
thesia, nor  have  we  had  a patient  develop  pneumonia 
following  a tracheotomy. 

Conclusions 

A large  percentage  of  all  foreign  bodies  occur  in 
children  under  five  years  of  age.  We  have  found 
tracheotomy  necessary  in  only  three  cases  following 
bronchoscopy.  This  low  percentage  has  been  due  to 
the  observan'ce  of  four  of  our  bronchoscopic  funda- 
mentals, namely: 

1.  Proper  size  tubes  with  the  head  held  in  the 
correct  position. 

2.  Muscular  relaxation. 
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A.  Patient : Age  eleven  months.  Before  broncho- 
scopical  removal  of  small  rock  from  right  bronchus, 
causing  obstructive  emphysema.  Note  increase  trans- 
parency of  right  lung.  Heart  displaced  to  left,  right 
side  of  diaphragm  pushed  down. 


B.  Same  patient  after  bronchoscopical  removal  of 
foreign  body.  Note  heart,  lungs  and  diaphragm  in 
normal  position. 


A.  Patient : Age  seventeen  months.  Before  broncho-  B.  Same  patient  after  bronchoscopy.  Note  heart, 

scopy,  showing  portion  of  peanut  in  left  bronchus  lungs  and  diaphragm  in  normal  position, 

causing  obstructive  emphysema.  Note  increased  trans- 
parency of  left  lung,  heart  displaced  to  left.  Left  dia- 
phragm pushed  down. 
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3.  Short  working  time. 

4.  Team  work. 

Esophageal  foreign  bodies  as  a rule  lodge  at  the 
level  of  the  first  constriction,  the  crico-pharyngeus 
muscle.  Open  safety  pins,  point  up,  are  easily  re- 
moved if  above  the  crico-pharyngeus  muscle.  When 
below  this  point,  they  usually  pass  into  the  stomach 
and  are  recovered  from  the  bowel. 

It  is  perfectly  safe  to  leave  the  foreign  body  (open 
safety  pin)  in  the  stomach  for  three  weeks  if  X-ray 
at  intervals  show  the  point  in  different  positions. 
Open  safety  pin,  point  down  does  not  constitute  a 


Patient : Age  fifteen  years.  Foreign  body : Straight  pin 
in  right  upper  lobe  bronchus. 


mechanical  problem.  We  have  had  fourteen  cases  of 
open  safety  pins  in  the  air  and  food  passages  and 
no  deaths.  Three  passed  into  the  stomach  and  were 
recovered,  one  in  a thirteen  months’  old  baby,  the 
others  in  children  three  years  of  age. 

Those  of  you  who  have  had  experience  in  this 
work  will  agree,  I am  sure,  when  I say  that  there  is 
no  branch  of  surgery  or  medical  practice  that  re- 
quires the  same  degree  of  precision,  promptness  and 
accuracy  in  the  recognition  of  anatomical  landmarks 
and  co-operative  team  work  as  does  endoscopy.  It  is 
not  a “one  man  job.” 
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Discussion 

Dr.  E.  Trible  Gatewood,  Richmond:  There  are  few 
conditions  that  produce  more  mental  and  physical  dis- 
tress than  a foreign  object  in  the  respiratory  tract.  Sev- 
enty-five per  cent  of  foreign  bodies  removed  from  the  air 
and  food  passages  are  from  infants  and  children. 

The  majority  of  foreign  bodies  removed  from  the 
bronchi  in  children  are  of  vegetable  origin  and  non-radio 
opaque.  It  is  of  this  type  of  case  that  I especially  wish 
to  emphasize  the  importance  of  a careful  physical  exami- 
nation, because  a prolonged  sojourn  of  substances  of  this 
nature  in  the  bronchial  tree  lends  itself  to  lung  complica- 
tions and  difficult  removal.  The  promptness  with  which 
this  type  of  foreign  body  should  be  recognized  and  re- 
moved is  only  attested  by  high  mortality  when  dilatory 
measures  are  used.  A large  proportion  of  such  cases  may 
be  diagnosed  by  the  initial  history  of  choking,  gagging, 
violent  coughing  and  difficult  breathing.  However,  many 
of  these  little  patients  are  alone  when  they  inspirate  the 
object,  and  are  too  young  to  relate  what  occurred. 

There  are  certain  locations  in  the  respiratory  tract 
where  foreign  bodies  lodge  and  cause  sufficient  physical 
signs  alone  to  warrant  a probable  diagnosis  in  the  ab- 
sence of  a classical  history  or  X-ray  films.  These  areas 
consist  of  the  trachea  and  the  two  main  bronchi.  Non- 
opaque foreign  body  in  the  trachea  must  be  diagnosed 
by  physical  signs  and  symptoms  alone.  The  “palpatory 
thud,”  “audible  slap”  and  the  “asthmatoid  wheeze”  are 
pathognomonic.  Foreign  body  in  the  trachea  is  frequently 
movable  and  causes  constant  cough  and  wheezing,  which 
is  not  as  likely  to  occur  when  the  object  is  fixed  in  the 
bronchus. 

Non-obstructive  inorganic  objects  which  are  stationary 
may  sojourn  in  the  bronchial  tree  for  weeks  or  months 
with  few  or  no  symptoms.  However,  obstructive  or  non- 
obstructive vegetable  objects  will  manifest  increasing  signs 
and  symptoms  from  the  onset. 

The  physical  signs  of  unilateral  bronchial  obstruction 
secondary  to  foreign  body  are  very  helpful  in  arriving  at 
a diagnosis  at  the  bedside.  However,  the  X-ray  findings 
may  also  be  helpful,  even  though  the  foreign  body  cannot 
be  visualized  on  the  films. 

The  bronchi  are  not  tubes  of  constant  caliber:  they 
dilate  during  inspiration  and  contract  during  expiration. 
Furthermore,  the  lumen  may  be  swollen  and  narrowed 
by  irritating  objects. 

The  physical  and  X-ray  signs  are  dependent  upon  the 
degree  and  location  of  the  obstruction  which  alters  the 
aeration  of  the  subjacent  lung.  Jackson  and  Manges 
describe  three  definite  types  of  bronchial  obstruction 
which  present  constant  physical  signs.  They  are  classified 
as  “partial  obstruction,”  “expiratory  obstruction”  and 
“complete  obstruction”. 

In  order  to  illustrate  my  point  I should  like  to  show 
four  slides*  representing  patients  with  various  types  of 
bronchial  obstruction,  secondary  to  foreign  body. 

illustrative  slides  were  shown. 
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Slide  No.  1 depicts  the  chest  of  a small  child  with  a 
watermelon  seed  in  the  right  main  bronchus.  Due  to  the 
shape  of  the  seed  there  was  equal  ingress  and  egress  of 
air  through  the  bronchus.  The  film  taken  at  the  end  of 
inspiration  is  very  much  the  same  as  the  one  taken  at 
the  end  of  expiration:  both  are  essentially  negative.  The 
physical  signs  in  this  case,  however,  were  quite  different. 
There  was  limitation  of  expansion  on  the  affected  side. 
The  percussion  note  and  breath  sounds  were  impaired  and 
snapping  rales  were  present. 

Slide  No.  2 represents  a child’s  chest  with  a portion  of 
a peanut  in  the  right  main  bronchus,  illustrating  an  “ex- 
piratory obstruction.”  Due  to  the  shape  of  the  foreign 
body  it  partially  occluded  the  bronchus  on  inspiration  when 
the  bronchus  expanded  and  completely  occluded  it  on  ex- 
piration when  the  bronchus  contracted.  Therefore,  we 
have  a picture  of  obstructive  emphysema  produced  by  air 
trapped  in  the  invaded  lung.  Note  the  difference  in  density 


and  the  displacement  of  heart  to  the  opposite  side.  The 
phj'sical  findings  in  this  case  were  marked  impairment 
of  expansion  on  the  affected  side,  tympanitic  percussion 
note,  partial  or  complete  absence  of  breath  sounds,  no 
rales,  and  heart  displaced  to  opposite  side. 

Slide  No.  3 shows  a foreign  body  in  the  left  main 
bronchus,  producing  “complete  obstruction”  of  the  lumen 
and  collapse  of  the  entire  lung.  The  physical  findings  in 
this  type  of  case  are  obvious:  No  expansion  on  invaded 
side;  flat  percussion  note;  no  breath  sounds  or  rales,  and 
heart  definitely  displaced  toward  invaded  side. 

Slide  No.  4 represents  an  infant  chest  with  foreign 
body  in  the  mouth  of  right  upper  lobe  bronchus,  causing 
complete  obstruction  and  collapse  of  the  upper  lobe  only. 

The  physical  signs  were  similar  to  the  preceding  case, 
but  the  involvement  of  a single  lobe  area  is  always  likely 
to  give  less  classical  signs  than  if  involvement  was  of 
the  entire  lung. 


THE  PHYSIOLOGY  OF  THE  CLIMACTERIC 
SYMPTOMATOLOGY.* 


Prosser  Harrison  Picot,  M.  D., 

Richmond,  Va. 


We  may  define  the  natural  climacteric  as  the 
period  of  transition  from  a state  of  fertility  to  one 
of  sterility. 

In  this  regard  it  seems  worthy  that  the  terms 
“change  of  life,”  “critical  age.”  “climax”  or  “cli- 
macteric” more  aptly  describe  the  transition  than 
does  the  word  “menopause.”  By  custom  of  usage 
the  menopause  has  come  to  imply  not  only  menstrual 
cessation,  but  all  other  symptoms  that  characterize 
this  age.  The  menopause,  it  is  true,  is  the  most  ap- 
parent sign  of  this  period,  yet  it  is  but  one  of  the 
many  changes  that  occur.  Because  of  the  very  defi- 
nite meaning  the  word  “menopause”  has,  one  of  the 
more  general  terms  such  as  the  “critical  age”  or  the 
“climacteric”  may  be  preferred. 

The  most  prominent  signs  and  symptoms  pre- 
sented at  this  age  are  dispositional  changes,  the 
menopause,  sterility,  suffocations,  obesity,  circula- 
tory changes  and  changes  in  hair  and  voice. 

The  element  most  common  to  the  disposition  of 
the  climacteric  woman  is  emotional  instability. 
There  is  an  increased  nervous  tension.  The  emo- 
tional state  of  the  woman  is  not  proportionate  to  nor 
always  in  keeping  with  the  stimulus  which  causes  it. 
No  better  description  of  the  change  in  the  psychic 
state  can  be  found  than  the  following  quotation  by 

*Read  before  the  Southside  Virginia  Medical  Society. 
September  18,  1936. 


Maranon.  The  words  are  those  of  a very  observant 
woman  who  had  been  seized  by  the  disturbances  of 
an  early  climacteric. 

“Why  has  my  character  changed  so  much?  Form- 
erly I was  calm  and  now  a vexation  or  an  injustice 
produces  in  me  such  discomposure,  so  strong  an 
emotion  dominates  me  that  others  can  tell  it  by  the 
tremor  in  my  voice.  And  I especially  notice  what 
seems  to  be  a feeling  of  anguish,  a sensation  like 
oppression  as  if  my  heart  would  leap  from  my 
breast.  What  worries  me  most  is  that  this  above 
emotionalism  is  not  related  to  cause  since,  if  I hear 
something  sad,  no  matter  how  sad  it  may  be,  my 
usual  composure  is  not  altered  in  the  least.  Why 
am  I fearful  if  nothing  threatens?  My  greatest  di- 
version used  to  be  to  walk  alone  to  my  house  in  the 
country  and  to  be  left  there  in  peace.  Now  I go  as 
before,  but  when  I find  myself  alone,  I am  afraid 
and  not  of  anything,  but  rather  of  myself.” 

The  fear  of  insanity  is  paramount  in  the  mind 
of  the  climacteric  woman.  Involutional  melancholia 
represents  but  2 per  cent  of  all  mental  disease  and 
50  per  cent  of  those  so  affected  recover.  The  great 
concern  existing  in  regard  to  insanity  is  not  justified. 

The  menopause  usually  occurs  between  the  forty- 
fifth  and  fifty-fifth  years.  Observations  on  the  types 
of  menstrual  cessation  indicate  that  14  per  cent  of 
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women  experience  an  abrupt  cessation  of  menstrua- 
tion. In  26  per  cent  there  is  a gradual  and  progres- 
sive cessation.  In  24  per  cent  the  flow  decreases 
irregularly  and  in  36  per  cent  there  is  excessive 
bleeding.  The  menopause  usually,  but  not  always, 
marks  the  end  of  a woman’s  reproductive  life.  The 
libido  also  remains.  Possibly  it  is  because  the  fear 
of  pregnancy  no  longer  exists  that  some  women  de- 
rive from  their  sexual  lives  a satisfaction  never  be- 
fore known. 

By  some  men,  the  withdrawal  of  sexual  function 
is  considered  to  be  of  possible  relation  to  the  high 
incidence  of  uterine  cancer  of  this  age.  The  prog- 
ress made  in  the  diagnosis  of  early  cancer  of  the 
uterus  has  not  been  rapid.  The  mental  state  of  the 
climacteric  woman  is  certainly  favorable  to  coopera- 
tive investigations  of  any  suspicious  signs. 

Frequently  the  most  disturbing  and  distressing 
incidents  of  the  climacteric  are  the  so-called  “hot 
flushes”  or  “hot  flashes.”  These  are  described  as 
waves  of  heat  that  pass  upward  over  the  body.  They 
may  be  accompanied  by  a flushing  of  the  skin, 
sweating  and  dizziness.  Their  frequency  and  dura- 
tion are  variable.  Frequently  they  are  evoked  by 
emotional  states. 

It  is  the  usual  concept  that  a woman  may  antici- 
pate a gain  in  weight  following  the  climacteric. 
This  may  or  may  not  be  true.  In  a small  series  of 
282  women,  121  gained  in  weight  after  the  change. 
The  remainder  or  161  either  maintained  the  pre- 
climacteric weight  or  lost  weight. 

A rise  in  blood  pressure,  palpitations  and  tachy- 
cardia are  frequently  noted  in  the  climacteric 
woman.  These  in  many  instances  are  of  a transitory 
nature  and  their  occurrence  is  attributed  to  the 
changes  of  this  age. 

At  the  time  of  the  climacteric,  the  voice  frequently 
takes  on  a heavy,  masculine  voice  quality.  Ectopic 
hair  appears  upon  various  parts  of  the  body,  chiefly 
upon  the  upper  lip  and  chin.  The  woman  may  as- 
sume an  aggressiveness  that  she  has  never  previ- 
ously possessed. 

It  is  interesting  to  consider  the  physiology  of 
these  climacteric  readjustments.  It  has  been  aptly 
said  that  what  we  do  not  know  about  the  glands  of 
internal  secretion  does  not  bother  us,  but  rather  that 
which  we  know  that  is  not  true.  As  the  following 
discussion  involves  the  endocrines,  it  is  perhaps  well 
to  keep  this  thought  in  mind.  We  may  safely  say 
that  there  is  an  extinction  of  ovarian  activity  at  the 


menopause.  The  glands  shrink.  Ovulation  no 
longer  occurs.  Thus,  there  is  no  further  elaboration 
from  the  follicle  or  corpus  luteum.  The  menopause 
itself  and  sterility  are  attributed  to  the  cessation  of 
ovarian  activity.  There  is  a third  type  of  ovarian 
tissue,  the  interstitial  tissue,  which  may  conceivably 
continue  to  function.  Extinction  of  ovarian  activity 
should  result  in  some  imbalance  of  the  endocrine 
system.  Let  us  see  what  evidence  there  is  in  sup- 
port of  this. 

The  thyroid  gland  is  frequently  disturbed  at  the 
times  of  puberty,  menstruation  and  pregnancy. 
These  are  periods  of  ovarian  activity.  Hypothy- 
roidism and  hypo-ovarianism  are  frequently  seen 
together.  The  thyroid  atrophies  if  man  is  castrated 
prior  to  puberty.  Experimentally,  it  is  easier  to 
induce  symptoms  of  hyperthyroidism  in  castrated 
rabbits  than  it  is  in  those  that  have  not  been  cas- 
trated. This  would  suggest  that  the  ovary  serves  as 
a buffer  to  thyroid  over-action.  The  incidence  of 
hyperthyroidism  is  greatest  at  the  end  of  the  third 
decade.  There  is,  however,  a definite  though  lesser 
increase  in  the  incidence  of  hyperthyroidism  at  the 
beginning  of  the  fifth  decade  of  life.  The  increased 
nervous  tension  of  the  climacteric  woman  may  be 
due  in  part  to  a real  or  relative  state  of  hyperactivity 
of  the  thyroid  following  the  withdrawal  of  ovarian 
function.  The  emotional  reaction  produced  by  the 
menopause  following  bilateral  oophorectomy  is  in- 
creasingly worse  as  it  approaches  the  time  of  the 
natural  climacteric.  The  thyroid  gland  may  play  a 
part  in  the  appearance  of  hot  flushes.  Post-climac- 
teric weight  will  surely  be  markedly  influenced  by 
thyroid  function.  Its  influence  should  also  be  sus- 
pected as  wholly  or  partly  responsible  for  the  tachy- 
cardia, rise  in  blood  pressure  and  palpitations. 

The  suprarenal  glands  are  related  to  sex  function. 
Their  cortex  is  a factor  in  the  evolution  of  sex 
morphology.  Tumors  of  the  cortex  cause  signs  of 
virilism  to  appear  in  women.  The  body  becomes 
hairy  and  the  voice  deepens.  By  the  medullary  por- 
tion of  the  gland,  suprarenin  is  elaborated.  Twelve 
months  after  castration  of  rabbits  there  is  an  in- 
crease in  the  size  of  the  suprarenal  glands.  From 
the  clinical  standpoint  it  is  the  consensus  of  opinion 
that  during  the  climacteric  the  suprarenals  function 
in  a state  of  real  or  relative  hyperactivity  for  a 
period  of  a few  months  or  years.  Thus,  if  we  accept 
these  glands  to  be  in  a state  of  hyperactivity,  we 
may  conclude  that  they,  too,  play  a part  in  climac- 
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teric  symptomatology.  To  an  increased  cortical 
activity  we  may  ascribe  the  signs  of  virilism  that 
appear  at  this  age,  namely,  the  change  of  voice  and 
the  ectopic  hair  upon  chin  and  lip.  If,  due  to  an 
increased  activity  of  the  adrenals,  there  be  in  the 
blood  stream  an  increased  amount  of  suprarenin, 
the  sympathetic  nervous  system  will  be  stimulated 
by  it.  The  James-Lange  theory  of  emotions  is  to 
the  effect  that  an  emotion  is  the  perception  of  a 
visceral  state  and  not  of  a situation.  We  are  famil- 
iar with  the  apprehension,  agitation  and  nervous- 
ness that  sometimes  follows  an  injection  of  adrena- 
lin. The  climacteric  woman  is  emotional  without 
reason.  It  may  be  that  increased  amounts  of  supra- 
renin in  the  blood  of  the  climacteric  woman  are 
indeed  producing  visceral  changes  which  she  per- 
ceives. She  is,  therefore,  experiencing  an  emotion 
for  which  there  is  no  apparent  cause.  The  stimula- 
tion to  the  heart  by  adrenalin  need  be  but  mentioned. 
The  flushes  are  certainly  neuro-circulatorv  phe- 
nomena and  in  the  production  of  these,  the  supra- 
renal glands  may  well  have  a part. 

The  pituitary  gland  is  also  vital  in  sex  morphol- 
ogy. While  the  ovary  is  certainly  regarded  as  the 
female  gland  of  sex,  it  seems  that  the  pituitary  is 
becoming  recognized  as  being  more  and  more  im- 
portant. Hypofunction  of  the  anterior  lobe  prior 
to  puberty  may  result  in  infantile  genitalia,  sterility 
and  an  absence  of  secondary  sex  characteristics. 
Post-adult  hypofunction  of  this  lobe  causes  a tend- 
ency to  dysmenorrhea,  oligomenorrhea,  metrorrhagia 
and  sterility.  Indeed,  the  pituitary  gland  seems  to 
be  just  as  vital  in  genital  development  and  functions 
as  is  the  ovary.  Throughout  a woman’s  reproduc- 
tive life  these  two  glands  work  together  towards  a 
common  goal.  Following  the  climacteric,  this  phase 
of  pituitary  activity  is  no  longer  necessary.  It  would 


thus  seem  logical  to  assume  that  a retrogression  of 
activity  of  the  anterior  lobe  of  the  pituitary  occurs. 
The  part  that  this  gland  may  play  in  climacteric 
symptomatology  is  pure  conjecture.  We  have  come 
to  look  upon  it  as  the  motor  to  the  ovary  and  it  is 
indeed  possible  to  think  that  it  may  in  part  be  re- 
sponsible for  the  ovarian  atrophy  and  thus  for  the 
menopause  itself. 

Support  to  the  view  that  the  climacteric  is  a 
pleuri-glandular  rather  than  a uni-glandular  change 
is  furnished  by  the  therapy  that  may  be  usefully 
employed  at  this  time.  Belladonna,  the  action  of 
which  is  upon  the  para-sympathetic  system,  is  used 
to  advantage.  The  estrogenic  principle  elaborated 
by  the  ovary  will  frequently  benefit  a disturbed 
psychic  state  and  cause  flushes  to  become  less  ob- 
jectionable. Excessive  blood  loss  during  the  meno- 
pause when  of  a purely  functional  nature  can  in 
about  40  per  cent  of  the  cases  be  controlled  by  ad- 
ministration of  the  anterior  pituitary  principle. 

If  we  accept  as  a definition  of  the  climacteric  the 
natural  transition  from  a state  of  fertility  to  one  of 
sterility,  men  must  also  pass  through  such  a change. 
The  biologic  foundation  of  the  female  climacteric, 
namely,  genital  decadence  and  a gradual  readjust- 
ment, exists  also  in  the  male.  We  need  not  expect 
that  these  periods  in  the  different  sexes  will  mani- 
fest themselves  alike.  In  both  sexes,  however,  there 
are  signs  of  this  age. 

Any  remarks  concerning  the  mechanism  of  climac- 
teric symptomatology  are  necessarily  inconclusive. 
It  is  desired  to  bring  to  your  attention  the  prob- 
ability that  a pleuri-glandular  readjustment  takes 
place  at  the  climacteric  rather  than  simply  a mere 
extinction  of  ovarian  function. 

1100  West  Franklin  Street. 


APPENDICITIS.* 


Donald  B.  Koonce,  M.  D., 

Wilmington,  North  Carolina. 


The  term  appendicitis,  coined  by  Fitz  in  1886, 
has  been  the  most  important  term  in  general  surgery, 
certainly  for  the  past  few  decades.  In  recent  medical 
literature,  there  have  been  almost  as  many  articles 

*Read  before  the  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina  at  Tarboro,  N.  C.,  December 
1-3,  1936. 


on  this  subject  as  there  have  been  operative  clinics. 
However,  due  to  the  appalling  mortality  rates,  it 
hasn’t  seemed  that  too  many  articles  could  be  written 
on  it. 

This  paper  is  an  attempt  to  present  a picture  of  ap- 
pendicitis as  it  is  in  this  country  today  (including  a 
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few  statistics  from  the  James  Walker  Memorial 
Hospital  of  Wilmington,  N.  C.),  and  to  emphasize 
the  possibilities  of  reducing  the  high  mortality. 

Statements  concerning  the  appendix  were  sup- 
posed to  have  been  made  in  ancient  times,  but  there 
was  no  definite  existence  of  any  such  knowledge 
until  the  Renaissance  when  inscriptions  were  made 
referring  to  “the  worm  of  the  bowel.”  Though  Pare 
and  Vesalius,  in  the  sixteenth  century,  separately  de- 
scribed the  appendix,  both  calling  it  the  “caecum,” 
meaning  “blind  pouch,”  it  was  not  until  1710  that 
Verheye  coined  the  term  “appendix  vermiformis.” 
In  1848  Hancock,  of  London,  operated  on  a patient 
and  removed  the  appendix  before  abscess  formation, 
the  only  other  operations  having  been  incision  and 
drainage  after  the  abscess  had  formed. 

From  here  on  the  history  of  appendicitis  became 
largely  American,  beginning  with  the  coinage  of  the 
term  “appendicitis”  by  Fitz.  One  year  later,  Morton, 
of  Philadelphia,  did  the  first  deliberate  and  success- 
ful operation  for  appendicitis  during  the  quiescent 
period.  In  1889,  McBurney  described  the  patholog- 
ical changes  and  advised  early  operative  interference. 
Fowler  published  the  first  American  book  on  ap- 
pendicitis in  1894,  and  in  1901  described  his  posi- 
tion for  patients  in  the  treatment  of  appendicitis 
complicated  by  peritonitis.  John  B.  Murphy,  in 
1904,  introduced  his  method  of  administration  of 
fluids  by  rectum  in  cases  of  peritonitis  and  stressed 
immediate  operation  in  cases  of  acute  appendicitis. 
The  same  year  Oschner  introduced  his  famous  ex- 
pectant treatment  in  cases  of  peritonitis. 

Around  this  time  the  custom  of  prophylactic  ap- 
pendectomy started,  and  by  1913  the  appendix  was 
considered  a disturbing  factor  in  almost  every  ab- 
dominal condition  and  was  being  removed  on  the 
slightest  indication,  often  quite  indiscriminately. 
During  this  period,  however,  there  was  an  obvious 
advance  in  the  perfection  of  the  surgical  technic. 
By  1918,  there  was  a marked  trend  away  from  the 
indiscriminate  use  of  the  operation  appendectomy, 
with  the  mortality  statistics  causing  the  practice  of 
prophylactic  appendectomy  in  extensive  operations 
to  be  almost  discarded.  The  pendulum,  as  usual, 
continued  to  swing  away  from  its  previous  direction 
until  appendectomy  in  many  clinics  was  in  much 
disfavor.  The  names  of  many  men  have  been  asso- 
ciated with  the  subject  of  appendicitis  in  the  two 
decades  from  1910  to  1930.  Among  them  are 
McCarty,  Paterson,  Andre,  Moynihan,  Roux,  W.  J. 


Mayo,  C.  H.  Mayo,  Adami,  Rosenow,  Balfour, 
Horsley,  Deaver,  Codman,  Coffey  and  Moschowitz. 
To  these  men  we  owe  a debt  of  gratitude  for  carry- 
ing the  subject  of  appendicitis  through  that  period 
of  indiscriminate  operation,  with  its  resulting  an- 
tagonistic reaction,  to  the  present  time  when  ap- 
parently the  subject  has  been  placed  on  a level 
headed  and  common  sense  plane  between  the  above 
two  extremes.  Among  the  names  read  in  any  history 
of  appendicitis,  one  seems  to  stand  out.  To  quote 
Collins:  “The  name  of  one  man,  during  the  last 
forty  years,  stands  preeminently  above  all  others  in 
the  field  of  appendicitis.  The  medical  world  owes  a 
debt  to  Deaver  who  has  placed  the  treatment  of 
appendicitis  on  such  a firm  foundation  that  it  is  now 
common  knowledge,  even  to  students  who  are  begin- 
ning their  medical  careers.” 

The  statistics  on  appendicitis  in  recent  literature 
are  too  numerous  to  even  attempt  to  cover  as  is 
shown  by  the  fact  that  nine  hundred  or  more  articles 
have  been  published  on  that  one  subject  in  the  past 
five  years.  However,  by  summarizing  several  of  the 
most  typical  articles  and  comparing  their  contained 
statistics,  a fairly  comprehensive  picture  of  appendi- 
citis, its  progress,  and  its  back  sets  during  the  past 
few  decades  may  be  obtained. 

There  is  a definite  increase  in  the  death  rate  from 
appendicitis  in  the  United  States  from  year  to  year, 
and,  though  there  is  also  an  increased  mortality  in 
the  other  countries  where  appendicitis  is  common, 
the  United  States,  as  in  maternal  and  fetal  mortal- 
ities, leads  the  field.  In  recent  years  the  number  of 
deaths  in  this  country  has  been  around  25,000  an- 
nually, the  death  rate  from  this  condition  increasing 
from  11.4  per  100,000  in  1910  to  18.1  in  1930. 

In  an  attempt  to  get  a general  mortality  picture, 
the  statistics  in  several  articles  are  herein  averaged, 
the  statistics  being  gathered  from  records  of  varying 
years  during  the  past  three  decades.  Three  articles 
on  general  appendicitis  include  6,673  cases  with  an 
average  mortality  of  2.54  per  cent.  Eleven  articles  on 
acute  appendicitis  include  21,981  cases  with  an 
average  mortality  of  5.17  per  cent.  Five  articles 
including  16,850  cases  show  an  average  operative 
mortality  of  2.33  per  cent. 

Table  No.  1 

Accumulated  Statistics  from  Articles 

25.000  deaths  from  appendicitis  in  the  U.  S.  annually. 
11.4  deaths  per  100,000  in  1910. 

18.1  deaths  per  100,000  in  1930. 


1937] 


Virginia  Medical  Monthly 


211 


Mortality  in  general  appendicitis: 

3 articles — 6,673  cases — 2.54%  mortality 
Mortality  in  acute  appendicitis: 

11  articles — 21,918  cases — 5.17%  mortality 
Operative  mortality  in  appendicitis: 

5 articles — 16,850  cases — 2.33%  mortality 

As  to  sex,  the  average  picture  reveals  little  dif- 
ference as  to  frequency  in  the  male  and  in  the  female, 
being  possibly  a little  more  frequent  in  the  male. 
However,  the  mortality  is  in  almost  every  instance 
at  least  one-third  higher  in  the  male.  One  view  as 
to  the  cause  for  this  is  that  the  peritoneum  of  the 
female  is  more  resistant  to  infection  because  it  is 
more  inured  to  the  absorption  of  bloody  fluids  in- 
cident to  the  menstrual  cycle.  Another  theory  is  that 
the  feminine  sex  seeks  medical  advice  much  earlier 
than  the  masculine  as  proved  by  the  fact  that,  though 
the  incidence  is  about  the  same  in  both  sexes,  only 
about  30  per  cent  of  the  cases  requiring  drainage  are 
of  the  female  sex. 

The  average  age  in  which  appendicitis  occurs  is 
twenty-five  years.  Two-thirds  of  the  cases  occur  in 
the  second,  third,  and  fourth  decades,  while  two- 
thirds  of  the  deaths  occur  in  the  first  decade  and 
after  the  fourth.  The  mortality  of  acute  appendicitis 
runs  around  12  per  cent  in  the  first  decade;  1 per 
cent  in  the  third  decade;  and  42  per  cent  in  the 
seventh  decade,  showing  an  unusually  high  mortality 
in  the  two  extremes  of  life,  the  mortality  in  the  ex- 
treme ages  being  in  direct  proportion  to  the  incidence 
of  complications.  Eliason  finds  in  his  series  that 
94.1  per  cent  of  the  cases  under  five  years  require 
drainage  and  100  per  cent  of  the  cases  over  fifty- five 
years.  Maes  finds  73  per  cent  of  the  cases  below 
twelve  years  complicated  at  operation  and  77  per 
cent  of  the  cases  over  forty  years. 

Table  No.  2 

Statistics  from  Articles  on  Appendicitis  as  to  Age 
% cases  of  appendicitis  in  2nd,  3rd,  and  4th  decades. 

% deaths  in  appendicitis  in  1st  decade  and  after  4th  decade. 
Acute  Appendicitis: 

First  decade 12%  mortality 

Third  decade 1%  mortality 

Seventh  decade 42%  mortality 

As  to  race,  the  mortality  rate  is  twice  as  high 

among  the  negroes  as  among  the  whites,  but  ap- 
pendicitis is  six  times  more  common  among  the 
white  patients  than  among  the  colored.  Appendi- 
citis in  negroes  seems  to  be  increasing  as  the  negro 
takes  on  the  fashions  and  customs  of  civilization; 


however  it  remains  much  more  grave  in  the  negro. 
Boland,  of  Atlanta,  finds  a mortality  of  3.6  per  cent 
in  cases  of  acute  appendicitis  among  the  whites  and 
14.0  per  cent  among  the  colored.  He  accounts  for 
the  higher  mortality  partly  by  the  fact  that  negroes 
delay  more  in  going  to  the  hospital  and  also  that  the 
history  of  huge  and  repeated  doses  of  laxatives  is  so 
prevalent  among  the  cases  in  negroes.  Another  cause 
for  the  high  mortality  is  the  negro’s  apparent  low 
resistance  to  the  acute  infections  after  he  once  con- 
tracts them. 

Time  is  an  extremely  important  factor  in  the  high 
mortality  from  appendicitis.  In  fact,  the  time  be- 
tween the  onset  of  symptoms  and  the  operation  is 
proportionate  with  the  mortality  in  the  acute  cases. 
The  average  mortality  in  the  acute  unruptured  cases 
is  around  1 per  cent,  while  the  cases  that  have  reached 
the  stage  of  peritonitis  have  a mortality  of  from  15 
per  cent  to  68  per  cent  in  the  various  clinics.  The 
percentage  of  perforation  increases  proportionately 
with  the  increase  in  time  between  the  onset  of  symp- 
toms and  admission.  An  average  of  20  per  cent  of 
the  acute  cases  are  found  perforated  at  operation. 
A perforated  appendix,  of  course,  means  peritonitis 
either  local  or  general.  Keyes,  of  St.  Louis,  finds 
that  thirty-seven  out  of  sixty-two  deaths  are  due  to 
peritonitis.  Boland  finds  peritonitis  the  cause  of  60 
per  cent  of  the  deaths;  Bower,  76.48  per  cent.  Reed, 
Poer,  and  Merrell  find  that  98  per  cent  of  the  deaths 
in  their  series  are  due  to  complications  of  perfora- 
tion such  as  peritonitis,  abscess,  ileus,  and  intestinal 
obstruction,  whereas,  Bower  finds  that  conditions 
arising  in  organs  not  caused  by  a pathological  process 
in  the  appendix  are  responsible  for  only  about  0.45 
per  cent  of  the  deaths.  Reporting  5,121  cases  of 
acute  appendicitis,  he  shows  in  that  series  that  the 
time  elapsed  from  the  onset  of  symptoms  to  opera- 
tion in  all  the  cases  averaged  from  61  to  81  hours 
while  the  time  elapsed  in  those  who  died  averaged 
from  95.6  hours  to  153  hours.  He  shows  that  one  in 
thirty-nine  cases  dies  if  operated  on  in  the  first 
twenty-four  hours;  one  in  seventeen  within  forty- 
eight  hours;  one  in  thirteen  within  seventy-two 
hours;  one  in  nine  over  seventy-two  hours.  These 
statistics  show  only  too  plainly  the  relation  time  has 
on  the  increase  in  mortality  in  appendicitis. 

The  part  played  by  laxatives  in  the  mortality  rate 
is  quite  a large  one,  and  the  statistics  in  literature 
profuse.  Bower  finds  that  without  an  exception,  the 
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patients  developing  a perforation  with  fulminating 
peritonitis  before  twelve  hours  have  had  laxatives. 
98.4  per  cent  of  the  deaths  in  his  series  from  general 
peritonitis,  in  which  a definite  history  of  laxatives 
has  been  obtained,  have  had  them.  Boland  finds  that 
15  per  cent  of  those  who  receive  laxatives  die.  Fin- 
ney finds  that  in  the  cases  where  a definite  statement 
has  been  obtained,  61.54  per  cent  of  the  cases  of 
ruptured  appendicitis  with  peritonitis  have  had 
them.  Maes,  Boyce,  and  McFettridge  in  their  series 
of  children  find  that  40  per  cent  of  their  total  mor- 
tality group  have  had  them.  Eliason  and  Ferguson 
seem  to  have  the  only  series  in  which  figures  show 
little  difference  with  laxatives.  Reed,  Poer,  and  Mer- 
rell  find  that  36  per  cent  of  the  cases  had  taken  lax- 
atives and  that  34.3  per  cent  of  the  acute  cases  that 
had  taken  them  had  perforated. 

Our  series  consists  of  those  cases  operated  on  for 
appendicitis  in  the  James  Walker  Memorial  Hospital 
of  Wilmington,  N.  C.  in  the  seven  years  from  1929 
through  1935.  In  the  2,219  cases,  those  of  incidental 
appendectomy  have  not  been  included.  However,  in 
some  instances  plastic  work  or  some  pelvic  procedure 
has  been  done;  but,  from  the  records,  this  has  been 
considered  by  the  operator  to  be  incidental  to  the 
appendectomy  so  we  feel  that  these  cases  should  be 
included.  Several  cases  in  the  series,  one  of  which 
died,  show  an  undetermined  postoperative  diag- 
nosis, but  the  operation  was  appendectomy  so  these 
cases  have  been  included  also.  None  of  the  cases  of 
appendicitis  which  were  not  operated  on  have  been 
listed. 

Out  of  the  2,219  cases  there  were  twenty  deaths 
or  a total  mortality  of  0.9  per  cent.  The  mortality 
in  the  acute  group  of  1,192  cases  was  1.51  per  cent, 
and  in  the  chronic  group  of  1,027  cases,  including 
the  subacute  group,  a mortality  of  0.29  per  cent. 
The  mortality  in  the  121  ruptured  cases  was  7.4  per 
cent.  Of  the  twenty  deaths,  sixteen  occurred  in  the 
acute  group;  two  in  the  subacute  group;  one  in  the 
chronic  group;  and  one  undetermined  case.  Of  the 
sixteen  deaths  in  the  acute  group  nine  had  ruptured. 
In  all  of  those  nine  cases  the  duration  was  over 
twenty-four  hours,  running  from  thirty  hours  to  ten 
days.  Of  the  secondary  causes  of  death  peritonitis, 
paralytic  ileus,  and  cardiac  complications  each 
caused  five;  pneumonia  three;  intestinal  obstruction 
one;  and  the  cause  of  death  in  One  case  undeter- 
mined. Both  of  the  deaths  in  the  subacute  group 
were  caused  by  cardiac  complications  and  the  one 


in  the  chronic  group  by  paralytic  ileus.  The  ages  of 
the  cases  dying  ranged  from  four  years  to  seventy- 
five  years  of  age,  with  only  five  cases  occurring  in 
the  two  decades  from  twenty  to  forty  years.  Nine 
different  surgeons  operated  on  the  twenty  fatal  cases, 
three  of  the  surgeons  being  residents. 

Table  No.  3 

Cases  of  Appendicitis  in  the  James  Walker  Memorial 


Hospital, 

1929-1936 

Group 

Cases 

Deaths 

| acute 

926 

3 

Acute 

gangrenous 

145 

5 

Group 

ruptured 

103 

5 

abscess 

18 

3 

Subacute 

660 

2 

Chronic 

367 

1 

Total 

2,219 

19 

One  death  in  the  undetermined  group. 


These  statistics  pretty  wTell  agree  with  those  com- 
piled from  various  articles  from  clinics  throughout 
the  country,  the  mortality  rate  in  our  series,  however, 
being  somewhat  lower  than  most  of  the  others.  The 
reason  for  this  low  mortality  rate  wo  do  not  profess 
to  know. 

Table  No.  4 

Deaths  from  Appendicitis  in  the  James  Walker 
Memorial  Hospital,  1929-1936 


Acute  cases 16  deaths 

Subacute  cases 2 “ 

Chronic  cases 1 “ 

Undetermined  case  1 “ 

Total 20  “ 

Total  Mortality  0.905% 

Acute  Mortality 1.51% 

Chronic  Mortality 0.29% 


In  reviewing  the  present-day  statistics  of  appendi- 
citis the  most  outstanding  fact  is  that  though  ap- 
pendicitis has  been  an  acknowledged  surgical  con- 
dition for  fifty  years  and  that  the  treatment  has  been 
on  a sound  basis  for  thirty  years,  the  mortality  rate 
is  greater  than  it  was  twenty-five  years  ago.  It  is 
true  that  the  percentage  death  rate  in  operated  cases 
has  decreased  and  that  the  number  of  cases  diag- 
nosed and  operated  early  has  increased  remarkably. 
However,  the  total  mortality  of  approximately  25,000 
deaths  in  this  country  annually  remains.  It  is  rather 
obvious  from  the  preceding  statistics  that  at  least 
four-fifths  of  these  deaths  are  unnecessary.  Our 
personal  opinion  is  that  these  20,000  or  more  deaths 
are  due  entirely  to  neglect,  though  not  intentional. 
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The  other  5,000  cases  are  justified  in  that  they  are 
due  to  operative  accidents,  unavoidable  postoperative 
complications,  and  emergency  operations  in  very 
poor  risks.  The  negligence  in  these  cases  of  unjusti- 
fiable deaths  from  appendicitis  should  be  attributed 
to  the  patient  or  the  patient’s  parent  in  the  case  of  a 
child,  the  family  doctor,  or  the  surgeon.  The  drug- 
gist should  be  included  in  this  accused  list  of  neg- 
lectful parties  in  many  cases,  because  he  so  often 
prescribes  laxatives  for  abdominal  upsets  when  he 
should  advise  the  patient  to  consult  a physician. 
John  B.  Murphy  made  the  statement  that  “In  every 
death  from  appendicitis  somebody  is  to  blame.” 

The  main  fault  in  the  present  control  of  this  con- 
dition seems  to  be  in  the  lack  of  the  education  of  the 
patients.  Several  attempts  have  been  made  towards 
this  education  with  only  slight  results  because  the 
attempts  have  not  been  widespread  enough  nor 
enough  publicized.  As  Bower  states,  the  surgeon 
cannot  be  blamed  too  much  when  80  per  cent  of  the 
deaths  are  due  to  complications  as  a result  of  delay 
and  laxatives.  Bailey  finds  that  99  per  cent  of  the 
fatal  cases  have  been  home  treated,  not  with  inten- 
tional neglect  but  because  of  ignorance,  fear  of 
hospitals  and  operations,  and  economic  conditions. 
If  the  mortality  rates  from  appendicitis  are  to  be 
decreased,  the  public  must  be  thoroughly  educated 
as  to  the  importance  of  early  operation  and  the 
danger  of  the  use  of  laxatives. 

While  it  is  true  that  the  greater  part  of  the  mor- 
tality is  due  to  factors  originating  outside  of  the 
hospital,  the  present-day  surgeons,  as  a group,  are 
not  entirely  without  blame.  During  the  past  two 
decades  in  which  there  have  been  so  many  advances 
in  surgery,  there  have  been  very  few  lasting  advances 
in  appendiceal  diagnosis  and  treatment,  particular- 
ly in  the  treatment  of  appendiceal  complications, 
Bower’s  statement  that  the  mortality  from  appendi- 
citis decreases  with  the  experience  of  the  surgeon, 
especially  in  the  case  of  general  peritonitis,  has  been 
upheld  by  statistics,  but  the  mortality  even  in  the 
most  experienced  hands  seems  still  too  high.  In  re- 
cent years  there  have  been  many  innovations  in  the 
treatment  and  diagnosis  of  appendicitis,  but  there 
has  been  very  little  accepted  change  in  the  routine 
treatment  since  the  introduction  of  the  Oschner 
treatment  for  peritonitis  and  the  proven  advantages 
of  the  small  incisions.  The  most  important  argument 
at  the  present  time  is  the  one  concerning  drainage 
and  nondrainage  in  the  ruptured  cases.  Many 


worth  while  points  have  been  advanced  by  quite 
capable  men  in  favor  of  nondrainage,  but  the  gen- 
eral trend  of  opinion  remains  in  favor  of  the  old 
dictum  “when  in  doubt  drain.”  Bevan’s  feeling  that 
most  of  the  literature  written  in  favor  of  nondrainage 
has  been  written  by  men  with  limited  clinical  ex- 
perience or  on  a basis  of  experimental  work  on  ani- 
mals cannot  be  agreed  with  when  we  see  such  names 
as  Shipley,  Torek,  Roth,  Muller,  and  many  others 
in  articles  in  favor  of  nondrainage.  Appendicostomy, 
retro-peritoneal  drainage,  rectal  drainage,  and  other 
procedures  have  had  their  advocates  but  have  not 
yet  been  proven  to  the  satisfaction  of  most  surgeons. 

In  conclusion,  may  we  say  that  in  this  condition, 
which  causes  the  most  frequent  surgical  procedure, 
there  is  a desperate  need  for  control.  It  is  an 
acknowledged  fact  that  appendicitis  is  increasing  in 
frequency  with  a proportionate  increase  in  mortality. 
The  need  is  imperative  for  an  extensive  education  of 
the  public  as  to  the  dangers  present,  for  the  educa- 
tion of  the  future  surgeons  as  to  the  importance  of 
immediate  surgical  intervention,  for  the  advance- 
ment and  improvement  in  the  present  treatment  of 
the  complications,  and  for  the  full  understanding  of 
all  concerned  of  the  opportunity  for  life  saving  in 
this  condition. 
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STERILITY  IN  THE  FEMALE.* 


William  Bickers,  M.D., 

Department  of  Gynecology,  Medical  College  of  Virginia, 
Richmond,  Va. 


In  a day  when  the  lay  and  medical  press  em- 
phasize the  virtue  and  evil  of  contraceptives,  it  might 
seem  somewhat  amiss  to  discuss  the  causes  and  treat- 
ment of  sterility.  Nevertheless,  sterile  matings  are 
the  source  of  many  heartaches.  And  to  my  office  there 
come  as  many  seeking  a baby  as  those  who  would 
forestall  the  blessed  event. 

*Read  before  the  Fourth  District  Medical  Society  at 
Hopewell,  Va.,  November  10,  1936 


Approximately  one  in  ten  marriages  is  sterile. 
What  may  we  promise  the  woman  who  comes  to  us 
seeking  cause  for  her  unhappy  state.  In  the  first 
place,  it  must  be  made  clear  to  the  woman  that  there 
is  a certain  definite  plan  to  be  executed  which  will 
require  five  to  seven  office  visits.  It  must  further  be 
emphasized  that  husband  and  wife  cooperate  and 
that  even  with  this  ideal  arrangement  their  effort 
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has  only  one  chance  in  three  of  being  rewarded.  For 
scientific  accuracy  and  to  secure  domestic  bliss,  it 
should  also  be  advised  that  sterile  matings  are  almost 
as  frequently  the  male’s  responsibility  as  that  of  his 
female  partner. 

A medical  history  is  now  in  order.  It  should 
simply  inquire  three  things : ( 1 ) Has  there  been 
any  venereal  disease  on  either  side?  (2)  Are  there 
any  genital  symptoms  at  present  in  either  party? 
(3)  Inquiry  as  to  whether  the  sex  act  is  being  com- 
pleted satisfactorily.  Any  leads  from  this  source 
must  be  followed  to  determine  genital  pathology  of 
either  party. 

In  the  male,  examination  of  the  seminal  fluid  and 
passage  of  the  urethral  sound  will  convict  or  ex- 
onerate him  in  most  cases.  The  woman  is  not  ex- 
amined on  the  first  visit,  but  instructed  to  return 
one  week  later  immediately  following  sexual  inter- 
course after  a week  of  abstinence.  Through  the 
vaginal  speculum,  seminal  fluid  is  pipetted  from  the 
vault  of  the  vagina  and  examined  immediately.  Two 
things  are  looked  for — motility  and  shape  of  the 
sperm  head,  the  second  after  staining  with  methy- 
lene blue.  If  one-quarter  of  the  sperm  are  immotile, 
or  show  abnormal  shape  of  the  head,  the  male  is 
definitely  under  suspicion.  If  the  fault  lies  in  motil- 
ity, thyroid  therapy  is  indicated.  If  it  lies  in  abnor- 
mal morphology,  the  gonad-stimulating  hormone 
from  pregnant  urine — commercially  antuitrin-S— -is 
indicated. 

Granted  the  husband  is  not  to  blame,  our  atten- 
tion returns  to  the  female.  The  most  common  cause 
of  sterility  here  is  the  result  of  chronic  endocervici- 
tis.  The  mucous  plug  which  always  accompanies 
this  condition  refuses  entrance  to  the  spermatozoa 
and  is  not  soluble  in  seminal  fluid  as  formerly  thought. 
The  treatment  is  linear  cauterization  of  the  cervix 
and  this  simple  procedure  alone  will  frequently  re- 
ward the  patient  with  subsequent  pregnancy.  If  the 
cervix  is  found  to  be  normal,  one  then  looks  to  the 
uterus.  Infantile  uterus  or  hypoplasia  of  the  organ 
accounts  for  some  female  sterility  and  is  usually  as- 
sociated with  scanty  menses.  Injection  of  theelin, 
1000  rat  units  biweekly,  acts  directly  on  uterine 
muscle  and  produces  a hyperplasia.  Perhaps  neither 
cervix  nor  uterus  are  abnormal.  Then  a study  of 
the  tubes  is  indicated.  If  palpation  reveals  nothing 
abnormal,  we  have  at  our  command  the  Rubin  test. 
The  principle  here  is  insufflation  of  air  into  the  tubes 
and  one  knows  by  experience  that  in  the  patent  tube 


air  pressure  will  go  to  about  150  mm.  mercury  and 
then  drop  as  the  air  escapes  into  the  peritoneal  cav- 
ity. In  the  occluded  tubes  pressure  goes  to  200  mm. 
and  does  not  drop.  To  facilitate  this,  I have  devised 
a canula  which  can  be  used  in  conjunction  with  an 
ordinary  blood  pressure  machine  which  makes  a 
very  satisfactory  Rubin  outfit.  This  apparatus  tan 
be  assembled  at  a cost  of  about  $5  as  contrasted  with 
the  cost  of  $150  for  the  commercial  machine. 
If  tubes  are  abnormal  lipiodol  with  X-ray  will 
reveal  point  of  obstruction.  If  obstruction  is  in  the 
fimbria,  operation  will  help.  If  the  test  shows  the 
tubes  to  be  normal,  the  fault  may  lie  in  the  ovaries. 
It  is  our  job  here  to  determine  whether  or  not  ovula- 
tion is  occurring.  Women  normally  ovulate  15  days 
before  the  next  menses.  However,  regular  monthly 
bleeding  does  occur  in  a certain  number  of  women 
who  are  not  ovulating.  How  does  one  determine  if 
the  woman  is  ovulating?  In  the  monkey,  Hartman 
determines  this  by  rectal  palpation  of  the  ovary.  In 
the  human  this  is  not  possible.  However,  we  do  have 
a very  satisfactory  means  of  determining  it.  Two 
days  before  the  menses  is  supposed  to  occur,  a very 
small  curette  is  passed  into  the  uterus  without  anes- 
thesia and  a small  amount  of  the  endometrium  is 
removed  and  stained  with  methylene  blue  and  ex- 
amined microscopically.  If  ovulation  has  occurred 
12  days  previously,  a corpus  luteum  will  have  been 
formed  and  the  effects  of  corpus  luteum  stimulation, 
the  so-called  secretory  changes,  wall  be  found  in  the 
endometrium.  If  these  changes  are  not  present,  no 
corpus  luteum  has  been  functional  and  therefore,  we 
assume  that  ovulation  has  not  occurred.  Failure  to 
ovulate  may  result  from  2 causes:  1.  Chronic 
oophoritis  with  a resulting  thick  capsule  of  the 
ovary  which  prevents  extrusion  of  the  ovum  from  the 
ripened  follicle.  2.  Deficient  hormone  stimulation 
with  either  the  thyroid  or  anterior  pituitary  as  the 
etiologic  background. 

I have  also  been  able  to  show  recently  in  a case  of 
Addison’s  disease  that  ovulation  does  not  occur.  The 
adrenal  cortex,  then,  would  also  seem  to  play  its 
part.  It  is  not  practical  at  the  present  time  to  deter- 
mine whether  ovulation  is  being  prevented  by  thick- 
ened capsule  or  deficient  hormone  stimulation.  Frank 
and  Goldberger  have  devised  a laboratory  means  of 
titrating  the  anterior  pituitary  hormone  in  the  circu- 
lating blood,  but  at  present  this  cannot  be  applied 
clinically.  In  the  absence,  then,  of  ovulation,  a 
B.  M.  R.  should  be  done  and  thyroid  and  antuitrin-S 
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administered.  X-ray  of  anterior  pituitary  furnishes 
helpful  information. 

When  all  of  these  studies  have  been  made  and  still 
no  cause  for  the  sterility  is  apparent,  I make  one 
final  effort.  On  a purely  hypothetical  hunch  I dilate 
the  uterine  cervix  on  the  fifteenth  day  before  the 
menses  and  artificially  inseminate  the  uterine  cavity 
from  the  husband's  semen  in  the  vaginal  vault. 

Now,  if  all  of  these  relatively  simple  studies  are 
made  and  the  proper  therapeutic  principles  applied, 
about  33  per  cent  of  your  patients  will  become  preg- 
nant. It  is  common  knowledge  that  these  pregnancies 
have  a tendency  to  abort.  The  reason  for  this  is 
probably  to  be  found  in  the  defective  germ  plasm 
so  frequently  emphasized  by  Moench  and  others. 
In  fact,  it  is  not  improbable  that  most  spontaneous 
abortions  are  really  potential  monsters.  And  we  are 
now  less  inclined  to  interfere  with  Nature  in  these 
spontaneous  cases. 

The  most  optimal  period  for  fertilization  prob- 
ably lasts  only  a few  hours  in  the  mid-cycle  and, 
when  fertilization  does  occur  outside  of  this  narrow 
limit,  the  germ  plasm,  either  male  or  female,  may 
have  undergone  some  degeneration  and  thereby  ac- 
count for  these  abnormal  embryonic  developments. 
It  has  been  shown  in  the  tadpole  that  monstrosities 
can  be  developed  at  will  by  delaying  the  fertiliza- 
tion time  a few  hours.  Human  spermatozoa  possesses 
the  power  of  fertilization  for  only  eight  hours  and 
the  human  ovum  probably  has  even  a shorter  period 
of  fertility.  The  fact  that  sperm  are  found  alive  in 
the  genital  tract  several  days  after  intercourse  is  no 
index  to  their  capacity  to  fertilize.  All  of  this  knowl- 
edge on  male  and  female  physiology  is  relatively 
recent  and  well  confirmed.  There  is  much  more  yet 
experimental. 


I have  made  no  attempt  to  cover  all  the  aspects 
of  this  great  subject.  I have  attempted  to  outline  a 
therapeutic  approach  to  the  problem  of  sterility 
which  will,  if  executed  properly,  bring  desirable 
results. 

W e may  conclude : 

1.  The  male  is  responsible  for  30  per  cent  of 
sterile  matings. 

2.  Motility  and  morphology  of  sperm  are  diagnos- 
tic criteria  and  may  lie  influenced  by  thyroid  and 
antuitrin-S  therapy. 

3.  In  the  female,  chronic  endocervicitis,  infantile 
uterus,  uterine  displacements,  occluded  tubes,  chronic 
oophoritis,  and  hormone  disturbances  are  the  most 
common  causes  of  sterility. 

4.  Ovulation  occurs  in  the  mid-cycle  and  fertili- 
zation is  possible  during  a very  short  period  of  time 
and  can  be  influenced  by  thyroid  and  antuitrin-S 
therapy. 

5.  The  theory  is  advanced  that  abnormal  embry- 
onic development  might  be  the  result  of  degenera- 
tive germ  plasm. 
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DYSMENORRHEA-TREATMENT  BY  ORAL  USE  OF  EPHEDRINE 

AND  AMYTAL.* 


J.  L.  Kinzie,  M.  D., 

Salem,  Va. 


There  is  probably  no  one  thing  which  brings  more 
women  to  the  physician  than  dysmenorrhea,  or  pain- 
ful menstruation.  Many  attempts  have  been  made 
to  classify  this  condition  according  to  its  etiology, 
and  most  authorities  contend  that  when  menstrual 

*Read  before  the  Roanoke  Academy  of  Medicine,  No- 
vember 2,  1936. 


pain  becomes  so  severe  as  to  disable  the  patient, 
pathology  is  present  and  should  lie  sought  for  until 
found.  However  true  this  may  be,  those  of  us  in 
general  practice  see  quite  a few  women  in  whom  no 
pathology  can  be  demonstrated,  yet  who  still  suffer, 
and  quite  a few  young  girls  in  whom  adequate  ex- 
amination is  impossible. 
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I wish  to  report  here  a treatment  which  in  my 
hands  has  proved  helpful  in  those  cases  of  func- 
tional dysmenorrhea.  Of  course  no  claim  is  made 
that  it  will  help  where  real  pathology,  such  as  cer- 
vical stenosis  or  glandular  dysfunction,  exists. 

Menstrual  pain  seems  to  be  caused  by  the  con- 
traction of  the  smooth  muscle  of  the  uterus.  This 
being  true  many  drugs  have  been  used  to  relax  the 
smooth  muscle  and  so  relieve  the  pain. 

The  objects  we  have  sought  to  attain  are:  (1)  To 
relieve  pain;  (2)  To  keep  the  patient  in  condition 
to  go  about  her  usual  duties;  (3)  To  get  entirely 
away  from  opiates  or  any  habit-forming  drugs. 

The  idea  for  this  work  was  not  original,  but  fol- 
lowed upon  the  suggestion  of  Dr.  James  Whitfield 
while  I was  an  interne  in  Richmond. 

It  has  been  known  for  a number  of  years  that 
adrenalin  would  relax  the  uterine  muscle,  and  in- 
jections have  been  used  to  relax  Bandl’s  ring  con- 
traction. Injections  of  adrenalin  chloride  1-1000 
(V2  c.c.)  were  tried  for  relief  of  menstrual  pain,  and 
seemed  to  relieve  the  pain,  but  left  the  patient  shaky 
and  nervous,  and  certainly  in  no  condition  to  go 
about  her  usual  duties. 

Since  physiological  action  of  adrenalin  and 
ephedrme  seems  to  be  the  same  upon  the  smooth 
muscle  of  the  uterus,  ampules  of  ephedrine  sulphate 
gr.  J4  were  tried  and  a sedative  given  by  mouth, 
such  as  phenobarbital  gr.  114.  In  our  hands,  we 
have  not  found  a case  of  menstrual  cramps  which 
this  will  not  relieve.  Relief  comes  usually  within 
ten  minutes  and  is  usually  permanent.  Relief  is 
more  complete  than  when  hypodermics  of  morphine 
are  used,  and  we  have  not  yet  had  to  repeat  the 
injection  during  the  same  menstrual  period. 


However,  it  occurred  to  us  that  it  might  be  possi- 
ble to  attain  the  same  end  by  oral  medication,  since 
ephedrine  is  effective  when  given  orally,  differing  in 
that  respect  from  adrenalin.  Accordingly,  several 
cases  in  which  we  had  been  given  injections  of 
ephedrine  sulphate  at  each  period  were  given  cap- 
sules of  ephedrine  sulphate  gr.  and  amvtal  gr. 
They  were  instructed  to  start  taking  the  capsules  as 
soon  as  there  was  the  least  indication  of  menstrual 
pain,  and  to  continue  at  three-hour  intervals  until 
all  pain  had  ceased.  Since  then,  we  have  found  it 
better  to  start  with  two  capsules  and  repeat  at  three- 
hour  intervals  as  necessary.  Our  results  were  sur- 
prisingly good. 

An  analysis  of  fourteen  cases  shows: 

(1)  Ages  range  from  eighteen  to  thirty. 

(2)  All  cases  were  improved  by  oral  medication. 

(3)  Eleven  cases  had  complete  relief  of  pain. 

(4)  In  three  cases  relief  was  not  complete  due 
to  cervical  stenosis. 

(5)  Cases  treated:  six  unmarried;  five  married 
but  no  children ; and  three  had  one  or  more  children. 

Conclusions 

Oral  use  of  ephedrine  and  amvtal  seems  to  be  a 
simple  and  effective  method  of  treating  functional 
dysmenorrhea,  since  it: 

(1)  Is  effective  to  relieve  pain. 

(2)  Allows  patient  to  go  about  her  usual  duties. 

(3)  Does  away  with  use  of  opiates. 
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THE  IMPOSSIBLE  HAPPENS. 


E.  Pendleton  Tompkins,  M.D., 

Coroner  of  Rockbridge  County,  Va. 
Lexington,  Va. 


A.  B.  was  76  years  old.  He  stood  beside  a railroad 
track  and  attempted  to  “flag”  a train,  in  order  to 
board  it  as  a passenger.  Whether  he  became  bewil- 
dered by  the  roar  of  the  approaching  train,  or 
whether  he  decided  he  was  on  the  wrong  side  of 
the  track  and  attempted  to  cross  over,  will  never  be 
known,  but  in  some  way  he  was  struck  by  the  engine, 
and  his  body  hurled  a distance  of  some  twenty-five 


yards,  alighting  upon  the  cinder  surface  alongside 
the  track. 

He  was  instantly  killed,  his  back  broken,  one  leg 
and  one  arm  broken,  and  his  skull  crushed.  The 
brain  was  ejected  from  the  skull,  a large  portion  of 
it  propelled  some  distance  beyond  where  the  body 
came  to  rest,  and,  strange  to  say,  the  spinal  cord, 
almost  in  its  entirety,  was  drawn  out  of  the  verte- 
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brae  by  what  might  be  almost  likened  to  a centrif- 
ugal force;  it  was  severed  from  any  and  all  attach- 
ments, and  lay  on  the  ground  some  ten  yards  from 
the  body.  And  what  makes  it  even  more  difficult 
to  understand,  it  was  lying  on  the  proximal  side  of 
the  body — that  is,  between  the  spot  where  the  man 
was  struck  by  the  locomotive  and  where  the  body 
came  to  rest. 


That  a spinal  cord  could  be  evulsed  from  its  situ- 
ation in  the  vertebral  canal  by  any  sort  of  propul- 
sive force,  severing  the  attachments  of  the  various 
spinal  nerves,  and  emerge  through  the  foramen  in 
the  skull  intact,  this  seems  to  border  upon  the  im- 
possible, and  yet  this  is  exactly  what  happened.  The 
identity  of  the  structure — that  is,  the  fact  of  its 
being  the  spinal  cord — was  verified  by  laboratory 
examination. 


SPECIALIZATION— AS  DISCUSSED  IN  “AMERICAN  MEDICINE”.* 


William  B.  Porter,  M.  D., 
Richmond,  Va. 


The  moot  question,  “Is  there  over-specializa- 
tion?”, receives  a due  amount  of  attention  in  the 
correspondence  resulting  from  The  American  Foun- 
dation’s inquiry.  The  answer  to  the  question,  rough- 
ly stated,  is  perhaps,  “There  are  too  many  poor  spe- 
cialists and  not  enough  good  ones.”  Control  of  the 
situation,  in  the  majority  view,  inheres  less  in  “con- 
trol of  production”  methods  than  in  a general,  con- 
tinuous and  progressive  elevation  of  the  standards  of 
special  practice. 

One  contributor,  for  instance,  points  out  that  cut- 
ting down  the  number  of  obstetrical  specialists,  as  a 
method  of  control,  could  be  regarded  only  with  humor 
by  medical  men  of  broad  experience,  since  in  their 
view  the  number  of  qualified  obstetricians  in  the 
country  as  a whole  is  pitifully  inadequate.  A New 
England  obstetrician,  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology,  FACS,  is 
quoted  thus: 

“At  the  present  time  there  are  not  more  than  three 
really  qualified  obstetricians  in  the  State  of  Maine, 
none  in  New  Hampshire,  not  more  than  two  at  the 
most  in  Vermont,  and  so  it  goes.  I doubt  if  there 
are  thirty-five  trained  obstetricians  south  of  the 
Mason-Dixon  line  east  of  the  Mississippi  River.” 

In  this  field  certainly  the  situation  calls  for  em- 
phasis rather  on  the  development  of  more,  and  more 
competent,  obstetrical  specialists  than  on  the  re- 
striction of  those  now  operating.  Yet  it  remains  true 
that  raising  the  standards  of  obstetrical  practice  is 
regarded  as  one  of  the  sharpest  present  challenges  to 

*Second  of  six  articles  reviewing  sections  of  “American 
Medicine:  Expert  Testimony  out  of  Court”;  published  by 
The  American  Foundation,  565  Fifth  Avenue,  New  York 
City;  1,500  pages,  two  volumes  ($3.50  for  the  two  volumes). 


American  medicine.  One  of  the  contributors,  an  out- 
standing leader  in  American  surgery,  a member  of 
the  American  Surgical  Association,  states  his  belief 
that  the  higher  maternity  death  rate  in  this  country — 
as  compared  with  that  of  Europe — is  attributable  to 
our  greater  tendency  toward  surgical  interference  in 
childbirth;  in  other  words,  it  is  attributable  to  the  too 
limited  training  of  obstetrical  specialists,  with  re- 
sulting over-emphasis  upon  one  conception  and  one 
technique. 

What  Is  a Specialist? 

In  answering  this  question  more,  than  a few  of 
the  correspondents  adopt  a cynical  tone  which  seems 
to  derive  reminiscently  from  a particular  experi- 
ence with  specialists’  practice,  perhaps  in  the  home 
town.  “Originally,”  says  an  ophthalmologist  cer- 
tified by  the  American  Board  of  Ophthalmology, 
“the  specialist  was  a practitioner  of  wide  experi- 
ence. . . . The  practice  of  a specialty  was  rather  a 
recognition  of  personal  experience  than  a formal 
system.  Today  specialization  is  a more  certain  guar- 
antee that  one  knows  little  outside  his  own  field  than 
that  he  is  really  expert  within  it.” 

In  similarly  cynical  fashion  the  chief  physician 
of  a New  England  hospital,  a member  of  the  Asso- 
ciation of  American  Physicians,  describes  specialists 
who  “are  so  only  in  regard  to  seeing  patients  in 
their  homes  or  at  inconvenient  hours.” 

Another  contributor,  a member  of  the  American 
Psychiatric  Association,  is  inclined  to  think  that 
“limited  practitioner”  would  be  a better  name  for 
specialists  of  a certain  ilk:  “A  lot  of  men,  usually 
those  who  have  gotten  tired  of  the  real  practice  of 
medicine,  and  want  to  limit  themselves  to  one  section 
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of  it,  or  people  who  have  never  had  the  ability  to 
encompass  the  whole  subject  and  are  looking  for  an 
easy  way  out,  or  the  fellow  who  knows  everything 
except  the  fact  that  he  knows  very  little,  have  de- 
cided to  call  themselves  specialists  in  certain  lines, 
or  have  permitted  the  neighborhood  and  others  so  to 
name  them.  Really  they  are  only  ‘anatomical  region’ 
specialists.  Physiologically  and  pathologically  they 
are  limited  practitioners.” 

The  present  willingness  of  both  the  medical  pro- 
fession and  the  public  to  call  these  limited  practi- 
tioners specialists  “makes  for  a new  definition  of  the 
specialist — the  man  in  medicine  afraid  to  be  a com- 
plete doctor  and  to  attack  a total  job.” 

Other  contributors,  approaching  the  situation  more 
philosophically,  believe  at  least  as  firmly  as  do  the 
cynics  that  revision  of  the  situation  is  in  order,  but 
they  more  understandingly  take  into  account  the 
historical  background  of  the  present  situation,  the 
reasons  for  the  kind  of  over-specialization  we  have 
at  the  present  time  and  the  chaos  caused  by  lack 
of  definition  of  the  field  and  lack  of  definition  of 
standards  for  special  practice.  These  historians 
dwell  at  some  length  on  the  causes  of  the  drift  to 
specialization:  first  and  notably,  the  rapid  advance 
of  scientific  medicine,  naturally  breaking  up  the  field 
into  manageable  areas;  secondly,  recognition  by 
practitioners  of  commercial  advantages  in  special 
practice — the  public  being  willing  to  pay  the  spe- 
cialist more  than  it  is  willing  to  pay  the  general 
practitioner;  thirdly,  allied  with  the  point  just  made, 
the  public  preference  for  specialists — and  the  conse- 
quent natural  tendency  of  the  practitioner  to  “give 
the  public  what  it  wants.” 

One  more  factor  included  in  some  enumerations 
of  the  causes  of  the  drift  to  specialization  is  the  in- 
fluence of  the  medical  schools.  As  one  dean  points 
out,  most  of  the  things  that  are  wrong  with  Amer- 
ican medicine  are  at  some  point  or  other,  by  some 
group  or  other,  sure  to  be  laid  at  the  door  of  the 
medical  schools.  Replying  to  the  charge  that  the 
medical  schools  induces  over-specialization,  several 
writers  aver  that  the  schools  are  perhaps  rather  the 
victims  of  over-emphasis  on  the  specialties  than  the 
cause  of  it.  The  competition  for  space  and  status 
by  pressure  groups  of  specialists  creates  in  the  med- 
ical school  a situation  that  comes  from  without 
rather  than  from  within.  In  general,  however,  a 
number  of  contributors  admit  that  the  medical 
schools,  while  certainly  not  the  only  and  not  the 


major  cause  of  the  drift  to  specialization,  do  con- 
tribute influence  in  that  direction  through  their  ten- 
dency to  “departmentalize”  medical  training  and 
thus  lead  students  to  conceive  the  field  of  medicine 
rather  as  a collection  of  specialties  than  as  an  in- 
tegrated practice. 

Clearly,  the  contributors  to  “American  Medicine” 
fear  any  form  of  restriction  or  of  standardization 
that  would  constitute  a fundamental  attack  on  the 
principle  of  specialization.  In  vigorous  terms  com- 
petent writers  of  wide  experience — not  all  of  them 
specialists! — point  out  that  specialization  is  respon- 
sible for  most  of  the  outstanding  progress  in  med- 
ical science.  A few  writers,  with  moving  sincerity, 
illustrate,  from  their  own  experience,  how  some  of 
their  cases  have  been  happily  and  effectively  handled 
by  specialists  when  their  own  efforts  had  been  en- 
tirely unproductive.  The  interesting  thing  in  this 
record  is  that  the  cases  cited  were  not  unusual  dis- 
eases of  profound  origin  but  comparatively  “simple” 
situations  which  nevertheless  did  not  respond  to  the 
treatment  offered  from  the  resources  of  supposedly 
competent  general  practice.  A number  of  writers 
clearly  feel  that  if  the  problem  of  how  to  produce 
better  specialists  is  adequately  answered  the  other 
question— as  to  whether  there  are  at  present  too 
many  or  too  few — will  become  highly  academic. 
The  ruling  out  of  the  unqualified  and  incompetent 
will  follow,  it  is  suggested,  a comprehensive  defini- 
tion of  the  fields  of  special  practice  and  a compre- 
hensive effort  to  define  standards. 

Primary  Need  or  Defining  the  Fields  of  the 
Various  Specialties 

Until  this  is  done,  it  is  impossible  to  discuss  the 
drift  to  specialization  intelligently,  since  without 
agreed  upon  definition  of  the  field  there  can  be  no 
definition  of  the  specialist.  With  the  present  condi- 
tions of  classification  it  would  be  impossible  to  say 
how  many  specialists  there  are;  it  is  possible  only 
to  say  how  many  call  themselves  specialists.  A 
member  of  the  American  Board  of  Obstetrics  and 
Gynecology  observes : “Recent  statistics  indicate  that 
56  per  cent  of  physicians  acknowledge  that  they 
are  doing  general  practice,  23  per  cent  claim  to  be 
specialists,  and  the  remaining  21  per  cent  classify 
themselves  as  partial  specialists.” 

A fellow  of  the  American  College  of  Physicians 
submits  the  following: 

“From  40  to  80  per  cent  of  recent  graduates  are 
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entering  upon  specialties,  many  without  sufficient 
training  and  without  the  valuable  clinical  experience 
derived  from  general  practice.” 

Other  figures  and  percentages  are  used  by  other 
writers.  Under  present  conditions,  obviously,  it 
would  be  hard  to  prove  that  anybody’s  guess  as  to 
the  number  of  specialists  was  either  right  or  wrong. 

However  contributors  vary  on  the  question  of  the 
number  of  specialists,  they  are  agreed  that  the  fields 
are  undefined,  and  that  a very  considerable  percent- 
age of  special  practitioners  are  unqualified.  A past 
president  of  the  Association  of  American  Medical 
Colleges  and  member  of  the  American  Surgical  As- 
sociation says: 

“There  is  at  the  present  time  in  the  United  States 
a very  large  number  of  physicians  who  are  listed 
in  the  directory  of  the  American  Medical  Association 
as  complete  or  partial  specialists.  This  runs  to 
something  in  the  neighborhood  of  40,000  of  the 
total  number.  Of  these  people  only  a modicum  have 
had  any  special  training  or  would  be  adjudged 
qualified  specialists  by  juries  of  their  peers.” 

Another  writer  observes:  “I  am  informed  that  20 
per  cent  of  the  new  college  graduates  nominate  them- 
selves specialists  after  no  more  polish  to  their  brains 
than  that  afforded  by  the  tiled  floors  of  an  intern- 
ship.” 

Defining  the  fields  of  the  various  forms  of  spe- 
cial practice  cannot,  it  is  recognized,  be  an  arbitrary 
process.  It  must  follow  rather  than  precede  the 
work  of  such  standardizing  agencies  as  the  certify- 
ing  boards.  The  definition  of  the  field  will  be  more 
or  less  achieved  by  establishing,  in  every  field,  the 
qualifications  for  special  practice  and  the  forms  of 
training  required  to  produce  those  qualifications. 
The  present  chaotic  situation  whereby  pirates  in  spe- 
cial practice  add  to  their  own  field  as  they  see  fit 
is  due  to  receive  a check  as  the  standardizing  process 
and  the  prescription  of  special  training  proceed. 
The  complaint  of  a Florida  practitioner  that  under 
the  present  system  one  slice  after  another  is  being 
cut  away  from  general  practice  until  “there  is  noth- 
ing left  but  the  umbilicus  for  the  general  man”  will 
not  have  its  present  justification  when  the  stand- 
ardizing processes  have  been  more  consciously  at 
work  for  a longer  period. 

Attempts  to  Control  Standards  and  to  Define 
Qualification 

A number  of  methods  of  controlling  the  present 
situation  are  covered,  rather  intensively,  by  the  doc- 


tors contributing  to  “American  Medicine.”  While 
the  suggestions  have  reference  to  all  the  specialties 
it  is  natural  that  a good  deal  of  the  discussion  dwells 
especially  upon  surgery  (generally  treated  as  a spe- 
cialty) and  upon  the  importance  of  limiting  the  free 
functioning  of  the  unqualified  surgeon.  While,  as 
suggested  just  above,  a number  of  methods  for  in- 
suring qualifications  for  practice  and  minimum 
standards  of  special  practice  are  mentioned,  the 
methods  fall  roughly  into  two  major  groups — those 
that  depend  upon  legislation  and  those  aiming  at 
control  entirely  without  legislative  aid.  There  is, 
of  course,  considerable  discussion  of  the  familiar 
question  as  to  whether  the  time  has  come  when  it 
is  no  longer  in  order  for  the  licensing  laws  of  the 
states  to  permit  a medical  graduate  on  the  basis  of 
his  general  training  to  practice  “medicine  and  sur- 
gery.” The  pro  and  con  on  this  question  are  so 
well  known  that  it  seems  unnecessary  to  take  space 
to  review  them  here.  There  is  the  usual  insistence 
on  the  one  hand  that  license  to  practice  medicine 
and  surgery  on  the  basis  of  the  same  preliminary 
training  and  without  especial — and  tested — surgical 
qualification  is  the  remnant  of  a bygone  age,  that 
the  day  of  the  emergency  operation  on  the  kitchen 
table  is  past,  and  that  the  terms  of  licensure  should 
be  promptly  revised;  there  are,  on  the  other  hand,  the 
familiar  arguments  that  to  restrict  medical  grad- 
uates from  the  practice  of  surgery  would  handicap 
rural  practitioners  and  their  patients,  that  there  is 
no  way  of  permitting  a man  to  practice  minor  sur- 
gery and  restraining  him  from  any  practice  of  major 
surgery,  and  that  whatever  change  is  needed  in  the 
situation  must  come  about  through  the  medical 
schools,  through  the  professional  organizations, 
through  a better  educated  public  opinion.  Reading 
between  the  lines,  one  sees  that  objection  to  chang- 
ing the  license  laws  is  often  due  to  reluctance  to 
interfere  with  the  interests  of  a considerable  number 
of  ‘“general  surgeons”  or  general  practitioners  freely 
practicing  surgery,  who  have  had  little  or  no  surgical 
training  but  some  of  whom  have  developed  a meas- 
ure of  competence  through  “experience” — a some- 
what ominous  word  in  this  connection. 

Rather  frequently  the  view  is  expressed  that  the 
professional  organizations  have  not  as  yet  satisfac- 
torily controlled  the  standards  of  special,  and  par- 
ticularly of  surgical,  practice.  More  than  a few 
writers  who  are  fellows  of  the  American  College  of 
Surgeons  express  the  view’  that  the  American  College 
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of  Surgeons  by  setting  too  low  a standard,  for  mem- 
bership, has  failed  to  realize  that  control  of  the 
situation  which  it  might  potentially  have. 

Varying  opinions  are  expressed  on  the  certifying 
boards,  which  are  discussed  at  length.  An  appen- 
dix summarizes  the  requirements  for  special  training 
and  experience  in  each  of  the  twelve  fields:  internal 
medicine,  pediatrics,  ophthalmology,  otolaryngology, 
obstetrics  and  gynecology,  dermatology  and  syphil- 
ology,  orthopaedic  surgery,  radiology,  urology,  pathol- 
ogy, psychiatry  and  neurology,  surgery.  Admitting 
the  delicacy  and  complexity  of  the  problem,  many 
competent  writers  nevertheless  believe  that  the  boards 
must  devise  really  satisfactory  ways  of  testing  not 
only  a man’s  academic  training  but  also  the  actual 
use  he  has  made  of  his  experience  and  the  actual 
amount  of  competence  he  has  realized  through  it. 
To  say  that  a man  has  worked  in  a certain  place 
for  a given  number  of  years  may  sometimes  be  a suffi- 
cient indication  that  he  has  become  competent.  The 
boards  must  learn  really  to  evaluate  statements  of 
“experience”  and  estimate  what  degree  of  competence 
the  individual  has  actually  achieved  as  a result  of  it. 

Generally  speaking,  the  attitude  of  the  contribu- 
tors to  f‘ American  Medicine”  toward  the  work  of 
the  certifying  boards  is  sympathetic.  There  is  a 
general  feeling  that  they  are  “dealing  with  the  prob- 
lem as  rapidly  as  is  wise.”  Even  those  writers  who 
believe  that  in  the  long  run  some  form  of  legislation 
will  be  needed  feel  that  the  work  of  the  boards  will 
be  the  best  preparation  for  the  legislation  which, 
they  think,  must  ultimately  supplement  their  labors. 
A minority  regards  the  work  of  the  boards  with 
tempered  enthusiasm  and  points  out  that  some  of 
the  boards  that  have  been  longest  in  existence  have 
not,  in  their  judgment,  changed  the  situation  in  the 
given  field. 

A whole  chapter  might  be  written  on  the  hospital 
as  a source  of  standardization  and  control  of  special 
practice.  Various  contributors  to  “American  Medi- 
cine” discuss  concrete  requirements  for  consultation 
in  institutions  with  which  they  are  associated,  formal 
and  informal  methods  for  reviewing,  continuouslv 
or  throughout  a probationary  period,  the  work  of 
men  allowed  to  operate  or  undertake  any  form  of 
special  practice  in  the  hospital,  various  devices  for 
classifying  surgeons  as  minor,  junior-major  and 
major  and  thus  defining  the  conditions  under  which 
they  may  practice  in  the  given  institution.  A few 
believe  that  a requirement  that  the  hospital  control 


the  special  practice  and  the  surgery  within  it  might 
and  should  be  incorporated  as  a condition  of  ob- 
taining the  hospital’s  license. 

When  Should  a Man  Begin  to  Specialize? 

This  challenging  question  enters  at  various  points 
throughout  the  discussion  of  specialization.  There 
is  a sharp  alignment  between  those  that  believe,  for 
instance,  that  every  aspirant  to  special  practice 
should  have  ten  years  (or  other  stated  period)  of 
general  practice  first,  and  those  that  believe  that  a 
preliminary  period  of  general  practice  merely  di- 
verts a man  from  a concentrated  scientific  approach 
to  his  specialty  and  allows  a dissipation  of  his 
energies  and  powers.  The  latter  group  recommends 
specialization  immediately  after  graduation,  and  the 
continuous  co-development  of  special  practice  and 
further  study. 

Attitude  of  the  Public  as  a Factor  in 
Speclalization 

Two  points  are  stressed  here:  First,  the  need  to 
educate  the  public  out  of  its  present  tendency  to 
revere  the  specialist  and  by  the  same  token  disparage 
the  general  practitioner  (and  the  internist) ; and  sec- 
ondly, the  need  to  keep  the  public  progressively  in- 
formed as  the  work  of  standardization  through  the 
certifying  boards  and  other  methods  advances.  There 
is  little  public  interest  in  the  question,  it  is  pointed 
out,  and  the  task  of  getting  the  public  to  distinguish 
between  the  approved  and  certified  and  other  prac- 
titioners is,  therefore,  not  easy.  It  has  been  a good 
many  years  since,  for  instance,  the  College  of  Sur- 
geons’ attempt  to  set  up  a standard,  but  the  com- 
plaint is  made  that  the  public  has  never  demon- 
strated interest  in  whether  a man  is  or  is  not  a 
member  of  the  College  of  Surgeons.  The  establish- 
ment of  standards  predicates — if  the  standards  are 
to  be  effective — a considerable  degree  of  recognition 
of  what  the  standards  are  and  who  is  making  them, 
or  the  certifying  agencies,  the  qualifications  for  cer- 
tification and  the  list  of  certified. 

The  Inter-Relation  of  the  Specialist  and  the 
General  Practitioner 

Here  indeed  is  the  absorbing  question : If  the  field 
of  medicine  is  indeed  too  broad  for  the  individual 
practitioner,  what  is  the  answer?  Is  it  to  educate 
all  physicians  to  do  more  highly  specialized  work? 
Or  is  it  to  have  practically  nothing  but  specialists 
and  get  more  patients  into  their  hands?  A number 


222 


Virginia  Medical  Monthly 


of  writers  in  “American  Medicine”  feel  that  this  is 
a real  dilemma  and  that  it  should  be  squarely  faced. 

It  may  be  said  that  the  more  general  view  is  that 
it  is  necessary  at  once  to  produce  better  qualified 
specialists  and  more  of  them,  and  better  trained 
general  practitioners — and  more  of  them.  The  spe- 
cialists are  seen  not  as  displacing  the  general  prac- 
titioner but  as  changing  the  nature  of  his  service 
and  distinctly  changing  the  nature  of  his  training. 
As  many  of  these  men  see  it,  the  general  practitioner 
of  the  future  is  a new  emerging  figure,  who  will 
lead  the  specialists  in  the  intensive  and  extensive 
nature  of  his  training  and  in  the  requirement  for 
specific  competence.  The  problem  as  to  how  such  a 
broadly  competent  agent  is  to  be  developed  and 
trained  is  perhaps  a problem  that  the  medical 
schools  have  hot  yet  fully  defined  or  faced. 


Correspondence 

Ten  Golden  Rules  of  the  Cancer 

Examination. 

Petersburg,  Va. 

June  14,  1937. 

To  the  Editor: 

Enclosed  you  will  find  the  “Ten  Golden  Rules 
of  the  Cancer  Examination”  perpared  by  Dr.  Frank 
E.  Adair  through  the  cooperation  of  Dr.  James 
Ewing  and  Dr.  Burton  T.  Simpson  with  certain 
editorial  changes  by  the  Executive  Committee  of 
the  American  Society  for  the  Control  of  Cancer. 

These  rules  and  the  foregoing  explanation  have 
been  officially  adopted  by  the  Society  and  if  it 
meets  with  your  approval,  I will  appreciate  your 
publishing  them  in  the  Virginia  Medical  Month- 
ly. 

Wright  Clarkson. 

The  Ten  Golden  Rules  of  the  Cancer  Examination 

The  American  Society  for  the  Control  of  Cancer  has  a 
dual  duty  to  perform.  It  must  support  the  medical  pro- 
fession in  its  splendid  work  in  the  diagnosis  and  treatment 
of  cancer.  It  must  give  the  layman  the  facts  which  are 
needed  to  insure  his  intelligent  and  steady  cooperation. 
These  “rules”  for  the  cancer  examination  are  offered  as  a 
contribution  to  both  the  medical  and  lay  groups  to  make 
their  task  easier  and  to  show  them  both  their  common 
interest. 

These  are  the  steps  the  general  physician  will  follow  in 
a thorough  examination  for  symptoms  that  may  mean 
cancer.  While  this  examination  will  not  determine  posi- 
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tively  whether  or  not  cancer  exists,  it  will  uncover  many 
conditions  that  may  later  become  cancerous  and  will  in- 
dicate whether  the  patient  should  be  referred  to  a surgeon, 
a radiologist,  or  a specialist  for  definite  tests  and  for 
treatment  by  surgery,  X-ray,  or  radium.  The  Golden 
Rules  are  offered  as  a guide  and  aid,  not  as  a complete 
final  or  arbitrary  judgment  of  what  an  examination  should 
include : 

1.  Examine  the  lips,  tongue,  cheek,  tonsils  and  pharynx 
for  persistent  ulcerations;  the  larynx  for  hoarseness, 
and  the  lungs  for  persistent  cough. 

2.  Examine  the  skin  of  the  face,  body  and  extremities  for 
scaly  bleeding  warts,  black  moles  and  unhealed  scars. 

3.  Examine  every  woman’s  breasts  for  lumps  or  bleeding 
nipple. 

4.  Examine  the  subcutaneous  tissues  for  lumps  of  the 
arms,  legs  and  body. 

5.  Investigate  any  symptoms  of  persistent  indigestion 
or  difficulty  in  swallowing.  Palpate  the  abdomen. 

6.  Examine  the  lymph  node  system  for  enlargement  of 
the  nodes  of  the  neck,  groin,  or  arm  pit. 

7.  Examine  the  uterus  for  enlargement,  lacerations, 
bleeding  or  new  growths.  Make  a bimanual  exami- 
nation to  determine  the  condition  of  ovaries. 

8.  Examine  the  rectum  and  determine  the  cause  of  any 
bleeding  or  pain. 

9.  Examine  the  urine  microscopically  for  the  presence  of 
blood. 

10.  Examine  the  bones,  and  take  a radiograph  of  any 
bone  which  is  the  seat  of  a boring  pain,  worse  at 
night. 


Public  Health  Statistics 


I.  C.  Ricgin,  M.  D., 

State  Health  Commissioner  of  Virginia. 


The  report  of  the  State  Health  Department’s  bu- 
reau of  communicable  diseases,  as  compiled  for  the 
month  of  May,  shows  the  following  cases  com- 
pared with  the  same  month  in  1936. 


1937  1936 

Typhoid  and  Paratyphoid  27  26 

Diphtheria 38  57 

Scarlet  Fever  63  246 

Measles  2,534  650 

Meningitis  38  49 

Poliomyelitis  3 2 

Rocky  Mountain  Spotted  Fever 3 1 

Typhus  Fever  0 0 

Undulant  Fever 4 6 

Tularaemia  0 1 

Smallpox  0 1 
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Sanitary  Regulations  Enforced 

Based  on  evidence  of  local  health  authorities  which 
was  augmented  by  that  of  sanitation  personnel  of 
the  State  Department  of  Health,  a verdict  convicting 
a realty  company  of  charges  of  creating  and  main- 
taining a public  nuisance  in  Warwick  County  was 
rendered  recently.  A fine  of  $1,000  was  imposed 
on  the  corporation,  while  the  local  resident  manager 
was  penalized  $500. 

The  charges  involved  a negro  settlement  and  grew 
out  of  alleged  insanitary  conditions  in  the  area 
known  as  Swantown.  The  Commonwealth  asserted 
that  inadequate  sewage  disposal  in  that  locality  had 
resulted  in  the  pollution  of  water  courses  around 
Swantown,  of  New  Market  creek,  and  of  Lake 
Biggins  in  Huntington  Park.  In  addition  to  the 
penalty,  the  judge  ordered  an  immediate  abatement 
of  the  nuisance.  The  village  was  erected  approxi- 
mately two  years  ago  on  the  new  Yorktown  Road. 
The  real  estate  company  constructed  about  forty 
houses  which  were  sold  on  a deferred  payment  plan. 

At  the  time  of  construction,  county  sanitation 
officers,  as  well  as  representatives  of  the  State  De- 
partment of  Health,  indicated  the  necessity  of  better 
sewerage  facilities.  The  advice,  however,  was  not 
taken.  Repeated  attempts  to  have  the  conditions 
alleviated  were  unavailing.  The  trial  and  convic- 
tion followed. 

Dental  Hygiene  Requests 

The  Department’s  mouth  hygiene  division  reported 
that  applications  for  dental  hygiene  work  in  schools 
have  been  received  from  twenty-seven  counties.  In 
addition,  eight  counties  have  requested  this  type  of 
activity  for  the  negro  school  children.  The  requests 
already  received  involve  108,455  white  enrollees 
and  8,287  colored.  During  the  next  school  year, 
eighteen  clinicians  will  be  engaged  in  this  work. 
Recent  reports  indicate  that  at  least  eight  more 
jurisdictions  are  seriously  considering  the  need  for 
this  service. 

As  is  known,  the  respective  counties  must  match 
the  appropriation  of  the  State  Department  of  Health. 
This  money  is  in  addition  to  the  nominal  fee  charged 
for  each  correction  if,  and  only  if,  the  child  is  able 
to  pay  for  this  type  of  work. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 


Report  of  Delegate  to  the  Annual  Meeting 

of  the  Auxiliary  to  the  American  Medical 

Association. 

The  fifteenth  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  was 
held  in  Atlantic  City,  N.  J.,  the  week  of  June  6th  to 
11th.  The  meetings  were  all  well  attended,  and, 
whereas  an  accurate  registration  figure  could  not  be 
obtained  before  the  departure  of  this  delegate,  over 
750  members  and  friends  had  registered  by  the 
middle  of  the  week. 

Sunday,  June  6th,  and  Monday,  June  7th,  were 
taken  up  for  the  most  part  with  general  convention 
committee  meetings. 

The  Southern  Breakfast,  honoring  Mrs.  Robert 
E.  Fitzgerald,  National  President,  was  held  in  the 
Submarine  Grill  of  Hotel  Traymore  on  June  8th. 
This  immediately  preceded  the  opening  general  ses- 
sion, which  convened  at  9:30  A.  M.  in  the  Rose 
Room  of  the  Hotel,  with  Mrs.  Fitzgerald  presiding. 
Mrs.  Carl  A.  Surran,  the  Convention  Chairman, 
made  the  introductory  address,  and  the  invocation 
was  given  by  Rev.  Eugene  A.  Durrell.  Following 
this  the  Key  to  the  City  was  presented  to  Mrs. 
Fitzgerald  by  Mayor  C.  D.  White  of  Atlantic  City. 
Mrs.  George  A.  Rogers  of  New  Jersey  gave  the  ad- 
dress of  welcome  and  the  response  was  made  by 
Mrs.  Hobart  Rogers  of  California.  Thus,  singularly, 
two  Mrs.  Rogers,  one  from  the  Atlantic  Coast,  and 
one  from  the  Pacific  Coast,  brought  forcibly  before 
the  members  the  realization  of  the  vast  territory 
which  this  great  National  Auxiliary  covers. 

The  “In  Memoriam”  services  for  the  members 
who  had  passed  away  since  the  last  Annual  Meeting 
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was  most  beautiful  and  impressive  in  its  solemnity. 
Following  this,  came  the  Roll  Call  of  State  Presi- 
dents and  Standing  Committees. 

At  this  time  Mrs.  Fitzgerald  read  the  report  of 
her  activities  during  her  year  of  Presidency.  Her 
efforts  during  the  year  must  have  been  most  in- 
tensive to  have  brought  about  the  splendid  results 
which  she  has  obtained.  Under  her  capable  leader- 
ship the  organization  has  increased  greatly  in  size, 
and  there  are  now  18,295  members  of  the  National 
Auxiliary.  Mrs.  Fitzgerald  visited  eleven  States  dur- 
ing her  term  of  office,  and,  when  distances  are  con- 
sidered, it  will  be  recognized  that  visiting  eleven 
State  Auxiliaries  in  twelve  months  is,  in  itself,  quite 
an  achievement.  At  the  close  of  her  report,  Mrs. 
Fitzgerald  submitted  the  recommendation  that  the 
Executive  Board  devise  some  plan  whereby  funds 
could  be  provided  for  retaining  a Private  Secretary 
for  future  Presidents.  This  recommendation  was 
accepted,  and,  later  on  in  the  meeting,  a motion 
was  carried  to  provide  funds  for  such  a Secretary. 

The  Standing  Committees  then  gave  their  reports 
covering  the  year’s  work,  and  the  Nominating  Com- 
mittee brought  in  a slate  of  new  officers  for  the 
coming  year.  Following  this  the  President-Elect, 
Mrs.  Augustus  S.  Kech  of  Altoona,  Pa.,  was  pre- 
sented to  the  group  assembled,  and  brought  a 
message  regarding  her  hopes  and  aims  for  the 
Auxiliary  for  the  coming  year.  At  the  conclusion 
of  her  talk  the  meeting  adjourned  for  the  day. 

On  Wednesday  morning,  June  9th,  at  9:00 
o'clock,  the  business  meeting  was  resumed  with  Mrs. 
k itzgerald  presiding.  At  this  time  reports  concern- 
ing the  work  of  all  State  Presidents  were  heard. 
There  are  thirty-eight  States  organized,  and  it  would 
be  impossible  for  this  delegate  to  recount  the  year’s 
activities  of  each  State  separately  in  this  report, 
therefore,  a list  of  some  of  the  projects  entered 
upon  by  various  Auxiliaries  throughout  the  Country 
is  listed: 

Sponsoring  Health  Education  Programs 
Sponsoring  Essay  Contests 
Sponsoring  Radio  Programs 
Drive  for  Increased  Membership 
Hygeia  Subscriptions 
Student  Loan  Funds 
Cod-Liver  Oil  and  Milk  donated 
Loan  Closets  and  Layettes  Provided 
Beds  supported  at  various  Hospitals,  Sanatoriums, 
and  Institutions 


Assisting  Women’s  Field  Army  for  Control  of 
Cancer. 

Following  the  State  Reports,  the  newly  elected 
officers  were  inducted  into  office  for  the  coming  year, 
as  follows:  President,  Mrs.  Augustus  S.  Kech. 
Altoona,  Pa.;  President-Elect,  Mrs.  C.  C.  Tomlin- 
son, Omaha,  Neb.;  Vice-Presidents,  Mrs.  Prentiss 
Wilson,  Washington,  D.  C.,  Mrs.  Lucius  Cole,  River 
Forest,  111.,  Mrs.  R.  M.  Schulte,  Spokane,  Wash., 
and  Mrs.  Wm.  E.  Hibbetts,  Texarkana,  Ark.;  Re- 
cording Secretary,  Mrs.  T.  R.  W.  Wilson,  Greenville. 
S.  C.;  Treasurer,  Mrs.  E.  L.  Whitney,  Detroit, 
Mich. 

This  brought  to  a close  the  business  meetings  of 
the  Convention. 

The  entertainments  provided  for  the  visiting  ladies 
by  the  local  Committee  were  most  enjoyable.  On 
June  7th  at  8:30  P.  M.,  a “Get  Acquainted  Beach 
Party”  was  held  at  the  Steel  Pier.  A heavy  down- 
pour of  rain  which  heralded  in  this  outdoor  party 
could  not  dampen  the  ardor  of  those  who  witnessed 
the  water  sports,  dancing,  games  and  motion  pictures 
on  this  occasion.  On  June  8th,  a delicious  luncheon 
was  held  at  Hackney’s  Famous  Sea  Food  Restaurant, 
after  which  there  was  a Rolling  Chair  Ride  along 
Atlantic  City’s  “Wooden  Way.”  June  9th  was  the 
day  of  the  Annual  Auxiliary  Luncheon  at  the  Hotel 
Traymore.  This  is  always  a gala  event,  and  the 
Auxiliary  was  honored  to  have  as  its  guest  speakers 
Dr.  Chas.  Gordon  Heyd,  outgoing  President  of  the 
A.  M.  A.,  and  Dr.  J.  H.  J.  Upham,  the  incoming 
President.  Following  the  luncheon  tea  was  served 
in  the  Mandarin  Room  of  the  Hotel,  and  that  even- 
ing the  visitors  were  entertained  at  an  informal 
party  at  8:30  at  this  Hotel.  On  June  10th  there 
was  another  luncheon,  followed  by  a Beach  Party 
and  Fashion  Show.  At  7:00  P.  M.  that  night  the 
visiting  ladies  attended  a “Bring  Your  Husband 
Dinner,”  and  wound  up  at  the  President’s  Reception 
and  Ball  at  the  Hotel  Ambassador,  where  dancing 
was  enjoyed  until  the  “wee  small  hours.” 

The  Atlantic  City  Meeting  was  a success  in  every 
respect,  and  the  visitors  departed  with  the  hope  that 
many  of  them  might  renew  the  acquaintance  of  new 
made  friends,  and  of  those  of  long  standing  in  San 
Francisco,  the  Convention  City  of  1938. 

Janet  W.  Stone, 
(Mrs.  James  B.  Stone) 
Delegate. 
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Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Bilhuber-Knoll  Corporation. 

Metrazol  Ampules,  3 cc. 

Merck  & Co.,  Inc. 

Vinethene-Merck. 

Sulfa  nilamide-Merck. 

Tablets  Sulfanilamide,  5 grains. 

E.  R.  Squibb  & Sons. 

Sulfanilamide-Squibb. 

Tablets  Sulfanilamide-Squibb,  5 grains. 

Propaganda  for  Reform 

Strained  Fruits  and  Vegetables  in  the  Feeding  of  In- 
fants.— The  Council  on  Foods  has  considered  the  evidence 
that  is  now  available  concerning  the  nutritional  signif- 
icance of  sieved  fruits  and  vegetables  in  the  feeding  of 
infants.  The  Council  concluded  that  strained  fruits  and 
vegetables,  because  of  their  physical  structure,  are  useful 
foods  for  infant  feeding  and  for  certain  types  of  thera- 
peutic diets.  These  strained  foods  are  probably  significant 
as  sources  of  vitamin  Bj,  iron  and  possibly  other  factors. 
They  also  contain  vitamins  A and  C in  amounts  that  under 
some  conditions  might  be  important.  The  feeding  of 
strained  fruits  and  vegetables,  properly  selected  to  meet 
the  needs  of  the  individual  infant  at  an  age  of  about  four 
to  six  months,  is  generally  favored  by  pediatricians.  The 
Council,  of  course,  believes  it  to  be  a question  for  the 
physician  to  decide  at  what  age  a baby  shall  be  fed 
strained  foods  and  at  what  age  it  is  considered  desirable 
to  replace  such  products  with  coarser  foods.  ( J . A.  M.  A 
April  10,  1937,  p.  1259.) 

“Sulfanilamide”  (The  Council  Name  for  Para-Amino- 
benzene-Sulfonamide) . — A number  of  pharmaceutical 
firms  have  submitted  to  the  Council  on  Pharmacy  and 
Chemistry  preparations  of  para-aminobenzenesulfonamide, 
which  is  not  protected  by  patents.  Among  the  proprietary 
names  under  which  the  product  is  marketed  are  Prontylin, 
Stramid,  Streptocide,  Colsulanyde  and  Prontosil  Album. 
The  Council  has  not  completed  its  consideration  of  the 
drug  and  therefore  has  not  issued  any  statement  concern- 
ing its  acceptability  or  non-acceptability  for  inclusion  in 
New  and  Nonofficial  Remedies.  However,  considerable 
consideration  has  been  given  to  the  selection  of  a non- 
proprietary name  for  the  preparation.  One  firm  suggested 
the  name  “Sulfanilamide,”  pointing  out  that  this  denoted 
the  composition  and  that  the  name  was  being  used  abroad. 
Other  interested  films  agreed  to  the  term.  The  Council 
has  therefore  formally  adopted  the  nonproprietary  name 
“Sulfanilamide”  for  para-aminobenzenesulfonamide.  (./. 
A.  M.  A.,  April  17,  1937,  p.  1340.) 

A Complication  Following  Treatment  with  Sulfanil- 
amide.— While  sulfanilamide  at  first  was  believed  to  be 


nontoxic,  several  reports  now  indicate  that  sulfhemo- 
globinemia  may  be  an  occasional  complication  of  its  use 
in  treatment.  Discombe  at  St.  Bartholemew’s  Hospital. 
London,  calls  attention  to  this  in  six  of  seven  patients  in 
the  hospital  who  had  received  more  than  5 Gm.  of  the 
prontylin  brand  of  sulfanilamide.  Three  of  these  pa- 
tients showed  marked  cyanosis.  An  interesting  fact  is 
that  four  of  the  seven  patients  had  been  given  frequent 
doses  of  magnesium  sulfate.  The  one  patient  who  did  not 
show  any  abnormal  pigments  in  the  blood  even  after  long 
continued  sulfanilamide  treatment  had  not  received  any 
sulfates  by  mouth  or  as  a dressing.  Discombe’s  report 
suggests  that  a careful  watch  for  the  development  of 
cyanosis  is  not  sufficient  precaution  against  sulfhemo- 
globinemia;  in  addition  the  total  hemoglobin  should  be 
determined  and  the  patient’s  blood  examined  at  regular 
intervals  of  every  few  days.  The  possibility  of  an  un- 
recognized occurrence  of  sulfhemoglobinemia  should  be 
borne  in  mind  and  the  administration  of  magnesium  or 
sodium  sulfate  to  patients  under  treatment  with  sulfanil- 
amide probably  should  be  forbidden  until  more  informa- 
tion is  available.  (J.  A.  M.  A.,  April  17,  1937,  p.  1345.) 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  inclusion  in  New  and  Nonofficial  Remedies: 

Calcium  Therapy  in  Dentistry. — Efforts  to  promote  the 
use  of  compounds  of  calicum  and  phosphorus  in  medicine 
and  in  dentistry  have  been  increasing.  Because  of  the 
extensive  promotion  of  these  products  to  the  dental  pro- 
fession, the  Council  on  Dental  Therapeutics  has  reviewed 
the  functions  uses  and  actions  of  calcium  in  human  phy- 
siology and  nutrition.  The  dental  council  pointed  out 
that  there  is  no  direct  positive  evidence  from  either  the 
laboratory  or  the  clinic  that  the  addition  of  calcium  and 
phosphorus  compounds  to  an  otherwise  ample  diet  in- 
fluences in  any  definite  manner  the  incidence  of  dental 
decay  in  the  child  or  in  the  adult,  or  that  it  promotes  the 
development  of  noncarious  teeth  in  utero,  in  infancy  and 
during  growth  or  in  the  adult;  nor  is  there  any  sound 
evidence  that  a calcium  drain  during  pregnancy  and 
lactation  is  lessened  by  the  addition  of  these  compounds 
when  the  diet  is  well  balanced.  While  there  is  some 
dispute  as  to  the  exact  importance  of  vitamin  D or  fac- 
tors simulating  it,  the  Council  on  Dental  Therapeutics 
has  resolved  the  problem  for  dentists  by  pointing  out  that 
cod-liver  oil  has  a favorable  influence  on  the  absorption 
and  subsequent  deposition  of  calcium  and  phosphorus  in 
the  bones  and  in  the  teeth.  (J.  A.  M.  A.,  May  8,  1937, 
p.  1655.) 

Tetanus  Toxoid,  Alum  Precipitated  (Lilly). — A tetanus 
toxoid,  alum  precipitated  (The  Journal  A.  M.  A.,  May  16, 
1936,  p.  1735)  marketed  in  packages  of  two  0.5  cc.  vials 
(one  immunization  treatment)  ; and  in  packages  of  one 
5 cc.  vial  (five  immunization  treatments).  Eli  Lilly  & 
Co.,  Indianapolis,  Ind. 


226 


Virginia  Medical  Monthly 


[July, 


Book  Announcements 


Bacteriology  of  Specific  Communicable  Diseases. 

Handbook  of  Public  Health  Bacteriology.  General 
information  regarding  epidemiology,  collection  and 
shipment  of  specimens,  and  bacteriologic,  serologic 
and  chemical  procedures.  1937.  Edited  by  M.  S. 
Marshall.  Department  of  Public  Health.  City  and 
County  of  San  Francisco,  California.  J.  C.  Geiger, 
Director.  141  pages.  Paper. 

The  purpose  of  the  book  may  be  cited  from  a 
portion  of  the  Introduction: 

“The  preparation  of  this  manual  has  been  based 
on  a need  for  condensed  general  information,  other- 
wise available  only  by  consulting  an  extended  list 
of  references,  often  widely  separated,  which  pertain 
to  medicine,  to  field  work,  to  epidemiology  in  general, 
and  to  laboratory  technic.” 

Recent  Acquisitions — Library,  Medical 
College  of  Virginia. 

The  following  books  are  available  to  our  readers, 
the  only  cost  being  return  postage: 

Adams,  R.— Interracial  Marriage  in  Hawaii. 

Allen,  C. — Modern  Discoveries  in  Medical  Psychology. 
American  Medicine. — 2 vols. 

Augustine,  G.  M.— Some  Aspects  of  Management  of  Col- 
lege Residence  Halls  for  Women. 

Baldwin,  E. — Introduction  to  Comparative  Biochemistry. 
Bard,  S. — Two  Discoveries  Dealing  with  Medical  Educa- 
tion in  Early  New  York. 

Behanan,  K.  T. — Yoga:  a scientific  evaluation. 

Belling,  J.— The  Use  of  a Microscope. 

Bentley,  F.  J. — Artificial  Pneumothorax:  Experience  of  the 
London  County  Council.  (Med.  Res.  Council  Spec.  Rep. 
Ser.  No.  215.) 

Best  and  Taylor — Physiological  Basis  of  Medical  Prac- 
tice. 

Boyd,  W. — An  Introduction  to  Medical  Science. 

British  Association  for  the  Advancement  of  Science. — -The 
March  of  Science. 

Brown,  W. — Mind,  Medicine  and  Metaphysics. 

Bull,  H.  B. — Biochemistry  of  the  Lipids. 

Burnet,  F.  M. — The  Use  of  the  Developing  Egg  in  Virus 
Research.  (Med.  Res.  Council  Spec.  Rep.  Ser.  No. 
220.) 

Campbell,  A.  M. — -The  Black  Death  and  Men  of  Learning. 
Cannon  & Rosenblueth — Autonomic  Neuro-Effector  Sys- 
tems. 

Castle,  W.  B. — Pathological  Physiology  and  Clinical  De- 
scription of  the  Anemias. 

Clendening,  L. — Medicine  and  Mankind. 

Columbia  University — Contemporary  Developments  in 
Chemistry. 

Compton  & Allison — X-rays  in  Theory  and  Experiment. 
Cooper,  C.  R. — Here’s  to  Crime. 

Craig,  E. — Woman,  Wine  and  a Saucepan. 


Cramp,  A.  J. — Nostrums  and  Quackery  and  Pseudo- 
Medicine.  Vol.  3. 

Dalldorf  & Eddy — Avitaminosis. 

Darrow,  K.  K. — The  Renaissance  of  Physics. 

Davenport  & Ekas — Statistical  Methods  in  Biology,  Med- 
icine and  Psychology. 

Dietz,  D. — The  Story  of  Science. 

Dixon,  W.  E. — Manual  of  Pharmacology.  8th  ed. 
Donnelly,  G.  M. — Alcohol  and  Habit  Forming  Drugs. 
Erlanger  & Gasser — Electrical  Signs  of  Nervous  Activity. 
Essed,  W.  F.  R. — Over  den  Oorsprong  der  Syphilis. 
Evans,  D.  H. — Florence  Nightingale. 

Faris,  E. — The  Nature  of  Human  Nature. 

Fearon,  W.  R. — Nutritional  Factors  in  Disease. 

Freud,  S. — The  Problem  of  Anxiety. 

Gallaudet,  B.  B. — A Description  of  the  Planes  of  Fascia 
of  the  Human  Body. 

Geschicter  & Copeland — Tumors  of  the  Bone. 

Gonzales,  T.  A. — Legal  Medicine  and  Toxicology. 
Governor’s  Comm,  on  the  Care  of  the  Insane  and  Mental 
Defectives.  A Study  of  Mental  Health  in  North  Caro- 
lina. 

Gregory,  J. — A B C of  the  Endocrines. 

Guedel,  A.  E. — Inhalation  Anesthesia. 

Gumpert,  M. — Trail-blazers  of  Science. 

Guttmacher,  A.  F. — The  Story  of  Human  Birth. 

Hackett,  L.  W. — Malaria  in  Europe. 

Hadfield  & Garrod — Recent  Advances  in  Pathology. 
Hamilton,  G. — Social  Case  Recording. 

Hutchins,  M.,  et  als. — Guide  to  the  Use  of  Libraries. 
Jacob,  H.  E. — The  Saga  of  Coffee. 

Kamm,  O. — Qualitative  Organic  Analysis. 

King,  B. — Changing  Man:  the  Education  System  of  the 
U.  S.  S.  R. 

Lea,  F.  C. — Elementary  Hydraulics  for  Technical  Students. 
Lillingston,  C. — His  Patients  Died. 

Loewenberg,  S.  A. — Clinical  Endocrinology. 

Majocchi,  A. — Life  and  Death. 

Manhattan  Eye,  Ear,  Nose  and  Throat  Hospital — Nursing 
in  Diseases  of  the  Eye,  Ear,  Nose  and  Throat. 
Manson-Bahr,  P.  H. — Tropical  Diseases. 

Mathews,  A.  P. — Vitamins,  Minerals  and  Hormones. 
Mees,  C.  E.  K. — Photography. 

Menefee,  J.  T. — Virginia  Housekeeper’s  Guide. 

Meyer,  A.  W. — An  Analysis  of  the  De  Generatione 
x\nimalium. 

Miller,  W.  S. — The  Lung. 

Mitchell,  S.  A. — Eclipses  of  the  Sun. 

Mitchell,  S.  A. — Parallaxes  of  260  Stars,  Derived  from 
Photographs  Made  at  the  Leander  McCormick  Obser- 
vatory. 

Morgan,  T.  H. — Experimental  Embryology. 

Morton,  R.  S. — A Woman  Surgeon. 

Murray,  P.  D.  F. — Bones. 

Mustard,  H.  S. — Rural  Health  Practice. 

Newsholme,  A. — The  Last  Thirty  Years  in  Public  Health. 
Nursing  as  a Profession. 
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Editorial 


The  House. 

When  New  York’s  Van  Etten,  supported  by  Tenn- 
essee’s Shoulders  and  flanked  by  the  redoubtable 
Olin  West  and  a battery  of  busy  stenographers, 
brought  down  a resounding  gavel  upon  the  Speaker’s 
table  in  the  Renaissance  Room  of  the  Ambassador 
Hotel  in  Atlantic  City,  he  faced  one  hundred  and 
seventy-odd  politico-medical  veterans,  tried  and  true. 
The  time  was  June  7,  1937.  The  occasion  was  the 
opening  of  the  democratic  House  of  Delegates  of 
the  eighty-eighth  meeting  of  the  American  Medical 
Association. 

The  Speaker  lost  no  time  delivering  his  appointed 
address  in  which  he  emphasized  the  importance  of 
the  continuity  of  legislative  action  and  paid  glowing 
tribute  to  the  fifteen  delegates,  bald-headed,  gray- 
haired, cigar-toting,  whose  length  of  service  inspired 
him  to  encomiastic  appraisal.  The  House  was  then 
addressed  by  its  business-like  President  on  the  eco- 
nomic side  of  medicine.  He  in  turn  was  followed  by 
the  President-elect  wTho  had  offerings  of  a similar 
character  to  present. 

The  delegates  then  settled  down  to  the  tedious 
business  of  hearing  reports  of  officers,  committees, 
councils  and  bureaus,  promptly  referred  all  matters 
to  appropriate  reference  committees,  and  later  ac- 
cepted most  of  what  these  committees  recommended. 
The  House  finally  got  around  to  the  two  or  three 
really  important  issues  that  faced  it,  voted  itself  in 
and  out  of  executive  session  in  bewildering  succes- 


sion, and  disposed  of  all  business  before  the  conven- 
tion closed.  If  delegates  heard  or  saw  any  of  the 
scientific  program  they  myst  have  been  endowed 
with  the  ability  of  being  in  two  places  at  once. 

The  House  of  Delegates  of  the  American  Medical 
Association  is  a smoothly  operating  machine  which 
moves  forward  steadily  in  its  business.  There  is 
very  little  creaking  of  machinery,  very  little  parlia- 
mentary wrangling.  The  impression  is  almost  in- 
escapable that  an  unseen  force  directs  the  whole, 
that  powerful  committees  determine  policy,  that 
length  of  service  governs  position  on  committees, 
that  conservatism  is  the  word  and  that  innovations 
are  difficult  to  introduce.  A doctor  from  Mars, 
visiting  the  convention  for  the  first  time  could  easily 
have  been  persuaded  that,  not  the  170-odd  delegates 
of  the  House  of  Representatives,  but  a small  unseen 
coterie  controlled  this  machinery  and  spoke  when 
speaking  had  to  be  done  for  the  105,000  doctors  who 
compose  the  membership  of  the  American  Medical 
Association. 

The  New  York  Resolution. 

The  Medical  Society  of  the  State  of  New  York, 
made  up  of  more  than  14,000  physicians,  through 
its  Speaker,  Samuel  J.  Kopetsky,  presented  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation a resolution  which  was  easily  the  most  im- 
portant piece  of  business  that  distinguished  body 
had  to  consider.  Its  thesis  was  the  recognition  of 
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the  fact  that  government  is  directly  concerned  with 
the  health  of  all  its  citizens  and  that  a national 
public  health  policy  should  be  formulated  im- 
mediately by  the  American  Medical  Association. 
Specifically  the  resolution  proposed:  (1)  extension 
of  public  health  sendees,  federal,  state  and  local; 
(2)  provision  for  “adequate  medical  care  for  the 
medical  indigent,  the  cost  to  be  met  from  public 
funds”;  (3)  public  funds  for  the  support  of  medical 
education  and  medical  investigation  and  research; 
(4)  public  funds  for  hospitals  engaged  in  the  care 
of  the  indigent  sick;  (5)  “functional  consolidation 
of  all  federal  health  and  medical  activities  under  a 
separate  department.”  It  would  be  interesting  to 
speculate  on  what  disposition  would  have  been  made 
of  this  resolution  had  not  the  Federal  Government 
itself,  represented  by  Senator  J.  Hamilton  Lewis  of 
Illinois,  injected  into  the  debate  a point  of  view 
even  more  drastic  than  that  presented  by  the  dele- 
gation from  New  York. 

Senator  Lewis’s  Warning. 

When  Senator  J.  Hamilton  Lewis  of  Illinois  ap- 
peared before  the  House  of  Delegates  of  the 
American  Medical  Association  on  Thursday,  June 
10th,  he  represented  the  President  of  the  United 
States  and  the  Senate  Sub-committee  on  Social 
Legislation  of  which  he  is  chairman.  He  let  it  be 
known  that,  willy,  nilly,  an  amendment  to  the  Social 
Security  Act  is  going  to  pass  the  present  Congress 
with  adequate  provision  for  the  medical  care  of 
those  who  cannot  afford  to  pay  for  it.  He  said  that 
the  President  desired  the  medical  profession’s  advice 
in  formulating  a federal  medical  program.  He  then 
made  some  rather  startling  statements:  “The  ques- 
tion for  you  doctors  is  not  whether  you  like  it  or 
whether  you  don't.  The  question  for  you  is  what 
is  to  be  done  about  it?”  A little  later  lie  said:  “I 
am  compelled  to  tell  you  that  Government  is  on  its 
way  of  saying  to  you  ‘Hold  up  here,  Mr.  Doctor. 
We  are  not  asking  you  to  do  anything  about  a 
patient.  ...  It  is  your  creation.  We  recognize  an 
instrument  called  citizen  who  is  essential  to  the 
welfare  of  the  Government’.”  And  to  those  who 
would  say  “This  is  an  invasion,  it  ought  not  to  be 
adopted,-’  Mr.  Lewis  replied,  “It  is  the  policy  that 
seems  to  possess  all  mankind  in  his  advances  all 
over  the  world.”  The  speaker  believed  the  issue  no 
longer  escapable  and  in  friendly  spirit  he  professed 
to  have  come  for  consultation  with  the  medical  pro- 


fession. Senator  Lewis  warned  that  there  were  even 
more  drastic  points  of  view  in  Washington,  stating 
that  there  are  those  “who  are  shortly  going  to  de- 
mand of  you  that  there  be  a system  of  examinations 
and  applications  by  the  Federal  Government  upon 
every  doctor  in  America  to  prove  his  right  to  be 
admitted  under  the  federal  law  in  addition  to  that 
which  he  is  now  enjoying  under  his  local  laws.” 
Senator  Lewis’s  message  was  as  a matter  of  course 
referred  to  the  Board  of  Trustees  where  already  the 
New  York  resolution  had  been  hotly  debated. 

Passive  Receptivity. 

The  New  York  Times  in  a recent  significant 
editorial  remarked  that  the  eighty-eighth  Session  of 
the  American  Medical  Association  would  be  notable 
not  for  its  one  hundred  and  one  addresses  by  dis- 
tinguished physicians,  nor  for  its  astonishing  scien- 
tific exhibits,  but  for  its  action  concerning  the 
socio-economic  responsibilities  which  were  facing 
organized  medicine  in  the  modern  world.  The  writer 
of  the  editorial  expressed  the  hope  that  the  Bourbon- 
ism  of  the  powers-that-be  in  organized  medicine 
would  not  force  history  to  repeat  itself,  and  called  to 
mind  Bismarck’s  sweeping  interventions  of  1884  and 
Lloyd  George’s  equally  revolutionary  health  policy 
of  1912. 

With  the  eyes  of  more  than  100,000  doctors,  as 
well  as  the  eyes  of  millions  of  lay  readers  of  the 
popular  press  upon  it,  the  Reference  Committee 
made  its  report  and  the  House  of  Delegates  acted. 
It  adopted  only  a part  of  the  New  York  Society's 
resolution,  and  toward  the  Federal  Government's 
overture  its  expressed  attitude  was  one  of  “passive 
receptivity.”  In  official  language  it  was  stated  that 
“The  American  Medical  Association  reaffirms  its 
willingness  on  receipt  of  direct  request  to  cooperate 
with  any  governmental  or  ‘other  qualified  agency, 
and  to  make  available  the  information,  observations 
and  results  of  investigation,  together  with  any  facil- 
ities of  the  Association.”  This  vague  generalization 
must  have  been  cruelly  disappointing  to  that  group 
of  the  profession  which  has  long  urged  upon  organ- 
ized medicine  the  importance  of  aggressiveness  in 
the  initiation  of  plans  calculated  to  bring  medicine 
closer  to  the  social  and  economic  needs  of  modern 
America.  It  has  been  their  opinion  that  if  organized 
medicine  has  anything  to  fight  for,  anything  to  de- 
fend, the  best  defense  is  vigorous  offense. 
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Birth  Control. 

The  position  of  the  American  Medical  Association 
on  the  controversial  question  of  birth  control  was 
clarified  at  the  Atlantic  City  meeting  when  the  re- 
port of  the  committee  which  had  been  considering 
this  subject  for  two  years  was  adopted.  The  report 
recommended  simply  that  the  Association  advise 
physicians  of  their  legal  rights  in  relation  to  the  use 
of  contraceptives,  recommended  further  investigation 
of  materials,  devices  and  methods,  urged  sounder 
contraceptive  teaching  in  medical  schools,  and  ad- 
vised that  all  clinics  concerned  with  the  prevention 
of  conception  be  under  legal  licensure  and  medical 
control.  This  action  on  the  part  of  the  Association 
occasioned  very  much  more  excitement  among  the 
laymen  interested  in  contraceptive  propaganda  than 
among  the  physicians  who  briefly  disposed  of  the 
resolution. 

A National  Department  of  Health. 

In  reviewing  the  attitudes  and  actions  of  the 
American  Medical  Association  at  its  recent  meeting 
it  is  well  to  remember  that  one  recommendation  of 
tremendous  importance  was  adopted,  namely:  “that 
such  health  activities  as  now  exist  [in  the  United 
States]  be  so  consolidated  in  a single  department 
which  would  not  however  be  subservient  to  any 
charitable,  conservatory  or  other  governmental  in- 
terest,” and  that  “such  medical  or  health  depart- 
ment should  be  in  the  hands  of  a competently  trained 
physician  experienced  in  executive  administration.” 
The  American  Medical  Association  is  clearly  in 
favor  of  establishing  a National  Department  of 
Health. 

\ 

A la  Canada. 

In  his  address  to  the  House  of  Delegates,  Presi- 
dent Charles  Gordon  Heyd  of  New  York  made 
pointed  reference  to  a recent  decision  of  the  doctors 
of  British  Columbia  concerning  compulsory  health 
insurance  which  exhibited  the  logic  of  the  old  adage, 
In  Union  There  Is  Strength.  The  medical  profession 
of  British  Columbia  was  faced  with  an  unreasonable 
and  unsound  compulsory  sickness  insurance  law. 
So  unfair  were  its  provisions  that  the  committee  of 
the  College  of  Physicians  and  Surgeons  of  British 
Columbia  to  which  the  matter  had  been  referred,  de- 
cided to  have  all  the  doctors  of  British  Columbia 
vote  upon  it.  When  the  ballots  were  counted  there 
were  612  against  it  and  13  for  it.  Under  these  cir- 
cumstances, realizing  the  impossibility  of  putting  the 


measure  into  effect,  the  provincial  government 
promptly  dropped  the  matter. 

Rabbit  Serum. 

The  expense  of  horse  serum  in  the  treatment  of 
pneumoccccic  pneumonia,  the  existence  of  a num- 
ber of  horse-sensitive  individuals  who  now  and  then 
develop  pneumonia,  the  possibility  of  developing  a 
specific  therapeutic  serum  of  higher  titre  than  now 
obtains,  as  well  as  other  factors,  have  prompted  re- 
cent investigation  into  the  possibility  of  substituting 
rabbit  for  horse  serum  in  the  treatment  of  pneumo- 
coccic  pneumonia.  A number  of  investigators  are 
now  at  work  on  the  new  therapeutic  agent  and  we  are 
led  to  believe  that  very  shortly  reports  of  these 
studies  will  appear  in  medical  literature. 

Death  Rides  With  Venus. 

The  author  of  this  sensational  presentation  of 
the  venereal  problem  hails  from  Chicago  which  we 
are  told,  “probably  constitutes  the  best  informed 
portion  of  the  country’s  population  about  syphilis 
and  gonorrhoea.”  It  is  a little  book  of  158  pages 
(divided  into  twenty-one  chapters  set  off  by  such 
headings  as  “Legion  of  the  Damned,”  “Squirming 
Corkscrews,”  “Clinic  or  Butcher  Shop,”  “Mustn’t 
Say  Nasty  Words.” 

We  are  told  that  the  proof  was  submitted  to  a 
number  of  lay  and  professional  persons  with  the 
hope  that  one  of  them  would  write  an  appropriate 
introduction.  Chapter  XI  is  a blasting  condemnation 
of  the  medical  profession.  “I  know  the  average 
doctor  for  what  he  really  is,”  writes  the  author,  “an 
uninformed,  haphazard  healer  who  hides  his  in- 
decision behind  a disguise  of  long  words  and  pon- 
derous phrases.”  “Blame  for  the  prevalence  of 
syphilis  and  gonorrhoea  in  the  United  States  today 
can  be  fixed  in  only  one  place,  upon  the  medical 
profession,”  he  continues  and  adds,  “Most  doctors 
know  less  about  syphilis  and  gonorrhoea  than  they 
do  about  Einstein’s  theory.  They  have  no  more  idea 
how  to  treat  them  than  does  the  patient.”  Turning 
to  the  medical  colleges  the  author’s  vehemence  is 
only  a little  less  evident.  He  claims  to  have  made  a 
survey  of  fifty-four  medical  schools,  finding  only 
twelve  which  could  be  said  “by  any  stretch  of  the 
imagination  to  give  really  thorough  training  in  this 
line.”  Paying  his  compliments  to  his  fellow  prac- 
titioners again  he  states  that  “only  20  per  cent  of  the 
persons  infected  are  able  to  pay  the  rates  now  asked 
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for  venereal  disease  treatments  by  private  phy- 
sicians.” Declaring  that  physicians  frankly  capital- 
ize the  treatment  of  venereal  patients,  he  asserts  that 
“again  the  finger  of  guilt  points  at  doctors.” 

Although  at  times  one  questions  the  author’s  taste, 
it  must  be  admitted  that  on  the  whole  the  account 


is  a vivid  portrayal  of  the  prevalence,  havoc,  and 
utter  inadequacy  of  the  present  management  of 
gonorrhoea  and  syphilis  in  this  country.  Had  the 
author  omitted  Chapter  XI  he  would  probably  have 
found  someone  from  the  medical  profession  willing 
to  write  an  introduction  to  his  book. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Approval  of  Medical  Societies. 

Since  many  societies  do  not  meet  frequently  it  is 
suggested  that  those  wishing  to  avail  themselves  of 
either  the  postgraduate  course  in  Pediatrics  or  that 
in  Obstetrics  and  Gynecology,  whether  now  or  later, 
take  formal  action  at  their  next  meeting.  Before 
either  course  can  be  given  anywhere  it  is  necessary 
to  secure  some  sort  of  local  approval.  In  cases 
where  the  local  medical  society  has  taken  no  action 
it  becomes  necessary  to  undertake  a canvass  of  the 
individual  members  and  this  involves  the  Depart- 
ment in  heavy  expense,  because  it  is  not  possible  to 
conduct  such  a canvass  through  the  mail. 

Pediatrics. 

During  the  five  weeks  ending  May  24,  Dr.  Arena 
offered  his  course  in  Albemarle,  Augusta,  and 
Rockingham  Counties.  Meetings  for  these  counties 
were  held,  respectively,  in  Charlottesville,  Staunton, 
and  Harrisonburg,  and  were  attended  by  forty-four 
doctors.  The  constant  cooperation  of  the  officers  of 
the  local  societies  contributed  much  to  the  success 
of  the  course  in  this  area. 


At  present  the  course  is  being  offered  in  South- 
ampton, Greenesville,  Brunswick  and  Mecklenburg 
Counties,  the  centers  being  Courtland,  Emporia, 
Lawrenceville  and  Boydton. 

From  June  28  to  July  31,  Dr.  Arena  will  be  in 
the  northern  part  of  the  State,  conducting  the  course 
concurrently  at  Woodstock,  Winchester  and  Front 
Royal. 

Obstetrics  and  Gynecology. 

From  April  19  to  May  22,  Dr.  Shamburger  held 
weekly  meetings  in  Williamsburg,  Newport  News 
and  in  Norfolk.  In  the  latter  place  separate  meet- 
ings were  held  for  the  white  doctors  and  for  the 
colored  doctors  in  Norfolk  and  Portsmouth.  Eight 
doctors  attended  at  Williamsburg,  five  at  Newport 
News,  while  in  Norfolk  sixteen  white  and  twelve 
colored  physicians  took  the  course. 

Until  the  latter  part  of  June,  Dr.  Shamburger 
will  offer  his  course  in  Alleghany,  Bath  and  Rock- 
bridge Counties.  The  centers  for  these  counties  are 
Covington,  Clifton  Forge  and  Lexington. 


Proceedings  of  Societies 


The  Culpeper  Medical  Society 

Held  a meeting  May  24th,  at  4 P.  M. 
called  by  Dr.  D.  W.  Kelly,  president,  for  election 
of  new  officers  and  to  arrange  the  details  for  a 
toxoid  clinic  sponsored  by  the  Parent-Teacher’s 
Association. 

The  officers  elected  were  Dr.  J.  L.  Stringfellow, 
president,  Dr.  Granville  Eastham,  vice-president, 
and  Dr.  O.  K.  Burnette  was  continued  as  secretary- 


treasurer.  Dr.  J.  Bernard  Jones  was  elected  a mem- 
ber of  the  society.  Delegate  and  alternate  to  the 
meeting  of  the  State  Society  to  be  held  in  Roanoke 
in  October  were  also  named. 

It  was  decided  to  hold  a toxoid  clinic  for  pro- 
tection against  diphtheria  on  Tuesday,  June  1st, 
between  1 :00  and  3 :00  P.  M.  in  any  of  the  Culpeper 
County  physician’s  offices.  This  clinic  is  especially 
for  pre-school  children  who  expect  to  enter  the  Cul- 
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peper  school.  The  charges  for  children  attending 
this  clinic  will  be  fifty  cents  each  for  the  toxoid, 
provided  the  child  is  brought  to  the  office  of  his 
family  physician  with  a certificate  from  a member 
of  the  Parent-Teacher’s  Association  requesting  the 
toxoid,  because  the  child  is  unable  to  pay  the  reg- 
ular rates  of  $1.50.  In  cases  where  the  child  is  not 
able  to  pay  anything  the  toxoid  will  be  paid  for  by 
the  Parent-Teacher’s  Association,  if  the  child  pre- 
sents a certificate  from  the  P.  T.  A.  to  that  effect. 

It  was  also  brought  out  at  this  meeting  that  due 
to  the  recent  floods  and  wet  weather,  typhoid  is 
likely  to  be  present  during  the  summer  and  the 
opinion  was  unanimous  among  members  of  the 
Society  that  persons  not  having  had  typhoid,  or 
typhoid  vaccine  within  the  last  three  years,  should 
have  these  inoculations  this  spring  to  protect  from 
this  dreaded  disease. 

O.  K.  Burnette,  Secretary. 

The  Norfolk  County  Medical  Society, 

At  its  recent  meeting,  elected  the  following  officers : 
President,  Dr.  Frank  H.  Redwood;  president-elect, 
Dr.  Wm.  B.  Newcomb;  vice-president,  Dr.  N.  F. 
Rodman;  and  secretary-treasurer,  Dr.  Lockburn  B. 
Scott.  Dr.  Scott  is  entering  upon  his  nineteenth  year 
of  service.  All  officers  are  of  Norfolk.  Delegates 
and  alternates  to  the  State  Society  meeting  were  also 
elected  at  this  time. 

Alleghany-Bath  County  Medical  Society. 

At  a recent  meeting  of  this  Society,  the  following 
officers  were  named  for  this  year:  President,  Dr. 
Thomas  M.  Winn,  Covington;  vice-president,  Dr. 
R.  L.  Claterbaugh,  Clifton  Forge;  and  secretary- 
treasurer,  Dr.  R.  P.  Hawkins,  Clifton  Forge  (re- 
elected). Delegates  and  alternates  to  the  State 
Society  meeting  were  also  elected. 

The  Louisa  County  Medical  Society 

Met  in  Louisa  on  June  7th,  with  Dr.  H.  S.  Daniel, 
president,  presiding.  Dr.  H.  G.  Byrd,  secretary- 
treasurer,  and  Drs.  T.  E.  Stanley  and  W.  S.  Lloyd 
were  the  other  members  present.  Plans  were  made 
for  the  next  tuberculosis  clinic  to  be  held  in  Mineral 
on  July  23rd,  and  delegate  and  alternate  to  the 
State  Society  meeting  were  elected  at  this  time. 

It  was  decided  to  hold  future  meetings  of  the 
Society  on  the  first  Friday  of  each  month. 


The  Lynchburg  Academy  of  Medicine 

Held  its  regular  meeting  on  June  14th,  with  the 
president,  Dr.  John  Wyatt  Davis,  Sr.,  presiding. 

Dr.  Walter  Forrest  Thornton  was  elected  to  active 
membership. 

The  scientific  program  consisted  of  a motion  pic- 
ture on  “Sub-Total  Thyroidectomy,”  and  Drs.  Elisha 
Barksdale  and  John  Hundley,  Jr.,  presented  in- 
teresting and  unusual  cases  of  toxic  thyroid  diseases. 

The  next  meeting  of  the  Academy  will  be  held  in 
September. 

The  Northern  Neck  Medical  Association 

Met  in  regular  semi-annual  session  at  Heathsville, 
Va.,  on  May  27th,  at  which  time  interesting  papers 
were  presented  by  Drs.  T.  B.  Washington,  T.  L. 
Driscoll,  Joseph  Bear  and  T.  Neill  Barnett  of  Rich- 
mond, Dr.  Lee  S.  Liggan  of  Irvington,  and  by  Dr. 
J.  M.  Holloway  of  Fredericksburg.  The  following 
visiting  physicians  were  present:  From  Richmond,. 
Drs.  Peple,  Lee,  Driscoll,  Washington,  Bear, 
Barnett,  Murrell,  Gill,  Williams,  Dodson,  Robins, 
Guy  Horsley  and  Barnes;  from  Fredericksburg,  Drs. 
Cole,  Harrison,  Holloway  and  Payne;  from  Indian 
Head,  Md.,  Dr.  J.  A.  Fields,  U.  S.  N.  The  local 
physicians  attending  were:  Dr.  E.  R.  Moorman  of 
Kilmarnock,  president,  Dr.  E.  T.  Ames  of  Montross, 
secretary,  and  Drs.  Lee  S.  Liggan,  M.  C.  Oldham, 
C.  T.  Pierce,  W.  B.  Richardson,  A.  H.  Deekens, 
and  L.  E.  Cockrell. 

The  next  meeting  of  the  society  will  be  held  on 
the  fourth  Thursday  in  October  at  Kilmarnock,  Va. 

The  Virginia,  Maryland  and  District  of 

Columbia  Medical  Society 

Held  its  Spring  meeting  in  Leesburg,  Va.,  on  May 
19th,  with  the  president,  Dr.  Benjamin  Perry  of 
Bethesda,  Md.,  presiding.  An  attendance  of  nearly 
100  was  recorded.  Papers  were  read  by  Drs.  Robert 
E.  Moran,  Fritz  Reuter,  James  A.  Gannon,  V.  L. 
Elliott,  and  Charles  Stanley  White  and  J.  Lloyd 
Collins. 

Dr.  James  A.  Gannon,  Washington,  D.  C.,  was 
elected  president  and  Dr.  John  A.  Gibson,  Leesburg, 
Va.,  vice-president.  Dr.  Harry  F.  Davies,  recording 
secretary,  Dr.  A.  Magruder  MacDonald,  correspond- 
ing secretary,  and  Dr.  Robert  S.  Lamb,  treasurer, 
all  of  Washington,  were  re-elected. 

The  Leesburg  Parent-Teacher  Association  served 
luncheon  for  the  Society. 
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News  Notes 


Commencement  Exercises. 

Medical  College  of  Virginia 
The  ninety-ninth  annual  commencement  exercises 
of  the  Medical  College  of  Virginia  were  held  from 
(May  29th  through  June  1st.  The  “student  night” 
dance  on  the  29th  was  the  opening  affair.  On 
Sunday,  the  commencement  sermon  was  delivered 
by  Rev.  Ernest  Van  R.  Stires,  D.  D.,  rector  of  All 
Saints’  Church.  Alumni  day  was  Monday  and  at 
the  annual  banquet.  Dr.  Roshier  W.  Miller,  Rich- 
mond, was  elected  president  of  the  alumni  associ- 
ation. Other  officers  are:  vice-presidents,  Dr.  F.  P. 
Fletcher,  Jr.,  Richmond;  Dr.  W.  N.  Hodgkin, 
Warrenton;  Dr.  H.  M.  Pettus,  South  Hill;  and 
Miss  Marguerite  Nicholson,  Richmond;  and  treas- 
urer, Dr.  T.  Dewey  Davis,  Richmond. 

On  Tuesday,  the  annual  luncheon  for  the  faculty, 
alumni,  senior  students  and  guests  was  held  at 
Cabiness  Hall. 

The  commencement  exercises  were  held  at  The 
Mosque  on  Tuesday,  at  8:00  P.  M.,  when  152  were 
awarded  diplomas  in  medicine,  dentistry,  pharmacy, 
and  nursing.  Of  this  number  82  were  in  medicine, 
22  in  dentistry,  20  in  pharmacy,  and  28  in  nursing. 
The  honorary'  degree  of  doctor  of  science  was  con- 
ferred upon  Dr.  Irl  Cephas  Riggin,  State  Health 
Commissioner,  Richmond.  Howard  W.  Blakeslee, 
Science  Editor  with  The  Associated  Press,  delivered 
the  commencement  address.  Following  these  exer- 
cises, the  annual  reception  and  dance  was  held  at 
the  John  Marshall  Hotel. 

Following  are  the  graduates  in  medicine,  with 
hospital  appointments: 

Hospital  Division,  Medical  College  of  Vir- 
ginia, Richmond — Drs.  John  M.  Anderson, 
Hampton;  Lee  Scott  Barksdale,  Petersburg; 
Daniel  Coleman  Booker,  Richmond;  W.  Fitz- 
gerald Cavedo,  Richmond;  Homer  Tackson 
Hancock,  Sedley;  John  Paul  Jones,  Richmond; 
Manr  Louise  Leland,  Minneapolis,  Minn.;  and 
Jennings  Bryan  Ruffin,  Powellsville,  N.  C. 

JoHNSTON-WlLLIS  HOSPITAL,  RICHMOND — -Drs. 
William  Stone  Burton,  Beaverdam;  Otho  Perry 
Campbell,  Sparta;  and  Gabel  G.  Himmelwright, 
Jr.,  Newport  News. 


Stuart  Circle  Hospital,  Richmond — Dr.  John 
Phillip  Eastham,  Culpeper;  Robert  Burns  Mc- 
Ewen,  Richmond;  and  Richard  Anderson 
Michaux,  Michaux. 

Saint  Elizabeth’s  Hospital,  Richmond — Dr. 
William  Benjamin  Hoover,  Richmond. 

Grace  Hospital,  Richmond — Dr.  Milton  Card- 
well  Richards,  Richmond. 

Saint  Luke’s  Hospital,  Richmond — Drs.  John 
Alexander  Wright,  Jr.,  Doswell;  and  Russell 
Greenway  McAllister,  Richmond. 

Tucker  Sanatorium,  Richmond — Dr.  John 
Thomas  Llewellyn,  Newport  News. 

Lewis-Gale  Hospital,  Roanoke — Drs.  Walter 
Glenn  Hardy,  Bedford;  and  John  Hoge  Wool- 
wine,  Jr.,  Blacksburg. 

Roanoke  General  Hospital,  Roanoke — Dr. 
David  Bott  Manley,  Orlando,  Fla. 

Raiford  Hospital,  Franklin — Dr.  Morgan  B. 
Raiford,  Franklin. 

United  States  Marine  Hospital,  Norfolk — Dr. 
Julius  Snyder,  Norfolk. 

Gallinger  Municipal  Hospital,  Washington, 
D.  C. — Dr.  Lendall  Croxton  Gay,  Washington, 
D.  C. 

Sibley  Memorial  Hospital,  Washington,  D.  C. 
— Drs.  Claude  Lacy  Houck,  Lewisburg,  W.  Va.; 
and  Roger  Stanley  Williams,  Uniontowm,  Pa. 

Central  Dispensary  and  Emergency  Hospital, 
Washington,  D.  C. — Drs.  Otis  Whittier  Snyder, 
Mathias,  W.  Va. 

Chesapeake  and  Ohio  Hospital,  Huntington, 
W.  Va. — Drs.  Kenneth  Nathan  Byrne,  Lexington; 
and  William  Steenbergen  Morgan,  Jr.,  Hunting- 
ton,  W.  Va. 

Charleston  General  Hospital,  Charleston, 
W.  Va. — Drs.  Robert  Littlepage  Calvert,  Chelyan, 
W.  Va. ; Richard  Bent  Engle,  Amnia,  W.  Va.; 
Uel  Clinton  Lovejoy,  Chelyan,  W.  Va.;  Richard 
Nolan  O’Dell,  South  Charleston,  W.  Va.;  and 
Earl  Masters  Peck,  Lewisburg,  W.  Va. 

Saint  Mary’s  Hospital,  Huntington,  W.  Va. — 
Dr.  William  Elmore  Irons,  Sinks  Grove,  W.  Va. 

Ohio  Valley  General  Hospital,  Wheeling, 
W.  Va. — Dr.  Elliott  Lorenzo  Thrasher,  Bridge- 
port, W.  Va. 
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James  Walker  Memorial  Hospital,  Wilming- 
ton, N.  C. — Dr.  Marvin  Smith  Cashion,  Moores- 
ville,  N.  C. 

City  Memorial  Hospital,  Winston-Salem,  N.  C. 

— Dr.  Verne  Clifton  Lanier,  Lexington,  N.  C. 
Rex  Hospital,  Raleigh,  N.  C. — Dr.  Ballard  Nor- 
wood, Jr.,  Virgilina. 

Jewish  Mfmorial  Hospital,  New  York,  N.  Y. 

— Dr.  Louis  Lipman,  Poughkeepsie,  N.  Y. 
Queen’s  General  Hospital,  New  York,  N.  Y. — 
Dr.  Theodore  Johnson  Moss,  Richmond  Hill, 
N.  Y. 

Nassau  Hospital,  Mineola,  L.  I.,  N.  Y. — Dr.  E. 

Bryan  Quarles,  Richmond. 

Morrisania  City  Hospital,  New  York,  N.  Y. — 
Dr.  Herbert  Norman  Schwartz,  New  York,  N.  Y. 
New  York  Polyclinic  Medical  School  and 
Hospital,  New  York,  N.  Y. — Dr.  George 
Andrew  Shetter,  Richmond. 

Metropolitan  Hospital,  Welfare  Island,  N.  Y. 

— Dr.  Eli  Alvin  Rosen,  Dalton,  Ga. 

Caledonia  Hospital,  Brooklyn,  N.  Y. — Dr. 

Morris  Wilburne,  Brooklyn,  N.  Y. 
Wilkes-Barre  General  Hospital,  Wilkes- 
Barre,  Pa. — Dr.  Clarence  Milton  Hawke,  Ashley, 
Pa. 

South  Side  Hospital,  Pittsburgh,  Pa. — Dr. 

Elmer  McGraw,  Follansbee,  W.  Ya. 

Saint  Joseph’s  Hospital,  Lancaster,  Pa. — Drs. 
William  Alton  and  Margaret  Allen  Pennington, 
Richmond. 

Saint  Francis  Hospital,  Pittsburgh,  Pa. — Dr. 

Jack  Donavon  Sedwick,  Kittanning,  Pa. 
Fitzgerald  Mercy  Memorial  Hospital,  Upper 
Darby,  Pa. — Dr.  Reginald  N.  Stroup,  Harris- 
burg, Pa. 

Conemaugh  Valley  Memorial  Hospital,  Johns- 
town, Pa. — Dr.  Morris  Manuta,  Brooklyn,  N.  Y. 
Saint  Joseph  Hospital,  Kansas  City,  Mo. — Dr. 

William  Bayne  Allen,  Kansas  City,  Mo. 

Mercy  Hospital,  Cedar  Rapids,  Iowa — Dr. 

Johanna  Christine  Thelen,  Madison,  Wis. 
United  States  Marine  Hospital,  Baltimore, 
Md.- — Dr.  John  Broaddus  Holt,  Pratt,  W.  Ya. 
Hospital  for  Women,  Baltimore,  Md. — Dr. 

Julien  Herman  Meyer,  Enfield,  N.  C. 

University  Hospital,  Baltimore,  Md. — Dr. 

Hawley  Howard  Seiler,  Richmond. 

Baroness  Erlanger  Hospital,  Chattanooga, 


Tenn. — Dr.  Arthur  Calvin  Broughton,  Jr., 
Raleigh,  N.  C. 

State  of  Wisconsin  General  Hospital,  Madison, 
Wis. — Drs.  James  Otey  Burke,  Richmond;  and 
Guy  Wilson  Daugherty,  Fayetteville,  W.  Va. 
Grady  Hospital,  Atlanta,  Ga. — Dr.  David 
Turner  Carr,  Richmond. 

Nathan  and  Miriam  Barnert  Memorial  Hos- 
pital, Paterson,  N.  J. — Dr.  Irving  Robert 
Havman,  Paterson,  N.  J. 

Jersey  City  Medical  Center,  Jersey  City,  N.  J. 
— Dr.  Harold  Irving  Markowitz,  Jersey  Citv, 
N.  J. 

Hackensack  Hospital,  Hackensack,  N.  J. — Dr. 

Harold  Jerome  Megibow,  Grantwood,  N.  f. 
Passaic  General  Hospital,  Passaic,  N.  J. — Dr. 

Alfred  William  Norris,  Richmond. 
Butterworth  Hospital,  Grand  Rapids,  Mich. — 
Dr.  John  Sibley  Burleson,  Grand  Rapids,  Mich. 
Blodgett  Memorial  Hospital,  Grand  Rapids, 
Mich.- — Dr.  Willard  McKenzie  Burleson,  Grand 
Rapids,  Mich. 

Scott  and  White  Hospital,  Temple,  Texas— 
Dr.  Elmer  Norval  Carter,  Huntington,  W.  Va. 
Pensacola  Hospital,  Pensacola,  Fla.— Dr. 
Angel  Rafael  Cestero-Hernandez,  Rio  Piedras, 
Puerto  Rico. 

Norwood  Hospital,  Birmingham,  Ala. — Dr. 

Frank  Alexander  Dick,  Ozone  Park,  N.  Y. 
Emanuel  Hospital,  Portland,  Ore. — Dr.  Stanard 
Ricketts  Gillespie,  Huntington,  W.  Va. 

Boston  City  Hospital,  Boston,  Mass. — Dr. 

Lewis  Tilghman  Stoneburner,  III,  Richmond. 
Presbyterian  Hospital,  San  Juan,  Puerto  Rico 
— Dr.  Dolores  Isabel  Mendez-Esteves,  Caguas, 
Puerto  Rico. 

Clinica  Mimiya,  Santurce,  Puerto  Rico — Dr. 
Felix  Alberto  Rodriguez,  Lares,  Puerto  Rico. 
Others  graduating  in  medicine  were : 

Dr.  Quinton  Edwin  Cooke,  Rich  Square,  N.  C. 
Dr.  Sid  Carlyss  Odell,  Appalachia. 

Dr.  Aaron  Pushkin,  Alexandria. 

Dr.  Herman  Anthony  Rich,  Morgantown,  W.  Va. 
Dr.  Millard  Kersey  Underwood,  Richmond. 

Dr.  William  Lynn  Wingfield,  Ashland. 

University  of  Virginia,  Department  of 
Medicine 

The  113th  commencement  exercises  of  the  Uni- 
versity of  Virginia  were  held  from  June  11th 
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through  the  15th.  Friday  and  Saturday  were  given 
over  to  the  alumni.  Besides  many  class  reunions, 
there  was  a barbecue  on  Saturday,  followed  by  a 
baseball  game  participated  in  by  an  alumni  team, 
members  of  the  graduating  class,  and  varsity  players. 
An  informal  dance  was  held  that  night. 

On  Sunday,  the  baccalaureate  sermon  was 
preached  by  Dr.  Beverley  D.  Tucker,  rector  of  St. 
Paul’s  Episcopal  Church,  Richmond.  In  the  even- 
ing, an  organ  recital  by  Professor  Harry  Rogers 
Pratt  was  held  in  the  Mclntire  amphitheatre. 

President  and  Mrs.  John  Lloyd  Newcomb  en- 
tertained the  graduates  and  alumni  Monday  after- 
noon at  a reception  at  their  home.  In  the  evening, 
there  was  a Phi  Beta  Kappa  initiation,  followed  by 
an  address  by  John  W.  Wheeler-Bennett,  eminent 
British  historian  and  author. 

On  Tuesday  afternoon,  degrees  were  conferred 
upon  approximately  425  students,  61  of  whom  re- 
ceived the  degree  of  doctor  of  medicine.  Mr.  Edward 
R.  Stetinius,  Jr.,  chairman  of  the  finance  committee 
of  the  United  States  Steel  Corporation,  delivered  the 
commencement  address.  A reception  and  the  final 
ball  followed  these  exercises. 

The  following  are  graduates  of  the  medical  school, 
with  their  hospital  appointments: 

University  of  Virginia  Hospital,  University — 
Drs.  McLemore  Birdsong,  Suffolk;  Ray  Edward 
Burger,  Covington;  Robert  Owen  Canada,  Jr., 
Grottoes;  Albert  Richie  Gillespie,  Tazewell; 
Marion  Kemper  Humphries,  Jr.,  Farmville; 
Alexander  McCausland,  Henderson,  W.  Va.;  and 
Thornton  Tayloe  Perry,  III,  Charlestown,  W.  Va. 
University  of  Virginia,  Department  of  Anat- 
omy, University — Dr.  Wiley  Roy  Mason,  Jr., 
Charlottesville. 

St.  Elizabeth’s  Hospital,  Richmond — Dr.  Sam- 
uel Norfleet  Etheredge,  Jr.,  Norfolk. 

Memorial  Hospital,  Richmond — Dr.  Charles 
Cabell  Bailey,  Charlottesville. 

Norfolk  General  Hospital,  Norfolk — Drs. 
Edward  Vernon  Brush,  Jr.,  Chatham;  and  Edwin 
Warner  Vaughan,  Jr.,  Norfolk. 

St.  Vincent’s  Hospital,  Norfolk — Dr.  Joseph 
Nagle,  Norfolk. 

Roanoke  City  Hospital,  Roanoke — Dr.  William 
Camp  Matthews,  University. 

Virginia  Mason  Clinic,  Seattle,  Wash. — Drs. 
William  Stephenson  Cole,  University;  and  Marion 
Lawrence  White,  Jr.,  Reedville. 


United  States  Marine  Hospital,  Baltimore, 
Md. — Drs.  Eugene  Willard  Arnett,  Jr.,  Danville; 
and  James  Eugene  Hemphill,  Petersburg. 

Union  Memorial  Hospital,  Baltimore,  Md. — 
Drs.  Barnes  Gillespie,  Jr.,  Tazewell;  and  Rudolf 
Bolling  Teusler,  Tokyo,  Japan. 

Baltimore  City  Hospital,  Baltimore,  Md. — 
Drs.  Eleanor  Mattingly  Littlepage,  Remington; 
and  Dexter  Davis,  Inverness,  Fla. 

Vanderbilt  University  Hospital,  Nashville, 
Tenn. — Dr.  Harry  Lee  Archer,  Waynesboro. 
Baroness  Erlanger  Hospital,  Chattanooga, 
Tenn. — Dr.  Joseph  Thomas  Phillips,  Jr., 
Charlottesville. 

Park  View  Hospital,  Rocky  Mount,  N.  C. — Dr. 

Herman  Alphonso  Cole,  Richmond. 

Hospital  of  the  Protestant  Episcopal  Church, 
Philadelphia,  Pa. — Dr.  John  Lippincott  Guer- 
rant,  Callaway. 

Methodist  Episcopal  Hospital,  Philadelphla., 
Pa. — Dr.  Thomas  Clement  Furman,  Greenville, 
S.  C. 

Woman’s  Hospital,  Philadelphla,  Pa. — Dr. 

Elizabeth  Mickley  Cover,  Covington. 

Alleghany  General  Hospital,  Pittsburgh,  Pa. 

— Dr.  John  K.  Taggart,  Jr.,  Charlotte,  N.  C. 
Passavant  Hospital,  Pittsburgh,  Pa. — Dr. 

Rawley  Martin  Shelton,  Jr.,  Unionville. 

St.  Francis  Hospital,  Pittsburgh,  Pa. — Dr. 

Joseph  Langhorn  Yon,  Charlottesville. 

Duval  County  Hospital,  Jacksonville,  Fla. — 
Dr.  Robert  Humber  Cox,  Jr.,  Lynchburg. 

St.  Luke's  Hospital,  Jacksonville,  Fla. — Dr. 

George  Oliver  Emerson,  Jr.,  Danville. 

Harper  Hospital,  Detroit,  Mich. — Dr.  John 
Custis  Crawford,  Alexandria. 

Henry  Ford  Hospital,  Detroit,  Mich. — Dr. 

Kenneth  Boyd  Grim,  Staunton. 

French  Hospital,  New  York,  N.  Y. — Dr.  John 
Bland  Hamilton,  University. 

New  York  Hospital,  New  York,  N.  Y. — Drs. 
Victor  Fray  Marshall,  Culpeper;  and  Robert 
Liston  Bailey,  Jr.,  Columbia,  S.  C. 

New  York  Polyclinic  Medical  School  and 
Hospital,  New  York,  N.  Y. — Dr.  John  Chap- 
man Watson,  Salem. 

United  States  Marine  Hospital,  Staten  Island, 
N.  Y. — Dr.  Bothwell  Graham,  III,  Clinton,  S.  C. 
St.  John’s  Hospital,  Brooklyn,  N.  Y. — Dr. 
Harry  LeCato  Smith,  Jr.,  Charlottesville. 
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Strong  Memorial  Hospital,  Rochester,  N.  Y. 

— Dr.  John  Ridley  Seal,  Charleston,  W.  Va. 

C.  & O.  Hospital,  Huntington,  W.  Va. — Dr. 

Henry  Hurt  Hancock,  Proffit. 

St.  Francis  Hospital,  Wilmington,  Del. — Dr. 

Herman  Laibstain,  Berkley. 

Delaware  Hospital,  Wilmington,  Del. — Drs. 
Jesse  Francis  Richardson,  Cape  Charles;  and 
Constance  Anthony  D’Alonzo,  Wilmington,  Del. 
University  of  Iowa  Hospital,  Iowa  City,  Ia. — 
Dr.  John  Oscar  Rydeen,  Norfolk. 

University  of  Oklahoma  Hospital,  Oklahoma 
City,  Okla. — Drs.  Irvine  Saunders,  Bedford; 
and  Walter  Spalding  Morse,  South  Deerfield, 
Mass. 

Lakeside  Hospital,  Cleveland,  O. — Dr.  James 
John  Griffitts,  Jacksonville,  Fla. 

Cincinnati  General  Hospital,  Cincinnati,  O. 

— Dr.  Henry  St.  George  Tucker,  Jr.,  Richmond. 
Starling-Loving  University  Hospital,  Colum- 
bus, O. — Dr.  Esta  Ross  Allen,  Salem,  W.  Va. 
Elizabeth  General  Hospital,  Elizabeth,  N.  J. 

— Dr.  Maurice  Allen  Chodosh,  Carteret,  N.  J. 
Cooper  Hospital,  Camden,  N.  J. — Dr.  George 
Hartrauft  Haley  Garrison,  New  Castle,  Del. 
University  of  California  Hospital,  San  Fran- 
cisco, Calif. — Dr.  Wylie  Fackler  Creel,  San 
Francisco,  Calif. 

Walter  Reed  Hospital,  Washington,  D.  C. — 
Dr.  William  C.  White,  Scottsville. 

Emergency  Hospital,  Washington,  D.  C. — Drs. 
Julius  Fogel,  Washington,  D.  C.;  and  Thomas 
Madden  Foley,  Jr.,  Washington,  D.  C. 

St.  Joseph’s  Hospital,  Providence,  R.  I. — Dr. 
Stephen  Joseph  Fortunato,  Wilmington,  Del. 

Dr.  Isadore  Samuel  Zfass,  Norfolk,  was  also  a 
member  of  the  graduating  class. 

Roanoke  Meeting  of  State  Society. 

Roanoke  doctors  have  arrangements  well  organ- 
ized for  the  annual  meeting  of  the  Medical  Society 
of  Virginia  in  Roanoke,  October  12-14.  A number 
of  reservations  have  already  been  made  for  com- 
mercial exhibits  but  the  requests  for  scientific  ex- 
hibits have  been  slow.  Members,  hospitals  or  groups 
who  desire  to  present  scientific  exhibits  at  this  meet- 
ing are  asked  to  make  reservations  promptly  that 
the  committee  may  know  how  much  space  to  reserve. 
Rates  at  the  various  hotels  are  as  follows : 

Patrick  Henry:  Single  rooms,  $2.00  to  $6.00; 


double,  $4.00  to  $8.00.  Each  room  is  equipped  with 
radio  and  bath. 

Ponce  de  Leon:  Single  rooms,  $2.00  to  $2.50; 
double,  $3.50,  or  twin  beds  $4.00  to  $5.00.  Each 
room  equipped  with  tub  or  shower. 

Roanoke:  Single  rooms,  $2.50  up;  double,  $4.00 
up.  Each  room  equipped  with  bath. 

For  those  who  prefer  to  be  in  private  homes,  there 
is  also  a list  of  places  where  rooms  may  be  had. 

In  addition  to  the  round  tables  on  a variety  of 
subjects,  the  Local  Committee  is  arranging  for  three 
outstanding  men  from  out  of  the  State  to  speak  on 
Tuesday  afternoon.  Following  the  afternoon  of 
round  tables  on  Wednesday,  it  is  planned  to  have  a 
subscription  dinner  for  the  full  membership.  These 
innovations  merit  a good  attendance  and  we  hope 
all  members  will  mark  the  dates  on  their  calendars 
and  make  every  effort  to  attend. 

American  Medical  Association. 

The  eighty-eighth  annual  session  of  the  Asso- 
ciation was  held  in  Atlantic  City,  June  7-11,  under 
the  presidency  of  Dr.  Charles  Gordon  Heyd  of  New 
York  City.  There  was  a registered  attendance  of 
over  9,500,  and  of  this  number  nearly  two  hundred 
were  from  Virginia.  The  large  number  of  scientific 
and  technical  exhibits  and  motion  pictures  added 
much  to  the  interest  of  the  scientific  program.  The 
entertainments  were  such  as  can  only  be  enjoyed  at 
Atlantic  City. 

Dr.  J.  H.  J.  Upham  of  Columbus,  Ohio,  suc- 
ceeded to  the  presidency  and  Dr.  Irvin  Abell  of 
Louisville,  Ky.,  was  named  president-elect.  San 
Francisco  was  selected  as  the  1938  place  of  meeting. 

Dr.  M.  P.  Rucker  of  Richmond,  Va.,  for  the  past 
year  chairman  of  the  Section  on  Obstetrics,  Gynecol- 
ogy and  Abdominal  Surgery,  read  his  address  as 
chairman  on  June  10th,  before  an  audience  of  sev- 
eral thousand. 

Two  Virginians  were  named  as  officers  in  sections 
for  the  coming  year:  Dr.  I.  C.  Riggin,  State  Health 
Commissioner,  Richmond,  as  secretary  of  the  Section 
on  Preventive  and  Industrial  Medicine  and  Public 
Health,  and  Dr.  Robert  V.  Funsten  of  Charlottes- 
ville as  secertary  of  the  Section  on  Orthopedic  Sur- 
gery. 

Married. 

Dr.  William  McKenzie  Bickers  and  Miss  Virginia 
Fitzpatrick,  both  of  Richmond,  Va.,  June  5. 

Dr.  Frederick  Ralph  Person  of  Williamsburg, 
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Ya.,  and  Miss  Dorothy  Italena  Speese  of  Roanoke, 
Va.,  June  12. 

Dr.  Harrison  Fitzgerald  Flippin,  son  of  Dr.  and 
Mrs.  J.  C.  Flippin  of  the  University  of  Virginia, 
and  Miss  Edith  Quier  of  Reading,  Pa.,  June  12. 
Dr.  Flippin,  who  graduated  from  the  University  of 
Virginia  in  1933,  has  since  made  his  home  in  Phila- 
delphia where  he  is  connected  with  the  University 
of  Pennsylvania  Hospital. 

Dr.  John  W.  Devine,  Jr.,  of  Lynchburg,  Va.,  and 
Miss  Clara  Roberts  of  Forest  Hill,  Durham,  N.  C., 
June  30. 

Dr.  Howard  Thompson  Holden,  class  of  ’34, 
University  of  Virginia,  now  of  Chattanooga,  Tenn., 
and  Miss  Dorothy  Rodes  of  “Rose  Hill"  near 
Crozet,  Va.,  in  June. 

Dr.  Charles  Hampton  Mauzy,  Jr.,  class  of  ’33, 
University  of  Virginia,  and  Miss  Elizabeth  Anne 
Thaxton,  daughter  of  Dr.  and  Mrs.  John  F.  Thax- 
ton  of  Tve  River,  Va.,  June  19.  Dr.  Mauzy  spent 
some  time  at  the  University  of  Virginia  Hospital 
but  is  now  resident  physician  on  obstetrics  at  Gall- 
inger  Municipal  Hospital  in  Washington,  D.  C. 

Dr.  James  Eugene  Hemphill,  Petersburg,  and 
M iss  Mary  Nancy  Ray,  Richmond,  June  21st.  Dr. 
Hemphill  is  a graduate  of  the  University  of  Virginia, 
Department  of  Medicine,  class  of  ’37,  and  is  serving 
an  internship  at  the  U.  S.  Marine  Hospital,  Balti- 
more. 

State  Health  Department  Personnel  Notes. 

Dr.  S.  D.  Gardner,  who  for  the  past  several 
months  has  been  pursuing  studies  in  the  course  of 
public  health  at  Johns  Hopkins  University,  has  re- 
sumed his  duties  as  Director  of  the  Valley  Health 
District  with  headquarters  in  Luray,  Virginia. 

Dr.  William  Grossman,  who  has  received  the 
Certificate  in  Public  Health  at  Johns  Hopkins 
University,  has  been  appointed  epidemiologist  in  the 
Department's  bureau  of  communicable  diseases. 

Dr.  Linwood  Farley,  for  some  time  health  officer 
with  the  Hanover  County  Health  unit,  has  accepted 
the  position  as  assistant  health  officer  of  the  Valley 
Health  District  with  headquarters  in  Luray. 

Dr.  H.  B.  Magill,  Jr.,  recently  with  the  Health 
unit  in  Northampton  County,  has  succeeded  Dr. 
Farley  in  Hanover  County,  with  headquarters  at 
Ashland. 

Dr.  J.  N.  Dudley,  who  has  just  completed  a course 
at  the  School  of  Hygiene  and  Public  Health  of  the 


Johns  Hopkins  University,  has  been  named  health 
officer  of  the  Northampton  County  Health  unit  with 
headquarters  at  Eastville. 

Dr.  E.  W.  Dodd,  Jr., 

Class  of  ’36,  Medical  College  of  Virginia,  who 
interned  the  past  year  at  Jefferson  Hospital,  Roan- 
oke, Va.,  is  now  at  Gary,  W.  Va.,  where  he  is  en- 
gaged in  industrial  practice. 

Dr.  Coleman  to  Head  Department  of  Neuro- 
logical Surgery  at  Both  Virginia  Medical 
Schools. 

Dr.  Claude  C.  Coleman  was  elected  Clinical 
Professor  of  Neurological  Surgery,  of  the  University 
of  Virginia,  at  the  May  meeting  of  the  Board  of 
Visitors.  Dr.  Coleman  will  direct  the  department 
with  the  assistance  of  Dr.  W.  Gayle  Crutchfield 
and  Dr.  John  M.  Meredith,  who  were  elected  Asso- 
ciate and  Assistant  Professors. 

Dr.  Coleman  will  reside  in  Richmond  where  he 
is  Professor  of  Neurological  Surgery,  Medical  Col- 
lege of  Virginia,  a position  he  has  held  since  1924, 
when  he  organized  the  department.  Dr.  Crutchfield 
will  likewise  continue  in  his  present  position  in 
the  Medical  College  of  Virginia  and  his  association 
in  private  practice  with  Dr.  Coleman.  Dr.  Meredith 
entered  upon  his  duties  at  the  University  on  July  1, 
and  will  live  in  Charlottesville. 

The  American  College  of  Physicians 

W ill  hold  its  twenty-second  annual  session  in 
New  York  City,  April  4-8,  1938,  with  headquarters 
at  the  Waldorf-Astoria  Hotel. 

Dr.  James  H.  Means,  of  Boston,  is  president  of 
the  College  and  will  have  charge  of  the  program  of 
general  scientific  sessions.  Dr.  James  Alex.  Miller, 
of  New  York  City,  has  been  appointed  general 
chairman  of  the  session,  and  will  be  in  charge  of 
clinics  and  demonstrations  in  the  hospitals  and 
medical  schools  and  of  the  program  of  round  table 
discussions. 

The  West  Virginia  State  Medical  Asso- 
ciation, 

At  its  annual  meeting  the  latter  part  of  May, 
elected  Dr.  Charles  W.  Waddell  of  Fairmont  as 
president.  He  will  take  office  on  January  1,  1988, 
succeeding  Dr.  W.  S.  Fulton  of  Wheeling.  Dr.  H.  H. 
Haynes  of  Clarksburg  and  Dr.  A.  A.  Shawkey  of 
Charleston  were  elected  vice-presidents,  and  Dr. 
T.  M.  Barber  of  Charleston  was  re-elected  treasurer. 
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Mr.  Joe  W.  Savage  of  Charleston  is  executive  secre- 
tary. Dr.  Walter  E.  Vest  of  Huntington  was  selected 
as  editor  of  the  State  journal,  and  White  Sulphur 
Springs  was  named  as  the  1938  meeting  place. 

Appointments  in  U.  S.  Public  Health  Service. 

Dr.  Roy  P.  Sandidge,  class  of  ’14,  University  of 
Virginia,  has  been  promoted  and  commissioned  as 
Senior  Surgeon  in  the  Regular  Corps  of  the  Service. 

Dr.  Romeo  J.  Gentile,  class  of  ’35,  University  of 
Virginia,  has  been  appointed  and  commissioned  as 
Assistant  Surgeon  in  the  Regular  Corps  of  the  Ser- 
vice. 

The  American  Gynecological  Society 

Held  its  sixty-second  annual  meeting  from  May 
31st  through  June  2nd  at  New  Ocean  House, 
Swampscott,  Mass.,  under  the  presidency  of  Dr. 
Fred  J.  Taussig  of  St.  Louis.  New  officers  elected 
at  this  time  are:  President,  Dr.  N.  Sproat  Heaney  of 
Chicago;  and  vice-presidents.  Dr.  Norris  W.  Vaux 
of  Philadelphia  and  Dr.  Frederick  C.  Irving  of 
Boston.  Dr.  William  C.  Danforth  of  Evanston,  111., 
and  Dr.  Richard  W.  Te  Linde  of  Baltimore,  Md., 
were  re-elected  treasurer  and  Secretary,  respectively. 

Dr.  James  W.  Tankard, 

Class  of  ’33,  University  of  Pennsylvania,  at  one 
time  w'ith  the  C.  C.  Corps  in  Virginia  but  who  has 
recently  had  special  training  in  the  Buffalo  (N.  V.) 
General  Hospital,  is  now  located  at  Franktown,  Va. 

News  from  the  Medical  College  of  Virginia. 

The  twenty-fourth  volume  of  “X-ray”,  the  year- 
book published  by  the  student  body,  was  dedicated 
to  Mr.  J.  R.  McCauley,  secretary-treasurer  of  the 
College,  in  recognition  of  his  thirty-five  years  of 
sendee  and  his  marked  devotion  to  all  its  varied 
interests.  

Lieutenant-Colonel  Edwin  B.  Maynard,  Medical 
Corps,  U.  S.  A.,  will  assume  his  duties  on  September 
30th  as  professor  of  Military  Science  and  Tactics 
in  the  Medical  Reserve  Officers’  Training  Corps  unit 
of  the  College.  He  was  detailed  also  as  instructor 
of  the  305th  medical  regiment  of  the  organized  re- 
serve. Dr.  Maynard  is  a native  of  Virginia  and 
received  his  medical  degree  from  the  University  of 
Virginia  in  1908. 

The  college  has  under  construction  its  first  dormi- 
tory for  men  at  a cost  of  $315,000.00.  This  build- 
ing will  house  the  house  staff  of  the  college  hospitals, 


approximately  fifty  and  the  senior  medical  class, 
its  total  capacity  being  one  hundred  forty-seven. 
The  building  will  be  located  in  the  hospital  center 
and  will  contain  in  addition  to  the  typical  dormitory 
rooms  a cafeteria,  private  dining  rooms,  an  assembly 
room  seating  one  hundred  fifty,  barber  shop,  and 
other  facilities.  The  building  will  be  dedicated  next 
spring,  probably  during  the  Centennial  Celebration 
of  the  college. 

News  from  University  of  Virginia, 

Department  of  Medicine. 

Dr.  Dudley  C.  Smith  spoke  on  Modern  Methods 
in  the  Control  of  Syphilis  at  the  scientific  session  of 
the  Ohio  County  Medical  Society  in  Wheeling,  West 
Virginia  on  April  30th. 

On  May  11th,  Dr.  H.  B.  Mulholland  addressed 
the  Medical  Society  of  Northern  Virginia,  meeting 
at  Woodstock,  Virginia,  on  the  subject  of  New 
Advances  in  Therapy. 

The  Virginia  State  Section  of  the  American 
College  of  Physicians  met  at  the  University  Hospital 
on  May  21st.  The  program  included  the  following 
speakers:  Dr.  A.  D.  Hart,  Dr.  H.  B.  Mulholland, 
Dr.  J.  Edwin  Wood,  Dr.  W.  W.  Waddell  and  Dr. 
D.  C.  Wilson. 

Dr.  H.  B.  Mulholland  addressed  the  New  York 
City  group  of  University  of  Virginia  Medical 
Alumni  at  their  meeting  on  May  28th. 

On  May  24th,  Dr.  J.  C.  Flippin  spoke  before  the 
Staff  of  St.  Elizabeth's  Hospital  in  Richmond  on 
the  subject  of  Acute  Aseptic  Meningitis. 

On  June  3rd,  Dr.  Robert  V.  Funsten  addressed 
the  American  Orthopedic  Association,  meeting  at 
Lincoln,  Nebraska,  on  Sideswipe  Dislocations  of  the 
Hip. 

On  June  4th,  Dr.  Fletcher  D.  Woodward  read  a 
paper  on  Nasopharyngeal  Abscesses  and  Cysts  be- 
fore the  American  Laryngological,  Rhinological  and 
Otological  Society  at  the  meeting  in  Atlantic  City. 

Dr.  J.  Edwin  Wood  and  Dr.  Harold  Nix  read 
a joint  paper  on  Hypertension  and  Pregnancy  be- 
fore the  Section  on  Medicine  of  the  American  Med- 
ical Association  at  the  meeting  in  Atlantic  City 
on  June  9th. 
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At  the  Final  Exercises  on  June  15th  sixty-one 
students  from  the  Department  of  Medicine  were 
graduated  with  the  Degree  of  Doctor  of  Medicine. 

News  from  Jefferson  Medical  College  of 
Philadelphia. 

The  one  hundred  and  twelfth  commencement  was 
held  on  June  4th,  with  the  graduating  class  number- 
ing 138.  This  brings  the  total  number  of  graduates  to 
16,313.  The  annual  alumni  dinner  was  held  on 
June  3rd  with  more  than  500  alumni  in  attendance. 
Among  the  speakers  at  this  dinner  was  Dr.  James 
K.  Hall,  Richmond,  representing  the  class  of  1904. 
Alumni  day  and  ex-internes’  day  clinics  were  held 
on  the  2nd  and  3rd  in  the  clinical  amphitheatre  of 
the  Hospital. 


Dr.  Horace  James  Williams  was  elected  pro- 
fessor of  otology  at  a recent  meeting  of  the  Board  of 
Trustees.  He  graduated  from  the  College  in  1912, 
and  is  otologist  and  laryngologist  to  the  German- 
town Dispensary  and  Hospital,  the  Lutheran 
Orphanage  in  Germantown,  the  Philadelphia  Hos- 
pital for  Contagious  Diseases,  and  the  Memorial 
Hospital.  He  is  the  author  of  numerous  articles  on 
diseases  of  the  ear,  nose  and  throat. 


Dr.  P.  Brooke  Bland,  professor  of  obstetrics  at 
the  College,  was  elected  emeritus  professor  of  ob- 
stetrics. He  was  graduated  with  honors  from  the 
College  in  1901.  He  served  as  resident  physician 
following  his  graduation  and  held  positions  in  the 
department  of  gynecology  until  1925,  at  which  time 
he  was  appointed  as  head  of  the  department  of  ob- 
stetrics. Dr.  Bland  is  the  author  of  several  books 
and  a number  of  papers  dealing  with  obstetrics  and 
gynecology. 

Dr.  Norris  Wistar  Yaux  was  appointed  to  succeed 
Dr.  Bland  as  professor  of  obstetrics.  He  is  a grad- 
uate of  the  University  of  Pennsylvania  and  is  ob- 
stetrician and  gynecologist  in  chief  to  the  Pennsyl- 
vania Hospital.  He  has  held  positions  in  Jefferson 
Medical  College  since  1908. 

News  Notes  from  Duke  University  School 
of  Medicine. 

On  May  17th,  Dr.  W.  H.  Stoner,  - of  the 
Burroughs  Wellcome  and  Company  Experimental 
Research  Laboratories  lectured  to  the  staff  and 


students  on  Sulfanilamide  Therapy,  and  on  May 
31st  Dr.  Jonas  S.  Friedenwald  of  the  Wilmer  In- 
stitute of  Ophthalmology',  The  Johns  Hopkins  Hos- 
pital, lectured  on  Interpretation  of  Retinal  Changes. 

At  the  graduating  exercises  of  Duke  University, 
held  June  7th,  forty-eight  students  received  the  de- 
gree of  Doctor  of  Medicine,  and  six  the  degree  of 
Bachelor  of  Science  in  Medicine. 

Dr.  David  H.  Andrew, 

Located  for  a time  at  Wytheville,  Va.,  before 
going  to  Baltimore  to  study  at  the  School  of  Hygiene 
and  Public  Health  of  Johns  Hopkins  University, 
has  completed  his  course  and  will  be  connected  with 
the  Baltimore  City  Health  Department,  effective 
July  1,  1937. 

The  Medical  Library  Association 

Held  its  annual  meeting  in  Richmond,  May  23-26, 
with  representatives  throughout  the  United  States 
and  Canada  in  attendance.  Speakers  at  the  various 
sessions  included  Mayor  J.  Fulmer  Bright,  Drs. 
W.  T.  Sanger,  E.  C.  L.  Miller,  M.  P.  Rucker,  and 
Harrv  J.  Warthen,  all  of  Richmond,  Dr.  Joseph 
Miller  of  Thomas,  W.  Va.,  and  Colonel  C.  F. 
Mayer  of  the  surgeon-general’s  library  in  Washing- 
ton. Dr.  W.  S.  Francis,  president  of  the  association, 
at  the  annual  banquet  gave  a very'  interesting  ad- 
dress on  Sir  William  S.  Osier. 

Mr.  James  F.  Ballard,  of  the  Boston  Medical 
Library’,  yvas  elected  president  of  the  Association, 
and  Miss  Florence  McRae,  of  the  Medical  College 
of  Virginia  Library,  Richmond,  was  made  a member 
of  the  executive  committee. 

Dr.  J.  Bernard  Jones, 

Who  graduated  from  the  Medical  College  of  Vir- 
ginia in  1933  and  interned  the  following  year  at 
the  Norfolk  (Va.)  Protestant  Hospital,  is  noyv  lo- 
cated in  Culpeper,  Va.,  where  he  is  associated  with 
Dr.  D.  W.  Kelly  in  the  general  practice  of  medicine. 
For  the  two  years  before  locating  in  Culpeper,  Dr. 
Jones  served  as  Medical  Officer  of  the  Medical 
Corps  Reserve  with  the  Civilian  Conservation  Corps. 
At  the  time  of  resigning  from  the  Service,  he  yvas 
District  Surgeon  with  headquarters  at  Toyvson,  Md. 

Dr.  Walter  E.  Vermilya, 

Class  of  ’36,  Medical  College  of  Virginia,  yvho 
interned  for  the  past  year  at  Rex  Hospital,  Raleigh, 
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X.  C.,  has  located  at  Big  Rock,  Va.,  where  he  will 
be  engaged  in  general  practice. 

Dr.  E.  W.  Dodd, 

Buchanan,  Va.,  was  re-elected  as  one  of  the 
councilmen  of  that  place  at  the  recent  elections. 

Dr.  E.  L.  Kendig, 

Who  graduated  from  the  Medical  College  of  Vir- 
ginia in  1936  and  has  since  been  interning  at  the 
College  hospitals  in  Richmond,  is  now  at  Babies’ 
Hospital,  Wrightsville  Sound,  Wilmington,  N.  C. 

Dr.  Joseph  E.  Gladstone,  Jr., 

Class  of  ’34,  University  of  Virginia,  who  served 
a rotating  internship  at  St.  Vincent’s  Hospital,  Nor- 
folk, Va.,  the  following  year,  and  later  was  resident 
in  obstetrics  and  gynecology  at  Columbia  Hospital 
for  Women  in  Washington,  D.  C.,  has  located  for 
general  practice  at  his  former  home,  Exmore,  Va. 

Dr.  Julian  Ruffin, 

Associate  professor  of  Medicine  at  Duke  Uni- 
versity, Durham,  N.  C.,  was  the  guest  speaker  on 
President’s  Night  at  the  Norfolk  County  Medical 
Society  on  May  31st.  His  subject  was  “The  Present 
Status  of  Pellagra.”  Following  the  meeting,  Dr. 
Walter  B.  Martin,  President  of  the  Society,  honored 
Dr.  Ruffin  with  an  informal  reception  at  the  Town 
Club,  to  which  were  invited  all  members  of  the 
Society. 

The  Medical  Society  of  the  State  of 
North  Carolina, 

At  its  annual  meeting  in  May,  inducted  Dr. 
Wingate  M.  Johnson  of  Win«ton-Salem,  as  president, 
and  elected  Dr.  James  B.  Sidbury  of  Wilmington  as 
president-elect,  and  Dr.  Thomas  M.  W.  Long  of 
Roanoke  Rapids  as  secretary.  The  latter  succeeded 
Dr.  L.  B.  McBrayer  who  retired  after  a service  of 
many  years.  The  next  annual  meeting  will  be  at 
Pinehurst  in  May  1938. 

Dr.  J.  M.  Hurt 

Has  been  elected  president  of  the  Blackstone 
(Va.)  Rotary  Club  and  was  installed  on  June  21st. 

Dr.  M.  H.  Mund 

Announces  his  removal  from  Covington,  A’a.,  to 
28  Church  Street,  Martinsville,  Va. 


Dr.  L.  Floyd  Hobbs, 

Formerly  of  Jewell  Ridge,  Va.,  is  now  located 
for  private  practice  at  403  Doniphan  Building, 
Alexandria,  Va. 

Dr.  E.  T.  Terrell, 

Williamsburg,  Va.,  was  recently  named  to  the 
board  of  directors  of  the  Lions’  Club  of  Williams- 
burg, Va.,  for  the  coming  year. 

Dr.  Frank  P.  Coleman, 

Class  of  ’31,  Medical  College  of  Virginia,  who 
has  just  completed  a residency  in  general  surgery 
at  the  University  of  Michigan  Hospital  in  Ann 
Arbor,  has  accepted  the  appointment  as  resident  in 
thoracic  surgery  at  the  Cleveland,  Ohio,  City  Hos- 
pital. 

Dr.  Robert  P.  Stock, 

Formerly  of  Stonega,  Va.,  announces  that  he  is 
now  located  at  Childersburg,  Ala. 

The  Leslie  Dana  Gold  Medal, 

Awarded  annually  for  outstanding  achievements 
in  the  prevention  of  blindness  and  the  conservation 
of  vision,  was  presented  this  year  to  Mrs.  Winifred 
Hathaway,  of  New  York  City,  Associate  Director 
of  the  National  Society  for  the  Prevention  of  Blind- 
ness. She  is  the  second  woman  to  be  accorded  this 
honor. 

Dr.  and  Mrs.  William  Franklin  Grigg, 

Richmond,  Va.,  celebrated  the  twenty- fifth  anni- 
versary of  their  marriage  on  the  evening  of  June  5th, 
at  which  time  many  friends  gathered  to  extend  their 
congratulations  and  good  wishes. 

Dr.  Sidney  Trattner, 

Richmond,  Va.,  was  named  a member  of  the 
board  of  directors  of  the  Richmond  First  Club  at  its 
meeting  the  middle  of  June. 

Dr.  Charles  W.  Warren, 

Who  graduated  from  the  Medical  College  of  Vir- 
ginia in  1936  and  has  just  completed  a rotating 
internship  at  Garfield  Memorial  Hospital,  Wash- 
ington, D.  C.,  has  located  at  Upperville,  Va.,  where 
he  will  be  engaged  in  the  general  practice  of 
medicine. 
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Dr.  Waldon  M.  Wattles 

Has  accepted  the  position  of  resident  physician  at 
the  Southside  Hospital,  Farmville,  Ya.  He  is  a 
resident  of  Battle  Creek,  Mich.,  and  received  his 
degree  in  medicine  from  the  Vanderbilt  University, 
Nashville,  Tenn.  Dr.  Wattles  recently  served  an 
internship  at  the  Children’s  Hospital  in  Montreal, 
Canada. 

Wanted — 

Contract  or  assistantship  practice.  Gentile,  41, 
class  “A”,  married,  good  habits,  hard  worker,  good 
mixer,  will  go  anywhere.  Address  “XX”,  care  this 
Journal.  (Adv.) 

For  Sale — 

Bargain — Eye,  Ear,  Nose  and  Throat  Instru- 
ments. Excellent  condition.  Equipment  includes 
suction  and  pressure  apparatus,  complete  set  of  test 
lenses,  etc.  Owned  by  the  late  Dr.  Booker  Lee.  For 
information,  write  Mrs.  Nellie  L.  Lee,  210  Berkley 
Avenue,  Roanoke,  Va.  (Adv.) 

For  Sale  or  Rent — 

A desirable  modern  home  and  office  of  a deceased 
doctor  who  had  a large  and  lucrative  practice  in  a 
prosperous  community  in  the  Valley  of  irginia. 
There  is  no  doctor  in  this  community  and  there  is 
a splendid  opening  for  an  active  practitioner.  In- 
quiries invited.  Address  H.  O'B.  Cooper,  P.  O.  Box 
1808,  Washington,  D.  C.  (Adv.) 

Position  Wanted — 

By  registered  technician  and  typist,  trained  in 
secretarial  and  office  work.  Best  references.  Ad- 
dress “Technician”,  care  this  Journal,  1200  East 
Clay  Street,  Richmond,  Va.  (Adv.) 

Wanted — 

By  30-bed  hospital  located  in  Southwest  Virginia, 
young  graduate  in  medicine,  licensed  in  Virginia,  to 
help  with  general  medical,  surgical  and  obstetrical 
services.  Position  pays  maintenance  and  $100.00 
monthly  to  start.  References  required,  Address 
“Southwest  Virginia”,  care  this  Journal,  1200  East 
Clay  Street,  Richmond,  Va.  (Adv.) 


Obituary  Record 

Dr.  Samuel  Downing, 

Prominent  physician  of  Newport  News,  Va.,  died 
in  a Richmond  hospital  on  June  14th,  after  a long 


illness.  He  was  a native  of  Lancaster  County,  Va., 
and  forty-four  years  of  age.  Dr.  Downing  graduated 
from  the  Medical  College  of  Virginia,  class  of  ’14. 
He  was  formerly  health  officer  of  Newport  News 
and  in  more  recent  years  had  represented  the  U.  S. 
Public  Health  Service  and  the  Veterans’  Adminis- 
tration in  his  district.  Dr.  Downing  was  a member 
of  several  medical  organizations,  among  them  being 
the  Medical  Society  of  Virginia.  A son  survives  him. 

Dr.  Hugh  Hodge  Hill 

Died  at  his  home  in  Locust  Dale,  Va.,  June  15th. 
He  was  seventy-nine  years  of  age  and  graduated 
from  the  University  of  Pennsylvania,  School  of 
Medicine,  in  1895.  Dr.  Hill  was  for  a number  of 
years  resident  physician  at  Mountain  Lake,  Va.  He 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia since  1900. 

Dr.  Booker  Lee, 

Pulaski,  Va.,  died  April  4th,  of  heart  disease. 
He  was  forty-nine  years  of  age  and  a graduate  of 
the  Medical  College  of  Virginia  in  1909.  Dr.  Lee 
was  a member  of  the  Medical  Society  of  Virginia. 
His  wife  and  a daughter  survive  him. 

Dr.  Frank  Wandling  Hornbaker, 

Occoquan,  Va.,  died  June  11th,  at  the  age  of 
sixty-two.  He  was  a graduate  of  the  former  Uni- 
versity College  of  Medicine,  Richmond,  in  1900,  and 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia for  about  thirty  years. 

Dr.  Alonzo  Leonidas  Winfield, 

Of  Richmond,  Va.,  died  June  22nd.  He  was  a 
native  of  California  and  sixty-one  years  of  age. 
Dr.  Winfield  graduated  from  the  Medical  College 
of  Virginia  in  1911,  and  was  a member  of  the 
Medical  Society  of  Virginia.  He  was  for  many  years 
prominent  in  Masonic  circles,  having  served  as  past 
master  in  two  lodges.  His  wife  survives  him. 

Dr.  Stafford  G.  Cooke, 

Yorktown,  Va.,  died  suddenly  March  2nd.  He 
graduated  from  the  College  of  Physicians  and  Sur- 
geons, Baltimore,  in  1886.  Dr.  Cooke  was  for  many 
years  supervisor  in  Nelson  district  of  York  County 
and  a member  of  the  school  board. 

Dr.  Ben  P.  Sanders, 

Chilhowie,  Va.,  died  February  6th,  at  the  age  of 
eighty-one.  He  was  a graduate  of  the  Medical  Col- 
lege of  Virginia  in  1880. 


TO  THE  DOCTOR'S  WIFE 

It  is  our  conviction  that  cosmetics  should 
be  selected  to  suit  the  individual's  require- 
ments. We  cater  exclusively  to  you,  the 
individual.  Our  representatives  are  trained 
to  help  you  select  suitable  beauty  prepara- 
tions and  to  show  you  how  to  apply  them. 

It  is  only  sensible  to  realize  that  a truly  beautiful 
skin  is  first  of  all  a healthy  skin  and  secondly  a well- 
cared-for  skin. 

Cosmetics  serve  to  enhance  your  appearance,  to 
present  you  at  your  best.  In  this  regard  it  is  well  to 
bear  in  mind  that  a natural  appearance  is  by  far  the 
most  charming. 

Carefully  selected,  and  artistically  applied,  make- 
up preparations  lose  their  identity  as  cosmetics  and 
become  an  indistinguishable  part  of  your  personality. 

We  want  it  clearly  understood  that  we  in  no  way 
undertake  to  treat  skin  disorders.  If  you  are  thus 
afflicted  we  had  rather  that  you  not  use  our  prepara- 
tions without  the  consent  of  a skin  specialist.  Our 
formulary  is  available  to  the  medical  profession. 

A card  addressed  to  us  will  be  referred  to  the 
manager  of  the  territory  in  which  you  reside.  It  is  our 
pleasure  to  be  at  your  service. — LUZIER'S,  Inc. 

Beauty  Preparations  by  Luzier 

KANSAS  CITY,  MISSOURI 
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Gastric  Tissue  Juice  Extract 


ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 


ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 

It  is  made  ready  for  use,  simply  by  the  addition  of  water. 


These  are  simply  notes  of  clinical  application  during  many  years: 
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Physician’s  Steeline  Office  Furniture 


For  the  Thoroughly  Modern  Treatment  Room 


A New  Conception  in  Physician's 
Fine  Office  Furniture 


Modern  Convenience  with  the  En- 
durance of  Steel 


Offered  in  Five  Duo-Tone  Color 
Combinations 


W.  O.  HESTER, 

3122  W.  Grace  Street,  Richmond,  Virginia 


Southwestern  Virginia  Representative 

J.  C.  PARRISH,  JR. 

126  E.  Campbell  Ave.  Roanoke,  Vo. 


Representative, 

A.  S.  ALOE  COMPANY, 
St.  Louis,  Mo. 
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DIARRHEA 


“the  commonest  ailment  of  infants 
in  the  summer  months” 

(HOLT  AND  McINTOSH  : HOLT'S  DISEASES  OF  INFANCY  AND  CHILDHOOD,  1933) 

One  of  the  outstanding  features  of  DEXTRI-MALTOSE 
is  its  low  fermentability  and  consequent  preference  in 
the  management  of  infantile  diarrhea. 

SERIOUSNESS  OF  DIARRHEA— There  is  a widespread 

opinion  that,  thanks  to  improved  sanitation,  infantile  diarrhea  is  no 
longer  of  serious  aspect.  But  Holt  and  McIntosh  declare  that  diar- 
rhea “is  still  a problem  of  the  foremost  importance,  producing  a 
number  of  deaths  each  year.  . . Because  dehydration  is  so  often  an 
insidious  development  even  in  mild  cases,  prompt  and  effective  treat- 
ment is  vital.  Dextri-Maltose  has  outstanding  merit  in  diarrheal  cases 
because  it  supplies  essential  carbohydrate  that  is  well  tolerated  during 
treatment  as  well  as  in  convalescence. 


Just  as  DEXTRI-MALTOSE  is  a carbohydrate  modifier  of  choice,  so  is  CASEC  (calcium  cas- 
einate) an  accepted  protein  modifier.  Casec  is  of  special  value  for  (1)  colic  and  loose  green  stools 
in  breast-fed  infants,  (2)  fermentative  diarrhea  in  bottle-fed  infants,  (3)  prematures,  (4)  maras- 
mus, (5)  celiac  disease. 

MEAD  JOHNSON  & CO.,  EVANSVILLE,  1ND.,  U.  S.  A. 


When  requesting  samples  'of  Dextri-Maltose,  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching 

unauthorized  persons. 


Help  the  Family  Budget  by 
Prescribing  KARO 

FOR  INFANT  FEEDING 


iTNY  prescribed  food  which  abundantly  fulfills  the 
baby’s  needs — and  is  available  at  low  cost — is  a boon 
to  the  mother,  a blessing  to  the  father.  And  the  baby 
thrives!  Karo  Syrup  is  an  effective  carbohydrate.  It  is 
well- tolerated,  practically  non -fermentable,  quickly 
utilized.  The  low  price  of  Karo  is  based  on  its  cost 
— not  on  its  high  value  as  an  ideal  infant  food. 

c? 


★ Infant  feeding  practice 
is  primarily  the  concern  of  the 
physician,  therefore,  Karo  for  in 
fant  feeding  is  advertised  to  the 
Medical  Profession  exclusively. 


For  further  information,  tv  rite 

Corn  Products  Salus  Company,  Dept.  SJX,  17  Battery  Place,  New  York,  X.  Y. 
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ADHESIVE  PERICARDITIS -TREATMENT  BY  SECTION 
OF  THE  LEFT  PHRENIC  NERVE.* 


Walter  B.  Martin,  M.  D., 
Norfolk,  Va. 


The  surgical  aspect  of  the  treatment  of  adhesive 
pericarditis  has  received  considerable  attention  dur- 
ing the  past  decade  both  here  and  abroad.  Surgical 
efforts  to  relieve  patients  suffering  from  the  effects 
of  pericardial  adhesions  have  been  inspired  by  the 
hopeless  outlook  of  many  of  these  cases  under  med- 
ical management  and  the  occasional  brilliant  results 
that  have  followed  surgical  interference.  The  oper- 
ative risk  is  admittedly  high,  both  on  account  of  the 
nature  of  the  operation  and  of  the  condition  of  the 
patient  at  the  time  of  operation.  In  the  nature  of 
things  only  severely  disabled  patients  have  been 
selected  for  surgical  treatment. 

In  general,  adhesive  pericarditis  has  been  divided 
into  two  groups,  namely,  mediastino-pericarditis 
and  constricting  pericarditis. 

In  the  first  group,  adhesions  exist  between  the 
pericardium,  the  mediastinal  structures  and  the  an- 
terior chest  wall,  together  with  adhesions  between 
the  two  layers  of  the  pericardium.  In  this  group 
the  heart  is  enlarged  and  heart  failure  is  attributed 
to  mechanical  interference  with  normal  heart  mo- 
bility, or  to  partial  obstruction  of  the  return  flow 
of  blood  through  the  inferior  and  superior  vena 
cava,  as  a result  of  constricting  adhesions. 

In  the  second  group  the  heart  tends  to  be  small 
and  the  disability  is  due  to  widespread  thickening 
and  hardening  of  the  pericardium,  producing  a gen- 
eral constriction  of  the  heart  cavities  and  resulting 
in  a definite  interference  with  the  inflow  of  blood, 
the  so-called  “inflow  stasis”. 

These  two  conditions  have  led  to  the  development 
of  two  distinct  types  of  operation,  namely,  the  de- 
corticating operation  suggested  by  Delorme,  which 
seeks  to  relieve  the  constriction  of  the  heart  by  strip- 

*Read before  the  sixty-seventh  annual  session  of  the 
Medical  Society  of  Virginia,  at  Staunton,  Va.,  October 
13-15,  1936. 


ping  off  the  leatherlike  encasement,  and  the  opera- 
tion of  Brauer,  or  cardiolysis.  This  last  consists  of 
removing  the  rigid  bony  framework  of  the  ribs  and 
sternum  so  as  to  allow  the  heart  to  pull  against 
elastic  structures  rather  than  against  the  unyielding 
bone. 

Little  attention,  however,  has  been  paid  to  the 
part  played  by  the  diaphragm  in  adhesive  cases  in 
augmenting  the  load  on  the  heart.  Sauerbruck,1  in 
1925,  stated:  “In  mediastino-pericarditis  and  tuber- 
culous adhesions  which  exist  between  the  heart 
and  the  lungs,  on  the  one  hand,  and  the  diaphragm, 
on  the  other,  phrenicotomy  relieves  the  tension  and 
pulling  and  frees  the  patient  from  disagreeable  dis- 
comfort. It,  therefore,  also  serves  as  an  adjunct 
for  the  operative  loosening  of  the  heart  (car- 
diolysis).” Apparently  no  notice  was  taken  of  this 
suggestion  until  Trout,2  in  1931,  independently  sug- 
gested a resection  of  the  left  phrenic  nerve  in  cer- 
tain cases  of  adhesive  pericarditis.  Trout  states: 
“There  are  cases  in  which  the  adhesions  exist  be- 
tween the  pericardium  and  the  thoracic  wall  and 
also  between  the  pericardium  and  the  diaphragm. 
It  is  in  such  cases  as  these  that  I believe  the  removal 
of  a segment  of  the  left  phrenic  nerve  will  be  of 
value.” 

In  March,  1931,  section  of  the  left  phrenic  nerve 
for  adhesive  pericarditis  was  done  on  a patient  at 
St.  Vincent’s  Hospital  by  Dr.  R.  L.  Payne.3  This 
patient  had  apparently  developed  adhesive  peri- 
carditis following  a coronary  occlusion.  He  showed 
marked  subjective  and  objective  improvement  fol- 
lowing the  operation  but  died  subsequently  of  coro- 
nary disease.  He  was  examined  in  May,  1931,  sixi 
weeks  after  the  operation,  and  at  that  time  was  well 
compensated.  There  was  no  edema  and  no  enlarge- 
ment of  the  liver.  Encouraged  by  this  result,  I 
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subsequently  submitted  three  of  my  patients  to  this 
operation.  These  three  cases  are  deemed  worthy 
of  report  in  some  detail,  since  only  by  accumulation 
of  data  from  many  sources  can  valid  conclusions 
be  drawn.  Due  to  the  comparative  rarity  of  this 
•condition  no  one  individual  can  expect  to  encounter 
a large  group  of  cases. 

Case  I.  W.  D.,  a white  male,  age  35,  was  ad- 
mitted to  St.  Vincent’s  Hospital,  October  25,  1933, 
complaining  of  shortness  of  breath,  cough,  and 
swelling  of  his  body.  Except  for  the  usual  child- 
hood diseases  he  had  always  been  well  until  June 
18,  1933.  While  eating  breakfast  on  that  day  he 
was  seized  with  a sharp  pain  over  the  precordium. 
This  pain  gradually  extended  over  the  chest  and 
down  both  arms.  In  spite  of  sedatives  and  opiates 
the  pain  continued  and  was  still  present  in  great 
severity  three  days  later.  On  this  day  a diagnosis 
of  bronchopneumonia  was  made.  After  a febrile 
period  of  three  weeks  he  gradually  improved  and 
Avas  allowed  up.  About  the  first  of  August  he  began 
to  suffer  from  shortness  of  breath.  This  increased 
in  severity  and  on  September  1 he  first  noticed  en- 
largement of  the  abdomen  and  began  to  be  harassed 
by  a troublesome  cough.  His  symptoms  became 
progressively  aggravated  until  his  admission  to  St. 
Vincent’s  Hospital  on  October  25. 

Examination  on  admission  showed  a well-nour- 
ished man  in  marked  respiratory  distress,  with  a 
generalized  edema.  The  pupils  reacted  normally. 
The  nares  were  clear.  The  frontal  sinuses  and 
antra  transilluminated  well.  The  eardrums  were 
normal.  The  teeth  were  poorly  cared  for.  The  gum 
margins  were  slightly  swollen;  the  tongue  coated; 
the  tonsils  enlarged  and  cryptic.  The  veins  of  the 
neck  were  distended.  The  chest  expansion  was 
limited  on  the  left  and  there  was  impairment  to 
percussion  at  the  left  base,  with  diminished  breath 
sounds.  At  the  extreme  left  base  the  percussion 
note  was  flat  and  breath  sounds  practically  absent. 
Showers  of  coarse  rales  were  heard  over  both  bases, 
especially  on  the  left.  The  heart  area  Avas  definitely 
enlarged,  although  the  exact  location  of  the  left 
border  was  difficult  to  determine.  The  heart  sounds 
Avere  quite  distant  and  muffled  and  a soft  systolic 
murmur  was  audible  over  the  mitral  area.  No 
friction  sound  was  heard.  The  pulse  rate  was  120 
and  definitely  paradoxical  in  character.  The  blood 
pressure  was  110/85.  The  abdomen  Avas  distended 
and  contained  a large  amount  of  fluid.  The  liver 


was  enlarged  a hand-breadth  below  the  costal  mar- 
gin. A diagnosis  was  made  of  adhesive  pericarditis 
Avith  left  pleural  effusion. 

This  patient  was  placed  at  rest  on  restriction  of 
fluids  and  a low  salt  intake.  Sedatives  and  opiates 
were  given  to  procure  sleep  and  he  was  digitalized. 
These  measures  failed  to  reduce  the  swelling  and 
he  was  then  given  ammonium  chloride,  followed  by 
novasurol.  Satisfactory  diuresis  of  as  much  as  110 
ounces  in  twenty-four  hours  was  obtained.  He  re- 
mained in  the  hospital  until  December  13.  In  spite 
of  all  these  measures  he  was  not  fully  compensated 
when  discharged.  The  liver  was  still  enlarged, 
rales  were  present  in  both  lung  bases,  and  there  still 
persisted  some  edema  and  ascites.  He  remained 
at  home  at  rest  until  January  10,  when  he  was  re- 
admitted in  about  the  same  condition  as  when  dis- 
charged. The  patient  was  put  on  restriction  of 
fluids  and  salt  and  was  given  digitalis.  Good  diuresis 
was  again  obtained  by  ammonium  salts  and  mer- 
curials intraA’enously.  He  improved  while  on  ab- 
solute bed  rest  but  any  attempt  to  get  him  up  was 
followed  by  a return  of  dyspnea,  edema,  and  further 
enlargement  of  the  liver. 

On  January  29  the  left  phrenic  nerve  was  sec- 
tioned by  Dr.  R.  L.  Payne.  There  was  no  untoward 
effect  from  the  operation  and  from  then  on  he  made 
a slow  but  progressive  improvement.  By  February 
12th  the  edema  and  ascites  had  disappeared  and 
the  liver  had  returned  to  normal  size.  He  was  then 
allowed  up,  Avithout  return  of  the  signs  of  decom- 
pensation and  without  dyspnea.  He  was  dis- 
charged, well  compensated,  on  February  24.  The 
blood  pressure  at  that  time  Avas  94/70,  the  pulse 
90.  Throughout  the  spring  and  summer  he  was  up 
and  around  on  moderate  exercise  without  dyspnea 
or  edema. 

On  October  17,  1934,  he  was  readmitted  to  St. 
Vincent’s  Hospital,  with  feATer,  cough,  blood-streaked 
sputum,  leucocytosis,  temperature  104,  pulse  120, 
respiration  32,  blood  pressure  112/72,  and  signs  of 
consolidation  of  the  right  lower  lobe.  This  attack 
came  on  folloAving  an  acute  cold  contracted  a few 
days  before.  He  made  a good  recovery  from  this 
attack  of  pneumonia  and  at  no  time  showed  evi- 
dence of  any  unusual  cardiac  weakness.  After  a 
period  of  convalescence  he  went  to  work  as  manager 
of  a bowling  alley  and  has  worked  steadily  and 
has  remained  in  good  health  for  the  past  two  years. 

The  exact  nature  of  the  patient’s  illness  in  June, 
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1933,  is  not  entirely  clear.  The  sudden  onset  and 
severe  pain,  followed  by  evidence  of  bronchopneu- 
monia at  the  left  base  and  later  by  adhesive  peri- 
carditis, suggest  coronary  occlusion  as  the  cause  of 
his  first  illness.  It  is  possible,  however,  that  his 
initial  illness  was  due  to  an  acute  pericarditis. 
Over  a period  of  three  months  he  failed  to  com- 
pensate on  complete  rest,  digitalis,  restriction  of 
fluids  and  salt,  and  the  use  of  adequate  diuretics. 
Following  left  phrenicotomy  he  improved  rapidly 
and  was  able  to  leave  the  hospital  well  compensated 
at  the  end  of  twenty-six  days.  Less  than  a year 
later  he  survived  an  acute  attack  of  bronchopneu- 
monia. He  has  now  been  actively  at  work  for 
nearly  two  years  without  any  return  of  cardiac 
symptoms. 

Case  II.  J.  H.  L„  a white  male,  age  46,  was 
first  seen  on  June  13,  1934,  at  my  office.  He  had 
always  been  strong  and  well  prior  to  his  present  ill- 
ness except  for  an  attack  of  pleurisy  on  the  left 
side  eight  years  before.  He  had  recovered  from 
this  promptly  and  had  subsequently  remained  well. 
At  3:00  A.  M.  on  May  13,  he  was  awakened  from 
a sound  sleep  by  a choking  sensation  beneath  the 
sternum  and  pain  down  both  arms  to  the  elbows. 
He  was  seen  by  a physician  who  told  him  he  had 
acute  indigestion  and  gave  him  a hypodermic.  Fol- 
lowing this  he  continued  to  be  ill  and  suffered  with 
pain  in  the  lower  left  chest,  front  and  axilla,  radiat- 
ing to  the  left  shoulder,  and  a constricting  sensation 
beneath  the  sternum. 

Following  his  initial  attack  he  developed  palpita- 
tion and  dyspnea  on  slight  exertion  and  an  elevation 
of  temperature.  The  pain  in  his  left  chest  became 
aggravated  and  he  consulted  a second  physician 
who  told  him  he  had  pleurisy.  The  pain,  however, 
was  not  relieved  by  strapping,  and  an  X-ray  made 
at  that  time  revealed  no  evidence  of  trouble  in  the 
pleura  or  lungs.  When  seen  on  June  13,  exactly 
one  month  after  his  initial  attack,  he  was  in  con- 
siderable distress,  complaining  particularly  of  pain 
in  the  left  chest,  in  the  axilla  and  over  the  precor- 
dium.  The  tonsils  were  enlarged,  cryptic,  and  pus 
could  be  freely  expressed  from  both  sides.  The 
area  of  cardiac  dulness  was  definitely  enlarged,  the 
left  border  being  2 c.m.  outside  the  nipple  line. 
Retromanubrial  dulness  was  slightly  increased  and 
the  heart  sounds  were  distant  and  muffled.  There 
was  no  murmur  heard,  and  no  friction  sound  was 
audible.  The  pulse  rate  was  104,  regular  in  force 


and  rhythm  and  of  fairly  good  volume.  The  blood 
pressure  was  138/100.  The  temperature  was  99.8. 
There  was  a slight  impairment  of  the  percussion 
note  at  the  base  of  the  left  lung  and  many  coarse 
rales  were  heard  at  both  bases;  the  apices  were 
clear.  The  liver  edge  was  felt  just  below  the  costal 
margin.  There  was  no  free  fluid  in  the  abdominal 
cavity  and  no  edema. 

It  was  thought  that  the  patient  had  a coronary 
occlusion  one  month  before  and  that  he  had  subse- 
quently developed  adhesive  pericarditis.  He  was 
referred  back  to  his  physician  with  the  suggestion 
that  he  be  kept  in  bed  on  cardiac  treatment  until 
the  temperature  and  pulse  rate  came  to  normal.  In 
the  latter  part  of  July  this  patient  was  seen  again. 
At  that  time  he  showed  signs  of  cardiac  decompen- 
sation. He  was  very  dyspneic,  the  liver  was  greatly 
enlarged,  and  there  was  massive  accumulation  of 
ascites  and  a moderate  edema  of  the  legs.  This 
condition  developed  in  spite  of  rest,  restriction  of 
fluids  and  salt,  digitalis  therapy,  and  mercurial 
diuretics. 

He  was  admitted  to  St.  Vincent’s  Hospital  on 
July  25.  At  that  time  his  distress  was  intense.  He 
was  unable  to  lie  down  and  sat  constantly  leaning 
forward  struggling  for  air.  Morphia,  grain  1/4, 
every  four  hours,  only  partially  relieved  him.  It 
was  quite  evident  that  the  patient  would  soon  be 
in  extremis  and  phrenicotomy  was  advised.  On 
August  1 the  operation  was  performed  by  Dr.  J. 
L.  Rawls.  The  result  was  immediate  and  dramatic. 
He  was  returned  to  his  room  and  placed  flat  in  bed. 
He  subsequently  received  only  one  injection  of  one- 
fourth  grain  of  morphia.  He  continued  comfortable 
in  bed  with  one  pillow.  The  edema  and  ascites 
rapidly  subsided  and  the  liver  gradually  returned 
to  normal  size.  He  was  discharged  from  the  hos- 
pital on  August  4,  1934. 

On  October  1,  1934,  he  was  examined  and  found 
free  from  edema.  The  liver  was  normal  in  size. 
The  pulse  rate  was  96 ; the  blood  pressure  was 
108/80.  On  October  3,  1935,  it  was  noted  that 
there  was  no  dyspnea  on  ordinary  exertion  and  that 
he  could  lie  flat  without  discomfort.  The  liver  was 
not  enlarged.  The  lung  bases  were  clear  and  there 
was  no  edema.  The  pulse  rate  was  86 ; the  blood 
pressure  was  120/80.  He  was  last  seen  on  July 
7,  1936.  He  was  well  compensated,  with  a pulse 
rate  of  80  and  a blood  pressure  of  126/80.  During 
the  winter  and  spring  he  had  been  suffering  with 
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definite  anginal  attacks.  Electrocardiographic  trac- 
ing showed  typical  evidence  of  coronary  disease. 

This  patient,  therefore,  suffered  a coronary  oc- 
clusion in  May,  1934.  He  subsequently  developed 
an  adhesive  pericarditis  with  decompensation,  of  the 
type  described  by  Pick.  He  was  immediately  and 
completely  relieved  of  all  his  distress  by  left  phren- 
icotomv  and  rapidly  compensated  following  the 
operation.  He  has  remained  compensated  over  a 
period  of  more  than  two  years.  During  this  time 
he  has  led  a fairly  active  life  and  such  restrictions 
as  have  been  laid  on  him  have  been  on  account  of 
the  concomitant  coronary  disease. 

Case  III.  W.  L.  D.,  a white  male,  age  55,  was 
first  seen  in  my  office  on  June  25,  1936.  In  April, 
1936,  he  developed  influenza,  followed  by  broncho- 
pneumonia. This  illness  apparently  was  not  very 
severe,  confining  him  to  bed  only  two  weeks.  He 
continued  to  feel  badly  afterwards,  however,  and 
ran  a slight  afternoon  temperature.  Following  this 
the  patient  developed  increasing  shortness  of  breath 
and  swelling  of  the  ankles.  He  was  troubled  with 
wheezing  in  his  chest  and  a persistent  cough.  There 
was  nothing  in  his  more  remote  history  to  throw 
any  light  on  his  present  trouble. 

On  examination,  the  patient  was  well  nourished 
and  well  developed.  Except  for  a slight  cyanosis 
his  color  was  normal.  The  frontal  and  lateral 
sinuses  transilluminated  clearly.  The  tonsils  were 
small  and  no  pus  could  be  expressed.  There  was 
slight  marginal  infection  of  the  gums.  The  chest 
was  symmetrical  and  well  developed.  The  expan- 
sion was  limited  on  the  right  side,  with  flatness, 
diminished  breath  sounds  and  distant,  tactile  frem- 
itus at  the  right  base,  in  the  axilla,  and  behind. 
There  were  showers  of  rales  above  the  area  of  flat- 
ness on  the  right  and  a few  rales  at  the  left  base. 
The  actual  area  of  cardiac  dulness  could  not  be 
well  outlined.  The  heart  sounds,  both  at  the  apex 
and  at  the  base,  were  distant  and  muffled.  No  mur- 
mur or  friction  rub  was  heard.  There  was  no  re- 
traction of  the  rib  margin.  The  veins  of  the  neck 
were  slightly  distended.  The  pulse  was  of  small 
volume,  rate  90.  On  deep  inspiration  the  volume 
of  the  pulse  was  definitely  diminished,  and  the  fall 
in  the  pressure  on  inspiration  could  easily  be  demon- 
strated while  taking  his  blood  pressure.  The  blood 
pressure  was  105/85.  The  abdomen  was  distended 
and  contained  an  appreciable  amount  of  fluid.  The 
liver  was  enlarged,  somewhat  tender,  and  descended 


a hand-breadth  below  the  costal  margin.  There  was 
definite  edema  of  the  legs  below  the  knees.  The 
Wassermann  was  negative.  The  urine  was  clear; 
specific  gravity  1018,  and  contained  a trace  of 
albumin  and  a few  hyaline  casts.  The  blood  count 
showed  nothing  noteworthy  except  a slight  increase 
of  the  leucocytes  to  ten  thousand.  A diagnosis  of 
adhesive  pericarditis  was  made. 

On  July  5 he  was  admitted  to  Norfolk  General 
Hospital  for  observation  and  treatment.  During 
the  interim  he  had  been  at  rest  at  home  on  restricted 
fluids  and  digitalis.  When  he  entered  the  hospital 
his  respiratory  distress,  distention  of  neck  veins  and 
edema  had  increased.  There  was  also  a definite  ex- 
tension of  the  area  of  dulness  at  the  base  of  the 
right  lung.  It  was  felt  that  he  had  been  given  a 
sufficient  amount  of  digitalis.  He  was  put  at  rest 
and  given  sedatives.  Salt  was  restricted  and  his 
fluid  intake  limited  to  1200  c.c.  in  twenty-four 
hours.  He  was  given  30  grains  of  ammonium 
chloride  every  four  hours  which,  after  ten  doses, 
was  followed  by  salyrgan  intravenously.  This  re- 
sulted in  a moderate  increase  in  his  urinary  output. 
In  the  meanwhile  the  right  pleura  was  twice  tapped 
and  1200  c.c.  of  clear  fluid  removed  at  each  tapping. 
The  patient  became  much  more  comfortable,  edema 
of  the  ankles  diminished  and  the  liver  decreased  in 
size. 

On  July  12  the  left  phrenic  nerve  was  evulsed 
by  Dr.  Lomax  Gwathmey.  The  patient  suffered  no 
reaction  from  the  operation  and  was  discharged 
from  the  hospital  on  July  16  without,  any  medica- 
tion. On  July  21  there  was  a slight  return  of  the 
edema  of  the  ankles  and  increase  in  the  size  of  the 
liver,  and  the  following  week  he  again  received 
digitalis  together  with  ammonium  chloride  and  Iris 
family  physician  gave  him  two  injections  of  salyr- 
gan. On  July  30  he  showed  definite  improvement. 
There  was  no  free  fluid  in  the  right  pleural  or 
peritoneal  cavities  and  no  edema.  The  liver  was 
diminished  in  size,  although  still  palpable.  The 
heart  sounds  were  still  almost  inaudible.  The  pulse 
rate  was  78;  blood  pressure  105/80. 

The  patient  was  last  seen  on  September  16.  At 
that  time  he  was  feeling  much  better.  He  had  been 
able  to  sleep  flat  in  bed  and  had  walked  as  much 
as  300  yards  without  distress.  He  had  been  taking 
a small  amount  of  ammonium  chloride  and  digitalis 
but  had  practically  discontinued  both  drugs.  Dur- 
ing the  past  six  weeks  he  received  one  intramuscular 
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injection  of  salyrgan.  There  had  been  no  return 
of  fluid  in  the  right  pleural  cavity  and  there  were 
only  a few  rales  at  the  lung  bases.  There  was  no 
edema  and  no  fluid  in  the  abdominal  cavity.  The 
liver  was  still  definitely  enlarged  and  quite  hard. 
The  heart  had  shifted  its  position  to  the  right  and 
the  sounds  were  distant.  The  pulse  rate  was  84; 
the  blood  pressure  was  95/80.  The  veins  of  the 
neck  were  not  visibly  distended. 

This  patient  when  first  seen  had  marked  dyspnea, 
orthopnea,  cough,  right  hydrothorax,  ascites,  edema, 
and  massive  enlargement  of  the  liver.  All  of  these 
signs  and  symptoms  had  disappeared  since  section 
of  the  left  phrenic.  The  liver  was  still  enlarged 
but  it  was  much  smaller  than  formerly.  It  is  to  be 
noted  that  for  the  past  six  weeks  of  his  course  he 
has  not  been  confined  to  bed  and  he  has  received 
very  little  medication. 

It  seems  probable  that  too  little  weight  has  been 
given  to  the  damaging  effect  on  the  heart  of  dia- 
phragmatic adhesions.  Since  the  contractions  of  the 
heart  and  the  diaphragm  are  rarely  synchronous, 
there  usually  exists  an  opposite  pull  at  the  time 
of  each  heart  contraction.  This  would  certainly 
place  a greater  strain  on  the  heart  muscle  than  a 
pull  against  a rigid  structure. 

There  has  also  been  a tendency  to  a rather  rigid 
classification  of  adhesive  pericarditis.  There  is  no 
doubt  a wide  variation  in  the  number,  density  and 
point  of  attachment  of  adhesions.  Volhard  and 
Schmeiden4  are  of  the  opinion  that  “All  degrees  of 
transition  exist  between  the  two  types  and  that  the 
difference  is  one  of  degree  of  contraction.”  Beck 
and  Griswold5  state:  “The  clinical  syndrome  de- 
scribed by  Pick  may  occur  without  formation  of 
adhesions  between  the  heart  and  the  pericardium, 
and  the  presence  of  generalized  intrapericardial  ad- 
hesion is  not  necessarily  associated  with  the  Pick 
syndrome.” 

It  has  been  repeatedly  pointed  out  that  few  cases 
of  adhesive  pericarditis  are  diagnosed.  This  may 
be  true  but  seems  of  less  importance  when  one  con- 
siders that  many  of  the  cases  found  at  autopsy  are 
in  patients  dying  of  other  disease  and  that  the  ad- 
hesions are  so  situated  that  they  apparently  impair 
the  heart  very  little.  Clinically,  the  important  con- 
sideration is  the  treatment  of  those  cases  in  which 
the  heart  is  definitely  overloaded.  The  character- 
istic picture  described  by  Pick  is  not  difficult  to 
recognize  and  it  is  this  condition  that  demands  re- 


lief. These  patients  are  suffering  from  chronic  de- 
compensation with  massive  enlargement  of  the  liver, 
ascites,  moderate,  dependent  edema,  and  a tendency 
to  the  accumulation  of  pleural  transudate,  especially 
on  the  right  side.  Usually  they  have  a 1owt  blood 
pressure,  a low  pulse  pressure,  and  a small  volume, 
paradoxical  pulse.  These  findings  point  to  a limited 
excursion  of  the  heart,  due  either  to  actual  constric- 
tion or  to  inhibiting  adhesions. 

Adhesive  pericarditis  may  or  may  not  be  associ- 
ated with  hypertension,  rheumatic  heart  disease, 
myocardial  degeneration  or  coronary  disease.  Each 
of  these  complicating  conditions  may  modify  the 
clinical  picture  and  will  affect  the  prognosis  in  pro- 
portion to  the  severity  of  the  associated  lesion. 
Omitting  from  discussion  the  constricting  type,  and 
considering  only  those  cases  with  enlarged  hearts, 
it  would  seem  probable  that  the  diaphragmatic  pull 
plays  a more  important  part  in  producing  decom- 
pensation than  mediastinal  adhesions  or  adhesions 
to  the  anterior  chest  wall.  Churchill6  suggests  this 
factor.  He  states:-  “The  cardiac  decompensation 
occurring  under  such  circumstances  is  attributed  to 
the  strain  which  the  abnormal  fixation  to  the  wall  of 
the  chest  throws  on  the  heart.  It  is  not  improbable 
that  distortion  caused  by  fixation  of  the  heart  dur- 
ing respiratory  movements  may  also  produce  a rela- 
tive valvular  insufficiency.”  He  fails,  however,  to 
emphasize  the  great  strain  placed  on  the  heart  mus- 
cle by  the  contra-pull  of  the  diaphragm. 

The  question  might  also  arise  as  to  whether  dia- 
phragmatic contraction  may  not  play  a part  in  pro- 
ducing decompensation  in  hearts  greatly  enlarged 
from  any  cause,  particularly  if  there  is  any  as- 
sociated thickening  of  the  pericardium.  The  down- 
ward pull  of  the  diaphragm  would  tend  to  elongate 
and  flatten  the  pericardial  sac.  In  the  normal  case 
this  tendency  is  compensated  for  by  the  elasticity 
of  the  normal  pericardium.  Where  the  pericardium 
is  thickened  or  where  it  is  greatly  distended,  thereby 
losing  a certain  amount  of  elasticity,  there  would  be 
a tendency  to  compression  of  the  heart  with  each 
downward  pull  of  the  diaphragm.  This  constric- 
tion would  interfere  with  the  normal  inflow  of  the 
blood  just  as  in  the  constricting  type  of  pericarditis. 
We  know  that  there  are  certain  cases  of  massive 
hypertrophy  that  are  indistinguishable  clinically 
from  adhesive  pericarditis.  If  this  reasoning  is  cor- 
rect, section  of  the  left  phrenic  nerve  should  give 
a certain  measure  of  relief  in  cases  of  this  type. 
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Since  phrenicotomy  presents  no  particular  tech- 
nical difficulties,  and  since  it  is  associated  with  no 
great  amount  of  shock,  it  would  seem  to  be  the 
operation  of  choice  in  selected  cases  of  adhesive 
pericarditis.  In  certain  cases  no  further  operative 
procedure  may  be  necessary.  If,  however,  car- 
diolvsis  is  also  indicated,  the  preliminary  phrenicot- 
omv  would  not  in  any  way  interfere  with  the  sub- 
sequent performance  of  that  operation. 

Summary  and  Conclusions 

1 . Three  cases  of  adhesive  pericarditis  present- 
ing the  clinical  picture  described  by  Pick  have  been 
treated  by  section  of  the  left  phrenic  nerve. 

2.  Two  of  these  cases  rapidly  regained  com- 
pensation and  have  remained  compensated  over  a 
period  of  more  than  two  years.  The  third  case  is 
of  more  recent  origin  but  at  present  is  greatly  im- 
proved over  his  former  condition. 

3.  The  operations  have  been  attended  with  or 
followed  by  no  untoward  symptoms. 

4.  On  the  basis  of  this  limited  experience  it  is 
felt  that  left  phrenicotomy  deserves  further  trial  in 
the  treatment  of  selected  cases  of  adhesive  pericar- 
ditis. 

5.  It  is  further  suggested  that  in  massive  cardiac 
hypertrophy  presenting  a clinical  picture  similar  to 
that  seen  in  adhesive  pericarditis,  section  of  the  left 
phrenic  nerve  may  favorably  influence  the  course 
of  the  condition. 
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Discussion 

Dr.  Hugh  H.  Trout,  Roanoke:  Thrs  subject  is  one 
which  has  interested  me  for  many  years — in  fact,  from 
the  first  publication  of  Professor  Pick’s  paper.  You  will 
recall  that  Pick’s  Syndrome  is  named  after  him.  I am  sure 
if  all  of  us  would  become  pericardially  minded  we  would 
find  more  of  these  cases.  As  an  example,  in  Roanoke  we 
have  had  sixteen  cases  of  adherent  pericarditis.  Of  course, 
our  experience  in  Roanoke  is  nothing  like  as  large  as  a 
great  many  other  men  have  had  in  other  localities,  but 
for  many  years  we  have  been  on  the  outlook  for  these  cases, 
and  this  explains  the  large  number. 


Adhesive  pericarditis,  we  surgeons  feel,  is  a progressive 
disease;  therefore,  if  you  institute  treatment  early  it  is  rea- 
sonable to  suppose  that  the  process  can  be  checked  before  so 
much  damage  is  done.  One  of  the  earlier  stages  of  the  dis- 
ease is  mediastinal  pericarditis  which  involves  the  dia- 
phragm. By  resecting  the  left  phrenic  nerve  the  conflict  be- 
tween the  contractions  of  the  pericardium  and  the  ascent 
and  descent  of  the  diaphragm  ceases,  thus  allowing  Nature 
to  stop  further  laying  down  at  the  constricting  connective 
tissue. 

Brauer  first  removed  the  ribs  over  the  pericardium,  and 
then  Delorme  attacked  the  later  stage  of  the  disease  by 
removing  the  leather-like  encasement  which  was  imprison- 
ing the  heart.  We  have  done  four  Brauer  operations  with 
a mortality  of  25  per  cent  and  four  Delorme  operations 
with  a mortality  of  50  per  cent.  We  have  resected  the  left 
phrenic  nerve  in  seven  cases.  In  all  seven  of  these  cases 
we  expected  to  do  either  the  Brauer  or  Delorme  operation 
later,  but  the  improvement  in  all  seven  patients  was  so 
marked  that  the  more  extensive  operations  have  not  been 
indicated.  It  is  too  early  to  say  what  will  be  the  future  of 
these  seven  cases.  We  have  one  other  case  of  adherent 
pericarditis,  which  we  feel  would  be  greatly  relieved  were 
the  patient  to  permit  an  operation  on  the  phrenic,  but,  for 
some  reason,  neither  the  patient  nor  her  family  physician 
would  permit  it. 

Some  years  ago  we  found  out  in  assisting  phthisiologists 
in  the  treatment  of  pulmonary  tuberculosis  that  the  left- 
sided cases  in  which  we  did  phrenic  resections  did  better 
than  those  cases  in  which  phrenic  resection  was  done  on  the 
right.  We  have  felt  that  this  was  due  to  the  fact  that  the 
pulse  rate  dropped  more  quickly  and  the  circulation  be- 
came better.  Further  study  convinced  us  that  this  was 
the  result  of  the  relief  of  the  conflict  between  the  dia- 
phragm and  the  pericardium. 

For  many  years  it  was  considered  that  acute  rheumatic 
fever  of  childhood  was  the  chief  etiological  factor  in 
adherent  pericarditis.  Recently  the  majority  of  workers  in 
this  field  feel  quite  certain  that  Tb.  plays  a more  impor- 
tant part.  Certainly  the  improved  means  of  growing  Tb. 
in  cultures  on  legumes  should  aid  us  in  this  diagnosis. 
Another  suggestive  fact  is  the  large  percentage  of  cases  in 
which  calcareous  infiltrations  are  found  in  the  pericardium, 
and  this,  as  you  know,  is  usually  the  result  of  Tb. 

Time  does  not  permit  me  to  speak  of  the  diagnostic  aids 
further  than  to  mention  that  the  following  are  of  great 
help : 

Carefully  analyzed  history,  intravenous  blood  pressure 
estimated  with  water  manometer,  the  fixation  of  the  elec- 
trical axis  as  demonstrated  by  the  electrocardiogram,  the 
fluoroscopic  examination  of  the  pericardium,  roentgen 
kymographic  studies  of  mediastinal  and  thoracic  move- 
ments, along  with  the  usual  signs  and  symptoms  of  cardiac 
interference.  A fairly  large  percentage  of  these  cases  also 
are  associated  with  definite  cardiac  valvular  lesions. 

Dr.  Paul  D.  Camp,  Richmond:  When  I was  in  Boston 
at  the  Massachusetts  General  Hospital  we  saw  quite  a 
number  of  these  cases  with  adhesive  pericarditis.  I saw 
more  of  the  constricting  type.  I happened  to  see  in  Dr. 
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Paul  White’s  clinic  on  a number  of  occasions  a girl  on 
whom  Dr.  Churchill  had  done  the  Delorme  operation  and 
chipped  off  quite  a bit  of  calcium  from  the  pericardium. 
When  I saw  her  she  had  no  congestive  failure,  and  she 
was  able  to  swim,  walk,  dance  and  take  other  exercise. 

While  I was  there  Dr.  Churchill  in  at  least  two  other 
cases  did  the  Delorme  operation.  These  cases  did  not  turn 
out  so  well,  because,  as  was  proved  later,  they  had  tuber- 
culosis of  the  pericardium.  That  bears  out  what  Dr. 
Trout  says.  One  case  died,  and  the  other  was  left  with 
a draining  sinus.  I think  that,  since  so  many  of  these 
cases  are  tuberculous,  if  you  operate  on  them  with  the 
Delorme  operation  you  are  apt  to  start  up  the  activity 
again.  Certainly  the  operation  that  Dr.  Martin  and  Dr. 
Trout  talked  about  should  be  a very  good  thing  to  try. 

We  also  saw  a colored  boy  in  St.  Philip’s  Hospital.  We 
got  a report  back  on  him  of  staphylococcus  and  streptococ- 
cus. He  was  operated  on  and  drained,  and  he  died.  There 
was  a report,  on  autopsy,  of  tuberculous  pericarditis. 

I should  like  to  ask  Dr.  Martin,  in  closing,  to  state 
whether  he  found  any  calcification  in  his  cases. 

Dr.  Frank  S.  Johns,  Richmond:  This  is  primarily  a 
medical  problem,  and  I feel  that  Dr.  Martin  is  the  proper 
person  to  be  presenting  it.  I have  seen  a number  of  these 
cases,  the  first  one  in  1928.  This  patient  had  a pulmonary 
tuberculosis  complicated  by  adhesive  pericarditis  with 
mitral  stenosis.  He  was  first  given  a left  phrenic  resection, 
which  produced  partial  relief  of  symptoms.  Two  weeks 
later,  I did  a thoracoplasty,  removing  long  sections  of  the 
ribs  overlying  his  pericardium.  He  is  now  an  active  man, 
and  has  been  relieved  of  his  symptoms. 

The  theory  has  been  brought  out  today,  to  which  I sub- 
scribe, that  the  majority  of  these  cases  are  tuberculous  in 
origin.  It  seems  to  me  very  likely,  then,  that  if  a phrenic 
interruption  is  done  early,  the  patient  will  be  symptomat- 
ically improved.  We  had  such  a case  last  week,  who  had 
a great  deal  of  pain  because  the  diaphragm  was  pulled 
up  by  adhesions.  Dr.  Cole  tells  me  that  since  phrenic 
resection  he  has  been  entirely  relieved. 

I am  of  the  firm  belief  that  the  majority  of  the  cases 
of  adhesive  pericarditis  reported  by  Dr.  Martin  are  tuber- 
culous cases,  and  that  phrenic  interference  should  be  con- 
sidered first.  If  they  are  not  relieved  by  this  resection,  a 


selective  number  should  then  be  submitted  to  the  Brauer 
operation.  It  is  also  my  opinion  that  the  operative  pro- 
cedure should  not  be  too  radical  in  such  cases. 

Dr.  J.  Morrison  Hutcheson,  Richmond:  I think  we 
all  agree  that  where  there  are  adhesions  to  the  dia- 
phragm, phrenic  section  should  be  beneficial.  The  puzzl- 
ing question  is  to  just  what  cases  we  should  apply  this 
procedure.  I understood  that  two  of  Dr.  Martin's  three 
cases  were  supposed  to  have  followed  coronary  occlusion. 
It  is  not  generally  believed,  so  far  as  I know,  that  coronary 
occlusion  leads  to  progressive  adhesions  of  the  pericar- 
dium; nor  did  I understand  clearly  what  the  evidence  of 
adhesions  was  in  these  cases.  I doubt  that  phrenic  section 
would  have  any  good  effect  upon  congestive  failure  and 
it  would  seem  rather  radical  to  apply  this  operation  to 
cases  of  congestive  failure  in  which  there  was  only  a sus- 
picion of  adhesions. 

Dr.  Martin,  closing  the  discussion:  The  time  limit 
makes  it  almost  impossible  to  go  into  the  various  questions 
that  have  been  raised.  I should  like  to  call  attention,  how- 
ever, to  the  fact  that  the  occurrence  of  adhesive  pericarditis 
following  coronary  occlusion  is  a well  recognized  entity, 
and  this  is  borne  out  by  the  fact  that  two  of  these  cases 
were  definitely  associated  with  coronary  occlusion. 

The  question  of  the  selection  of  the  cases  is  partly  cov- 
ered in  the  part  of  the  paper  I did  not  read.  Two  of 
these  cases  were  definitely  shown  to  have  adhesions  to  the 
diaphragm,  by  means  of  the  X-ray.  X-ray  information 
is  probably  the  most  accurate  that  we  can  obtain.  There 
are  a number  of  definite  X-ray  findings  which  I shall  not 
stop  to  enumerate. 

The  rationale  of  the  operation  rests  on  two  facts,  that 
is,  the  pull  of  the  diaphragm  itself  against  the  heart,  and 
the  narrowing  of  the  heart  cavity  as  the  diaphragm  con- 
tracts. As  the  diaphragm  contracts,  the  pericardial  sac 
is  flattened  and  elongated. 

It  is  suggested  that  resection  of  the  left  phrenic  nerve 
might  be  of  benefit  in  certain  cases  of  congestive  failure 
associated  with  massive  cardiac  hypertrophy.  This  idea 
is  based  on  the  conception  that  in  such  cases  contraction  of 
the  diaphragm  may  by  elongating  the  pericardium  pro- 
duce compression  of  the  heart  and  inflow  stasis. 


EXTRAVASATION  OF  URINE  ASSOCIATED  WITH  URETHRAL 

STRICTURES: 

With  the  Presentation  of  a New  Urethrotome.* 


W.  Houston  Toulson,  M.  D., 

and 

Otto  C.  Brantigan,  M.  D., 

Baltimore,  Maryland. 


During  the  last  18  months  there  have  been  18 
cases  of  urinary  extravasation  admitted  to  the  Balti- 
more City  Hospitals.  Of  these  patients  10  were  able 

*Read  before  the  Mid-Atlantic  Section  of  the  American 
Urological  Association  at  Richmond,  Va.,  on  January  23, 
1937. 


to  return  to  work  and  8 died,  a mortality  of  45  per 
cent,  which  agrees  with  the  statistics  obtained  by 
other  clinics. 

This  is  a preventable  condition,  and  it  seems  if 
these  patients  with  tight  strictures  were  treated  better 
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and  followed  up  better  in  our  clinics  and  accident 
departments,  extravasations  would  not  occur,  or  if 
they  should  occur  their  recognition  would  be  more 
prompt  and  better  results  obtained.  It  is  in  the 
wards  of  charity  hospitals  that  end  results  are  seen 
of  what  must  have  been  at  one  time  an  innocent 
condition,  simple  to  treat.  It  is  with  the  hope  that 
more  instruction  in  the  management  of  this  condition 
be  given  to  house  officers  and  general  practitioners 
that  this  subject  is  presented. 

Anatomy — In  extravasation  of  urine  from  the  pen- 
dulous or  bulbous  urethra,  its  extension  to  the  penis 
is  limited  by  Buck’s  fascia.  In  extravasation  from 
the  bulbo-membranous  urethra,  the  urine  extends 
beneath  Colles’  fascia  into  the  perineum  in  front  of 
the  inferior  fascia  of  the  urogenital  diaphragm.  The 
attachments  of  Colles’  fascia  are  such  that  the  fluid 
must  extend  forward  deep  to  the  dartos  of  the 
scrotum  and  penis  and  thence  up  over  the  abdomen 
behind  Scarpa’s  fascia.  It  may  extend  as  far  as  the 
axilla.  The  urine  usually  does  not  spread  laterally 
or  posteriorly  because  of  the  connection  of  Colles’ 
fascia  with  the  pubic  rami  and  the  interior  layer  of 
the  urogenital  diaphragm.  It  only  occasionally  finds 
its  way  into  the  pelvis  because  this  part  of  the  pelvis 
is  closed  by  the  superior  urogenital  diaphragm.  Its 
spread  on  the  thighs  is  limited  by  the  fascia  lata. 

If  the  extravasation  is  from  the  membranous 
urethra,  the  urine,  as  a rule,  ruptures  through  the 
inferior  layer  of  the  urogenital  diaphragm  and  fol- 
lows deep  to  Colles’  fascia.  Occasionally,  however, 
it  breaks  through  the  superior  layer  of  the  urogenital 
diaphragm  into  the  pelvis.  There  it  may  dissect  the 
peritoneum,  which  is  rarely  invaded,  from  the  blad- 
der and  pass  into  the  space  of  Retzius,  or  it  may 
extend  posteriorly  up  to  the  diaphragm  and,  eventu- 
ally, even  pass  through  the  inguinal  rings  into  the 
abdomen  (Hinman1). 

Extravasation  of  urine  is  so  tremendously  damag- 
ing in  its  effects  that  it  demands  prompt  recognition 
and  treatment.  The  pathology  is  that  of  a spreading 
cellulitis  with  vascular  thrombosis  resulting  in  a 
widespread  gangrene  with  sloughing  of  the  tissue. 
There  is  a massive  introduction  in  the  tissues  of 
pyogenic  organisms  usually  b.  coli,  streptococci, 
staphylococci,  anaerobes,  and  in  two  of  our  cases 
gas  forming  bacilli  giving  rise  to  subcutaneous 
emphysema  extending  to  axillae  and  buttocks.  It 
has  been  our  observation  that  where  the  urine  is  not 


so  heavily  infected  the  cellulitis  was  not  so  extensive. 
The  long  continued  urinary  tract  infection,  with  the 
resulting  back  pressure  in  the  diseased  and  poorly 
functioning  kidneys,  make  for  a lowered  resistance 
and  uremia;  the  acute  cellulitis  and  toxemia  com- 
plicating this  long  standing  embarrassment  of  the 
kidneys  gives  a poor  prognosis  in  these  patients. 

Symptoms — There  may  be  a surprising  absence  of 
localized  pain  at  the  point  of  rupture.  The  pain  of 
the  rapidly  spreading  cellulitis,  however,  is  pro- 
nounced. The  swelling  is  apparent  over  the  affected 
parts,  the  skin  is  glazed  and  shiny  from  tension  and 
particularly  the  scrotum  stands  out  greatly  enlarged. 
The  skin  is  discolored,  mottled  and  at  times  blebs 
are  present  over  necrotic  areas;  fluctuations  may 
exist  over  abscesses  and  collections  of  urine  in  the 
tissues.  Local  heat  and  tenderness  is  apparent. 
There  are  chills,  high  fever,  mental  confusions, 
delirium,  coma  and  other  signs  of  a gradually  deep- 
ening toxemia  and  uremia. 

Diagnosis— The  diagnosis  of  the  lower  extrava- 
sation, i.e.,  the  extravasation  through  the  ruptured 
anterior  urethra,  is  usually  noticeable  on  admission. 
The  penis  is  enlarged  and  edematous,  the  scrotum 
elevated,  tense  and  increased  in  size,  perineum  bulg- 
ing, the  skin  discolored,  and  at  times  there  is  the 
odor  of  sloughing  tissue.  Since  the  spread  is  up  from 
the  pelvis,  the  early  invasion  of  the  abdominal  wall 
is  difficult,  and  at  times  impossible,  to  determine 
before  operation. 


Ages  Total  Cured  Died 

10-19 1 0 1 

20-29  5 3 2 

30-39  2 1 1 

40-49  4 3 1 

50-59  5 2 3 

fiO-69 1 1 0 


(Age  seems  to  make  no  difference  on  incidence  of  mor- 
tality.) 

Elapse  of  Time  From  Onset  to  Operation,  in  Days 


Cured 

Died 

1-2  days 

1-3  days 

1-1  “ 

1-4  “ 

1-2  “ 

3-5  “ 

1-5  “ 

1-4  “ 

1-4  “ 

1-3  “ 

1 “ 

1 unknown 

1 “ 

1 “ 

1 “ 

Average  number  of  days  in  those  cured  1-8/9  days. 
Average  number  of  days  in  those  that  died  3-4/5  days. 
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Of  our  cases,  thirteen  were  colored  and  five  were 
white;  of  these,  eight  colored  were  cured  and  five 
died,  while  of  the  white,  two  were  cured  and  three 
died. 


Extent  of  Extravasation: 

Scrotum,  perineum  and  penis — total,  7;  cured,  5; 
died,  2. 

Scrotum,  perineum,  penis  and  abdominal  wall — 
total,  8;  cured,  5;  died,  3. 

Prevesical  space  and  abdominal  wall — total,  3; 
cured,  0;  died,  3. 

In  two  of  our  cases  the  extravasation  extended  to 
the  axilla  with  crepitation  subcutaneously  over  the 
affected  areas. 


N.  P.  N.  Total 

20-40  5 

40-50  5 

50-60  3 

Above  100 1 

Not  taken 4 


Cured  Died 

4 1 

5 0 

1 2 

0 1 

0 4 


From  this  it  is  evident  that  all  of  these  cases  were 


poor  surgical  risks.  In  the  last  column  patients  were 
practically  moribund  on  admission. 

Hospital  days  postoperatively : 

Cured  Died 

Average  109-3/7 Average  4-^4 


Treatment — (1)  Prompt  diversion  of  the  urine 
suprapublically  rather  than  perineally  to  detect  an 
abdominal  or  perivesical  spread  of  the  infection. 

(2)  Treat  the  cellulitis  with  the  usual  radical 
incisions  and  drainage,  and  watch  for  secondary 
hemorrhage  later. 

(3)  Supportive  therapy,  consisting  of : (a)  Trans- 
fusions; (b)  Intravenous  glucose;  (c)  Subcutaneous 
salt  solutions,  etc. 

No  urethral  instrumentation  is  attempted  pre- 
operatively,  and  as  long  as  three  weeks  or  more  is 
allowed  to  elapse  before  this  is  done. 

If  postoperatively  urethral  strictures  admit  a 
filiform,  the  urethra  may  be  dilated  or  a urethrotomy 
may  be  done  preferably  by  electro-surgery.  It  is  in 
the  cases  that  will  not  admit  a filiform  that  one’s 
ingenuity  is  taxed,  for  in  our  cases  surgical  removal 
of  the  masses  of  fibrosis  was  impossible.  It  is  in  this 
type  of  patient  that  our  new  instrument  is  useful. 

When  one  is  faced  with  impermeable  stricture  of 
the  urethra  as  an  end  stage  in  urinary  extravasation 
or  in  any  other  lesion,  there  is  by  necessity  either  a 
suprapubic  or  perineal  opening  for  bladder  drainage. 


The  continuity  of  the  urethra  must  be  re-established 
by  some  operative  procedure.  You  are  all  familiar 
with  the  various  surgical  procedures  used,  all  in- 
volving excision  or  incision  of  the  stricture  and  often 
resulting  in  prolonged  fistulae  and  recurrence  of  a 
larger  and  more  dense  stricture  of  the  urethra. 

Foster2  has  been  able  to  re-establish  continuity  of 
the  urethra  by  approaching  the  impermeable  stricture 
from  both  sides  with  metal  catheters.  Through  a 
suprapubic  wound  a metal  catheter  was  passed  into 
the  bladder  end  of  the  urethra  to  stricture;  another 
metal  catheter  was  passed  through  the  penile  urethra 
to  the  stricture.  Then  by  direct  force  and  rubbing 
action  metal  contact  was  made  between  the  two 
catheters.  The  penile  catheter  was  guided  into  the 
bladder  by  pushing  the  suprapubic  catheter  ahead 
of  it. 


Sketch  showing  electrode  in  the  urethra  against  the  stricture 
bearing  area. 


Practically  the  same  procedure  is  used  with  the 
new  instrument,  an  electro-surgical  internal  urethro- 
tome, but  electricity  in  the  form  of  cutting  current  is 
used  instead  of  force. 

Electro-surgery  has  been  applied  to  the  urethra 
and  urinary  system  in  many  conditions,  such  as: 
operative  procedures  on  the  kidney;  resection  and 
fulguration  of  bladder  and  urethral  tumors;  on  all 
the  various  obstructions  about  the  bladder  neck; 
bipolar  diathermic  urethrotomy4;  electrolytic  dila- 
tation of  the  urethra5;  and  fulguration  of  urethral 
strictures6.  In  1933  Riba  described  an  electro-surgi- 
cal internal  urethrotome  for  filiform  strictures7. 
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I would  like  to  introduce  an  electro-surgical  pro- 
cedure for  impermeable  strictures  of  the  urethra. 
The  indication  for  its  use  is  any  impermeable  stric- 
ture of  the  urethra.  The  conditions  required  are 
either  a suprapubic  or  perineal  opening  proximal  to 
the  stricture,  and  an  electrical  unit  capable  of  de- 
livering sufficient  power  to  cut  with  a large  electrode. 

The  instrument  we  have  used  was  made  from  a 
No.  10F.  Van  Buren  sound.  A metal  tip  was  welded 
on  the  point  of  the  sound  and  a copper  wire  in  the 
handle.  The  sound  was  then  insulated  with  a small 
soft  rubber  catheter. 

The  tip,  or  electrode  end,  of  the  instrument  is  of 
much  importance.  In  electro-surgery,  cutting  de- 
pends on  the  power  delivered  to  the  electrode,  the 
size  or  surface  area  of  the  electrode,  the  rate  the 
electrode  moves,  the  vascularity  and  type  of  tissue 
to  be  cut,  and  the  media  in  which  the  electrode 
operates.  The  tip,  or  electrode,  of  the  electro  internal 
urethrotome  must  be  large  enough  to  avoid 
pockets  and  false  passages  in  the  urethra.  We  first 
used  a ball  type  of  electrode,  but  it  would  not  cut 
well.  In  various  experiments  we  reached  our  present 
electrode  which  is  a 16F.  in  size. 


Shows  broad  type  of  electrode.  The  broad  flat  electrode  is 
much  better  than  a rounded  one. 


The  operative  procedure  is  as  follows:  Under 
anesthesia,  we  use  spinal,  a No.  24F.  sound  is 
passed  in  the  bladder  end  of  the  urethra  to  the 
stricture,  avoiding  pressure  on  the  stricture  which 
might  push  the  stricture  to  the  side,  thus  making 
a valve-like  pocket  in  the  urethra  that  would  ob- 
struct urinary  flow.  The  electro-internal  urethrotome 
is  then  passed  into  the  penile  urethra  to  the  stricture. 
The  two  instruments  are  then  directed  toward  each 
other,  being  easily  guided  by  palpation  on  the 
perineum.  The  current  is  turned  on  and  the  electrode 
cuts  through  the  stricture  until  metal  contact  is  felt. 
When  metal  contact  is  made  the  current  is  dissipated 
through  the  sound  and  no  cutting  or  destruction 
occurs,  even  though  the  current  is  turned  on.  No 
further  use  is  made  of  the  electrical  current. 

By  keeping  metal  contact  between  the  sound  and 
the  electro-internal  urethrotome,  the  electro-internal 
urethrotome  is  guided  into  the  bladder. 


Owing  to  the  enlargement  of  the  electrode  over 
the  shaft  of  the  instrument,  a braided  silk  suture 
can  be  tied  to  the  end  of  the  electro-internal  urethro- 
tome in  the  bladder.  The  instrument  can  then  be 
withdrawn  from  the  urethra  thus  threading  the 
urethra. 

A soft  rubber  catheter,  about  No.  22F.,  is  attached 
to  the  braided  silk  in  the  manner  shown.  By  means 
of  the  braided  silk  the  catheter  is  drawn  through  the 
urethra.  A mushroom  catheter  is  attached  to  the  soft 
rubber  catheter  as  shown  in  the  slide,  thus  avoiding 
edges  that  might  catch  in  the  urethra.  By  means  of 
the  urethral  catheter  the  mushroom  catheter  is  thus 
drawn  into  urethra  and  allowed  to  remain.  The 
suprapubic  wound  can  be  left  open,  or  closed  about 
a mushroom  catheter.  A modification  of  this  pro- 
cedure can  be  used  through  a perineal  opening. 


Method  of  suturing  catheters. 


The  after  care  of  the  patient  is  the  same  as  for 
any  patient  with  a suprapubic  wound  and  a urethral 
catheter.  When  the  suprapubic  wound  is  healed,  or 
in  about  ten  days,  the  urethral  mushroom  catheter 
is  withdrawn  from  the  urethra. 

We  used  this  procedure  for  the  first  time  on 
October  1,  1935,  and  since  that  time  we  have  en- 
countered only  two  other  cases  of  impermeable 
stricture  of  the  urethra;  accordingly  our  experience 
covers  only  three  cases. 

It  is  generally  thought  that  little  scar  tissue  fol- 
lows electro-surgical  procedures.  Accordingly  we 
have  withheld  urethal  instrumentation  after  removal 
of  the  urethral  catheter.  With  the  first  patient,  cali- 
bration of  the  urethra  was  done  for  the  first  time 
three  months  after  removal  of  the  urethral  catheter. 
His  urethra  admitted  a No.  25F.  sound  with  ease. 
In  the  past  fifteen  months  his  urethra  has  been 
calibrated  four  times  and  on  each  occasion  it  has 
admitted  a No.  25F.  sound  with  ease.  Owing  to  the 
difficulty  in  observing  the  other  cases  we  can  only 
state  that  one  received  the  first  calibration  of  the 
urethra  one  month  after  operation,  and  the  other  six 
weeks  after  operation,  admitting  respectively  a No. 
23F.  and  a No.  25F.  sound. 
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We  realize  that  conclusions  drawn  from  three  cases 
mean  little;  however,  as  compared  with  other  pro- 
cedures for  the  same  condition  it  seems  that  the 
tendency  for  recontraction  of  the  stricture  is  ma- 
terially reduced.  There  is  no  troublesome  perineal 
fistula.  The  postoperative  period  of  hospitalization 
should  be  lessened;  however,  we  kept  our  patients 
for  a rather  long  period  of  time  for  the  purpose  of 
observation.  Postoperative  complications  might  easily 
arise  but  none  did  in  our  cases. 

Continued  use  of  this  procedure  will  bring  out 
important  points  for  consideration  in  its  use. 

Comment 

1.  Urethral  strictures  are  less  common  in  office 
practice  than  in  free  clinics.  Some  patients  with 
urethral  strictures  stay  from  treatments  until  some 
catastrophy,  as  extravasation,  forces  them  into  hos- 
pitals. 

2.  The  condition  carries  with  it  a mortality  rate 
of  about  50  per  cent.  It  is  a fairly  common  and  a 
preventable  condition. 

3.  The  predominance  of  colored  over  white 
patients  is  explained  by  the  innate  fear  of  the  colored 
people  on  the  one  hand,  and  the  tendency  of  this 
race  to  develop  fibrous  tissue.  Perhaps  some  of  these 
dense  masses  of  urethral  fibrosis  are  due  to  lympho- 


granuloma. These  dense  accumulations  of  scar  tissue 
may  completely  block  and  distort  the  urethra. 

4.  The  most  common  age  for  the  accumulation 
of  dense  scar  tissue  in  the  urethra  in  our  series  is 
the  4th  and  5th  decades. 

5.  It  is  practically  axiomatic,  that  the  longer  the 
extravasation  exists  before  relief,  the  higher  the 
mortality;  naturally  the  pelvic  and  abdominal  spread 
of  infection  with  deepening  uremia  causes  this. 

6.  These  patients  are  all  poor  surgical  risks  and 
some4  were  practically  moribund  on  admission. 

7.  It  was  three  weeks  or  more  before  urethral 
instrumentation  was  attempted. 

8.  Pelvic  cellulitis  involving  the  under  surface 
of  the  abdominal  wall  (11  in  our  series  of  18  cases) 
is  at  times  impossible  to  diagnose  and  for  this  reason 
suprapubic  operations  are  routinely  done. 
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THE  HUMAN  STOMACH  IN  HEALTH  AND  DISEASE. 


Frank  L.  Apperly,  M.  A.,  M.  D.,  D.  Sc., 

Professor  of  Pathology,  Medical  College  of  Virginia, 
Richmond,  Virginia 


It  has  been  estimated  that  about  one-third  of  all 
patients  who  enter  the  doctor’s  office  complain  of 
indigestion,  with  or  without  other  symptoms.  Con- 
sequently it  seems  a little  curious  in  these  days 
of  intensive  research,  often  into  rare  diseases,  that 
the  mechanism  of  the  common  indigestion  should  be 
so  little  understood.  The  textbooks  are  of  little 
help.  The  work  of  Carlson,  Alvarez,  and  others 
in  this  country,  and  of  Hurst  and  Ryle  in  England, 
has  done  much  to  clarify  some  aspects  and  the  sig- 
nificance of  gastric  function  in  health  and  disease. 

Normal  Gastric  Function 
Before  we  can  understand  the  pathological  stom- 
ach let  us  first  look  at  those  normal  functions  of  the 
organ  which  bear  on  our  problems. 


When  food  enters  the  stomach  there  is  a double 
response,  motor  and  secretory. 

A.  Motor.  The  empty  stomach  is  completely 
obliterated  by  the  apposition  of  its  walls  except  for 
a bubble  of  gas  in  the  fundus.  As  food  enters  it 
passes  by  its  own  weight  along  the  lesser  curvature 
to  the  pyloric  end.  Here  it  is  pressed  on  by  tonic 
contraction  of  the  gastric  muscles,  which  exerts  a 
pressure  of  about  6 to  10  cm.  of  water.  As  more 
food  enters,  the  stomach  reflexly  relaxes — an  ac- 
commodation reflex,— so  that  the  pressure  does  not 
rise,  but  remains  constant,  as  the  organ  fills.  Part 
of  this  pressure,  of  course,  is  due  to  the  tonicity  of 
the  abdominal  wall,  exerting  its  pressure  on  all 
abdominal  organs. 
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Superimposed  on  these  pressures  are  those  brought 
about  by  certain  rhythmical  contractions,  a gastric 
systole,  during  which  constricting  rings  appear  and 
reduce  the  capacity  of  the  organ,  and  gastric  diastole, 
in  which  more  or  less  relaxation  of  these  rings 
occurs. 

These  movements  sweep  towards  the  pylorus,  and 
bring  about  thorough  mixing  of  food  with  the  var- 
ious secretions.  Although  rhythmicity  is  an  inherent 
property  of  smooth  muscle,  these  contractions  are 
influenced  by  the  bulk  and  chemical  characters  of 
the  food,  and  by  certain  nervous  influences,  e.  g. 


of  the  stomach  when  solid  matter  (split  peas)  is  added  to  the 
usual  fluid  test-meal. 

gastric  movements  are  inhibited  by  fat,  fear,  fatigue, 
fevers,  apprehension,  depression,  shock,  smoking 
(sometimes),  atropine  and  vitamine  B deficiency. 
On  the  other  hand,  movements  are  increased  by 
alcohol,  coffee,  anxiety,  nervousness,  histamine  and 
insulin. 

The  stomach  begins  to  empty  soon  after  food, 
enters  the  organ  (Barclay5).  Cannon’s  views  con- 
cerning the  acid  control  of  the  pylorus  are  now  no 
longer  held,  but  rather  we  find  a variety  of  circum- 
stances influencing  emptying  time.  These  are: 

1.  The  motility  of  the  stomach  itself.  As  the 
constricting  ring  passes  along  the  stomach  and  ap- 
proaches the  pylorus  the  sphincter  relaxes  and  fluid 
food  is  swept  into  the  duodenum.  The  pylorus  then 
closes  until  opened  by  another  wave.  It  would  seem, 
however,  that  the  chief  powTer  behind  emptying  is 
the  excess  of  intra-gastric  pressure  over  intra- 
duodenal  pressure.  The  pylorus  seems  to  have  little 


influence  on  emptying,  since  excision  of  the  pylorus 
does  not  significantly  affect  emptying  time. 

2.  The  consistency  of  the  gastric  contents.  Water 
passes  through  into  the  intestine  almost  immediately, 
but  pieces  of  solid  material  cause  the  pylorus  to 
close  and  delay  emptying  (Fig.  1).  Thus  meat, 
hard-boiled  egg,  etc.,  take  a longer  time  to  leave  the 
stomach  than  easily  liquefied  carbohydrates. 

3.  The  osmotic  pressure  of  the  gastric  contents 
(Apperly1).  Thus  hypertonic  glucose  or  other 
solutions  delay  emptying.  (Macleod8;  McSwiney9). 

4.  The  quantity  and  quality  of  material  in  the 
duodenum,  as  might  be  expected,  influence  the 
pylorus,  e.  g.  a full  duodenum,  or  duodenal  irri- 
tation, or  experimental  distention  of  the  bowel  by 
a balloon  bring  about  pyloric  closure  and  indeed 
reduce  gastric  peristalsis  (Thomas  et  aln) . On  the 
other  hand,  anything  that  brings  about  rapid  empty- 
ing of  the  duodenum  also  accelerates  gastric  empty- 
ing. 

After  chyme  has  been  entering  the  duodpnum  for 
some  time,  antiperistaltic  waves  appear  and  even 
bring  about  some  regurgitation  of  chyme,  mixed  with 
duodenal  secretions,  into  the  stomach.  The  im- 
portance of  this  phenomenon  will  be  seen  later. 
Finally,  however,  flux  preponderates  over  reflux,  and 
the  stomach  empties. 

B.  Secretory.  Although  the  gastric  glands  se- 
crete hydrochloric  acid,  the  ferments  pepsin,  rennin, 
a very  weak  lipase,  and  the  intrinsic  factor  of  Castle 
(addisin),  I propose  to  confine  myself  here  almost 
entirely  to  a consideration  of  the  factors  affecting 
the  acidity  of  the  gastric  contents. 

It  should  first  be  noted,  however,  that  a certain 
proportion  of  perfectly  healthy  people — about  5 or 
6 per  cent — do  not,  for  some  reason  unknown,  secrete 
acid.  (Table  A).  This  seems  to  be  an  hereditary 
characteristic.  I have  found  achlorhydria  in  four 
parents  and  their  sons.  In  these  cases  the  condition 
appears  to  be  an  inborn  error.  In  disease  achlor- 
hydria can,  of  course,  be  acquired,  and  appears  to 
depend  on  an  atrophy  of  the  gastric  glands  (Faber6). 

Pure  gastric  juice  has  an  acidity  of  0.170  N 
(Hollander7)  but  the  concentration  of  acid  found 
in  the  gastric  contents  is,  however,  considerably 
modified  by  the  following  factors: 

1.  Admixture  with  food,  which  by  dilution, 
union  of  acid  with -proteins  and  some  neutralization 
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Table  A — Classification  of  a Number  of  Young  Men 
by  their  Gastric  Acidity,  According  to  Various 
Authors  (Figures  Given  as  Percentages) 


Observers 

Number  of 

Cases 

Achlorhydria 

Hypochlorhydria 

Low  Normal 

Normal 

High  Nomal 

Hyperchlorhydria 

Bennett  & Ryle — 

100 

4 

1 

10 

59 

18 

8 

Baird,  Campbell  & 

Hern 

57 

2 

7 

26 

40 

14 

11 

Apperly  & Semmens 

90 

S 

4.5 

5.5 

42 

19 

21 

Above  groups  com- 

bined 

247 

5 

4 

12 

49 

17 

13 

by  an  alkaline  mucus  secreted  by  the  pylorus,  re- 
duces acidity  considerably. 

2.  The  volume  of  acid  secreted. 

3.  The  rate  of  emptying,  and 

4.  The  amount  of  duodenal  regurgitation  and 
the  alkalinity  of  the  duodenal  fluids. 
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Fig.  2. — Showing  relationship  of  gastric  acidity  after 
a five  per  cent  alcohol  “meal”  in  dogs  to  red  cell 
count,  after  the  latter  has  been  artifically  dimin- 
ished or  increased. 

It  is  difficult  to  separate  the  effects  of  each  of 
these,  since  all  appear  to  be  modified  simultaneously, 
but  we  are  able  to  state  some  at  least  of  the  modify- 
ing influences. 

(a)  Gastric  acidity  varies  with  the  COo  content 
of  the  plasma  of  the  fasting  subject  (Apperly  and 


Table  B — Showing  the  Relation  of  Gastric  Acidity 
and  Emptying  Time  to  Blood  Bicarbonate  and  pH. 
(Figures  Denote  References  Given  in  a Paper 
by  Apperly2) 

(a)  Primary  CO  Deficit 


Plasma 

CO* 

Blood 

pH. 

Gastric 

acidity. 

Gastric 

motility 

Dim. 

Inc. 

Dim. 

Inc. 

Hyperpnoea 

4,  5,  6 

4,  5,  6 

3,  13 

Hot  room 

7 

7 

14 

Hot  baths 

8,  9,  10 

10 

15 

15 

Tropics 

11,  12 

12 

16 

Fevers 

9,  22 

9 

20,  21 

Altitudes 

50,  51,  52 

50 

71,  72 

Encephalitis 

73,  74 

73 

X radiation 

23,  24,  25 

23,  24,  25 

26 

Some  cardiac  fail- 
ures without  pulm. 
comp. 

75,  76 

— 

— 

— 

( b ) Primary  Alkali  Deficit 


— 

Dim. 

Dim. 

Dim. 

Dim. 

Ingestion  of  amm. 

chloride  or  HC1 

27,28,77,2 

28,  77 

2,  3 

2 

Chronic  nephritis  . 

41  et  al. 

41 

39,  40 

Diabetes 

78,  25 

78,  25 

Tk. 

Severe  exercise  

35,  36,  74 

35,  74 

34 

34 

Menstruation 

38 



83 

Pregnancy 

31,  32,  33 

No  pH 

29,  30 

changes 

reported. 

Anoxaemia  chronic 

53,  4 

53,4,81 

54,  72 

54,  72 

Haemorrhage 

severe 

48,  49 

48,  82 

Fig.  2. 

91 

Poor  physical  fit- 

ness 

38,  64,  15 



37 

15 

Starvation 

79 

79 

46 

Infantile  diarrhoea 

80 

80 

Some  cardiac  fail- 

ures  near  death 

75 

75 

— 

— 

Tk.: 

^Textbook 

statement. 

(c) 

Primary  CO2  Excess* 

— 

Inc. 

Dim. 

Inc. 

Dim. 

Breathing  CO2 

57 

84,  85 

2,  3,  61 

2 

Sleep 

63 



62 

62 

V.C.  V.C. 

Large 1 or  

864 

87 

15,  66 

67,  15 

W.  S. 

Emphysema 

58,  59,  60 

59 





Asthmatic  attacks 

38,  72 







Certain  cardiac 

failures  with  CCL 

retention 

75,  88 

75,  88 

— 

— 

*This  group  is  often  complicated  by  anoxaemia,  hence 
may  overlap  Group  (b).  f“Vital  capacity  divided  by 
body  weight.”  rf-Alveolar  COa. 


(d)  Primary  Alkali  Excess 


— 

Inc. 

Inc. 

Inc. 

Inc. 

Ingestion  of  alka- 
line salts 

57,68,69,2 

57,  69 

2,3,89,90 

2 

Sippy  diet. 

24,  25 

24,  25 

2,  70 



Insulin  following 
diabetic  acidosis — 

— 

— 

42,  43,  44 

45 

Dim.=diminished.  Inc.=increased. 

Pulm.  comp.=pulmonary  complications. 
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Crabtree4)  and  any  condition  which  diminishes 
plasma  C02  (hvperpnea,  heat,  tropics,  fevers,  al- 
titudes, diabetes,  chronic  nephritis,  severe  exercise, 
pregnancy,  menstruation,  severe  hemorrhage,  and 
poor  physical  fitness)  also  results  in  a lower  gastric 
acidity.  On  the  other  hand,  any  condition  which 
raises  plasma  C02  (ingestion  of  alkaline  salts, 
Sippy’s  diet,  insulin  in  diabetic  acidosis,  sleep,  and 
the  experimental  breathing  of  C02)  is  found  to  raise 
the  acidity  of  the  gastric  contents  (Table  B, 
Apperly2) . 

(b)  The  diminished  red  cell  content  of  the  blood 
in  certain  anemias,  e.  g.  after  acute  or  chronic 
hemorrhages,  is  associated  with  hypochlorhydria, 


Patient—  IB.,  aet  62  3 o.ll.  ZS 

Carcinoma  head  & neck  of  Pancreas 

Fig.  3. — Showing  the  test-meal  acidity  curve  typical  of  failure  of 
duodenal  alkali  production  and  of  duodenal  regurgitation. 
Acidity  curve  is  of  the  “climbing  type”  with  delayed  emptying. 

and,  if  severe  enough,  with  achlorhydria.  As  the 
anemia  improves  acidity  rises  to  a maximum  at 
about  the  normal  red  cell  count  of  five  millions. 
With  increasing  red  cell  count  (polycythemia), 
curiously  enough,  the  acidity  falls  again,  as,  indeed, 
does  the  plasma  C02  also  (Fig.  2). 

It  will  thus  be  seen  that  the  association  of  anemia 
and  achlorhydria  is  found  in  three  conditions,  viz., 
in  pernicious  anemia,  in  the  achlorhydric  anemia 
of  Witts,  and  in  what  we  have  called  anemic  achlor- 
hydria (Apperly  and  Cary3). 


Under  certain  pathological  conditions,  however, 
acidity  is  not  influenced  by  blood  chemistry.  Thus, 
(a)  duodenal  regurgitation  may  be  prevented  by 
any  condition  that  closes  the  pylorus — spasm,  cicatri- 
zation, cancer,  etc.,  or  merely  by  an  atonic  condition 
of  the  duodenal  musculature,  (b)  lack  of  alkaline 
secretions  into  the  duodenum,  as  in  obstruction  of 
pancreatic  duct  or  bile  duct,  cancer  of  the  pancreas, 
etc.,  may  result  in  nothing  to  regurgitate.  Under 
these  circumstances  the  acidity  of  the  stomach  con- 
tents rises  higher  and  ever  higher,  instead  of  falling 
as  it  normally  does  after  an  hour  or  so.  A con- 
stantly rising  acidity  therefore  suggests  inquiry  into 
the  regurgitation  mechanism  (Fig.  3). 

C.  Relation  of  gastric  motor  function  to  acidity. 
The  factors  affecting  motility  have  been  discussed 
above.  Of  these  all  but  one  have  to  do  with  the 
quality  and  quantity  of  the  food.  When,  for  com- 
parative purposes,  we  use  a standard  test  meal,  we 
find  that,  on  the  whole,  large  chested,  physically  fit 
individuals  have  a higher  acidity  and  more  slowly 
emptying  stomachs  than  less  fit,  sedentary  persons 
not  leading  an  active  life.  In  the  latter  we  more 
often  find  a low  or  absent  acidity  with  rapidly 
emptying  stomachs.  The  reason  for  this  would  seem 
to  be  that  the  large  chested,  well-aerated  man  breathes 
more  slowly,  consequently  is  found  to  have  a higher 
alveolar  and  plasma  C02  content  and  therefore  a 
lower  blood  pH  (more  acid).  As  Table  B shows,  a 
higher  blood  C02  leads  to  higher  acidity,  while  a 
less  alkaline  blood  (low  pH)  leads  to  slower  empty- 
ing. It  should  be  mentioned  here  that,  when  speak- 
ing of  emptying  time,  we  mean  that  emptying  time 
which  is  found  with  the  more  accurate  test-meal. 
The  barium  meal  of  X-ray  examinations  alters  these 
relationships,  since  the  weak  hypotonic  (and  hypo- 
acid)  stomach  has  difficulty  in  evacuating  the  heavy 
barium. 

Gastric  Function  in  Certain  Diseases  Associ- 
ated with  Dyspepsia  or  Secretory  Changes 

Indigestion  has  been  defined  as  “awareness”  of 
gastric  function — physiological  hunger  and  repletion 
excluded. 

Thanks  to  the  work  of  Carlson,  Hurst  and  others, 
we  know  that  the  stomach  is  insensitive  to  all  ordi- 
nary stimuli,  and  the  only  or  main  element  in  the 
production  of  all  gastric  sensibility  is  muscular  ten- 
sion. Increase  of  gastric  muscular  tension  leads, 
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first,  to  a sense  of  fullness,  and,  if  still  further  in- 
creased, to  actual  pain.  Hence  these  sensations  may 
be  produced  or  influenced  by  many  factors,  such  as 
tonic  and  peristaltic  activity,  the  elasticity  of  the 
stomach  wall  itself,  the  nature  and  bulk  and  rate  of 
introduction  of  the  stomach  contents,  and  the  patency 
or  otherwise  of  the  pyloric  and  cardiac  sphincters. 
Upon  various  combinations  and  modifications  of 
these  factors  and  upon  disturbances  of  motor  rhythm 
the  majority  of  all  gastric  sensations,  normal  or 
morbid,  depend,  the  sensations  in  each  instance 
originating  in  the  muscle  fibre  and  being  conducted 
bv  the  nerves  distributed  to  it.  We  see  the  same 
phenomena,  of  course,  in  other  hollow  organs,  e.  g. 
bladder,  intestine,  etc.  In  fact,  the  special  sense  of 
hollow  viscera  is  their  particular  form  of  muscle 
sense.  In  hunger  the  stomach  wralls  are  in  a state 
of  increased  tonus  and  peristaltic  contractions,  while 
in  repletion,  or  the  state  of  “no  sensation,”  the 
stomach  walls  are  relaxed  so  as  to  enclose  or  grasp 
a meal  of  appropriate  bulk  or  consistency,  and  the 
muscle  fibres  have  assumed  a “normal”  or  average 
posture. 

Discomfort  or  Pain  of  Gastric  Origin 
From  what  has  been  said,  it  is  obvious  that  gastric 
pain  has  a definite  relationship  to  gastric  function 
and  expresses  perverted  activity  rather  than  struc- 
tural disease.  In  clinical  work  so  much  depends  on 
a proper  appreciation  of  the  nature  and  causes  of  a 
particular  pain  that  it  would  be  well  to  discuss  the 
two  main  types  of  gastric  pain,  viz.,  delayed  pain 
(as  in  duodenal  ulcer),  and  early  pain  (as  in  gas- 
tric ulcer).  It  should  be  said  at  once  that  these 
pains  are  not  brought  about  by  the  contact  of  food 
or  acid  on  the  ulcer  itself,  since  0.5  per  cent  hydro- 
chloric acid  can  be  placed  in  the  stomach  of  gastric 
ulcer  without  producing  any  discomfort.  Rather 
pain  is  an  expression  of  hypertonus,  excessive  per- 
istalsis, and  inhibition  of  pyloric  relaxation — all 
factors  liable  to  increase  intragastric  tension. 

(a)  Delayed  pain  occurs  when  only  a small  por- 
tion of  food  remains  in  the  pyloric  portion  of  the 
stomach,  and  the  hypertonic  condition  constantly 
present  in  cases  of  duodenal  ulcer  reaches  its  greatest 
development.  If  at  this  moment  a peristaltic  wave 
shuts  off  this  portion  from  the  rest  of  the  stomach, 
and  simultaneously  there  is  a reflex  achalasia  of  the 
pyloric  sphincter,  then  great  pressure  or  tension  is 
exerted  on  the  small  food  mass,  and  pain  results. 


Obviously  such  a pain  would  be  caused  to  disappear 
by  any  process  that  relaxes  the  gastric  tonus  or 
peristalic  wave  (taking  of  food  or  sodium  bi- 
carbonate, which  releases  COo  gas)  or  relaxes  the 
sphincter,  or  reduces  the  pressure  in  the  antrum 
(gastro-enterostomy).  I have  seen  delayed  pain  with 
a very  high' acidity  of  96  relieved  by  giving  a volume 
of  dilute  HC1!  When  the  above  conditions  are 
brought  about  by  other  conditions,  e.  g.  reflexly  from 
appendix  or  gall-bladder,  the  same  type  of  pain 
appears,  and  it  has  been  brought  about  by  the  ex- 
cessive use  of  tobacco,  worry,  or  even  a small  fatty 
protrusion  through  the  linea  alba. 

It  will  be  obvious  that  in  these  cases  duodenal 
regurgitation  cannot  take  place  in  the  face  of  a 
closed  pylorus  or  an  occluding  peristaltic  band  of 
contraction.  Hence  gastric  acidity  will  be  high  and 
remain  high,  especially  if  there  is,  in  addition,  some 
hypersecretion  of  acid  as  well. 

(b)  Immediate  or  early  pain  or  discomfort,  oc- 
curring wdthin  a half  hour  of  food,  is  seen  in  its 
simplest  form  after  rapid  over-eating,  especially  in 
people  who  normally  exhibit  some  hypertonus,  when 
the  stomach  is  filled  at  a greater  rate  than  it  can 
relax.  The  rise  of  pressure  and  discomfort  soon 
pass  off  when  the  stomach  relaxes.  Under  path- 
ological conditions  relaxation  can  be  interfered  with 
by  such  conditions  as  early  gastritis  (in  which  reflex 
stomach  contraction  occurs  following  the  irritation 
of  the  mucosa  by  food,  and  especially  alcohol,  and 
other  irritants),  localized  spasm  of  gastric  ulcer, 
fibrosis  and  deformity  of  chronic  gastric  ulcer  or 
cancer,  reflex  hypertonus  of  the  proximal  half  of 
the  stomach  associated  wTith  appendix  or  gall-bladder 
disease.  If  in  these  cases  the  pylorus  is  closed,  the 
introduction  of  food  brings  about  early  pain.  It  is 
obvious  that  such  pain  will  be  relieved  by  vomiting 
and  fasting.  Alkalis,  since  they  induce  muscular 
relaxation,  also  relieve  pain. 

It  must  not  be  forgotten  that  the  tonus  of  the 
stomach  differs  in  different  people.  As  stated  earlier, 
men,  and  especially  active  broad-chested  men,  are 
more  likely  to  have  a hypertonic  active  stomach  (the 
hypersthenic  diathesis).  The  effect  of  this  will  be 
superadded  to  any  disease  affecting  gastric  function. 
Consequently  dyspepsia  with  late  pain  is  more  often 
found  in  men  than  in  women.  Conversely,  women 
more  commonly  suffer  from  early  pain  or  discomfort 
indigestion. 
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Since  this  type  of  dyspepsia  is  so  commonly  asso- 
ciated with  a chronic  gastritis,  with  more  or  less 
injury  to  or  atrophy  of  the  gastric  glands,  low  or 
absent  acidity  is  more  often  found  than  hyperacidity. 

Enough  has  been  said  to  show  the  absolute 
necessity  of  a full  and  accurate  history  in  cases  of 
gastric  dysfunction.  Only  by  such  knowledge  can  we 
gain  an  idea  of  what  the  stomach  is  actually  doing. 
With  a further  knowledge  of  how  these  different 
types  of  dysfunction  are  brought  about,  and  accurate 
diagnosis  is  more  likely.  For  this  purpose  Ryle10 
lias  suggested  the  following  questions:  (1)  the  char- 
acter of  pain;  (2)  its  severity;  (3)  localization; 
(4)  diffusion;  (5)  frequency;  (6)  duration;  and, 
perhaps,  most  important  of  all,  (7)  initiating  fac- 
tors; (8)  aggravating  factors;  and  (9)  relieving 
factors. 

In  conclusion,  let  us  recall  the  words  of  that  acute 
observer,  James  Hilton,  in  1877,  “Every  pain  has 


its  distinct  and  pregnant  signification,  if  we  will 
but  carefully  search  for  it.” 
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ACUTE  INTESTINAL  OBSTRUCTION.* 


Hugh  H.  Trout,  M.  D., 
Roanoke,  Va. 


To  the  minds  of  most  of  us  the  symptoms  of 
acute  intestinal  obstruction  do  not  denote  the  exist- 
ence of  any  definite  pathological  entity,  but  rather 
that  there  is  present  some  type  of  blockage  in  the 
alimentary  canal.  The  actual  cause  of  such  an 
obstruction  may  vary  from  a very  simple  single  ad- 
hesion, which  is  easily  relieved  by  cutting  the  same, 
to  an  irremovable  malignancy  for  which  there  is  no 
permanent  relief. 

The  symptoms  of  an  intestinal  obstruction  vary 
greatly,  and  this  variation  is  due  to  one  or  more 
combinations  of  conditions  present;  such  as  whether 
the  blockage  is  high  or  low  in  the  intestinal  tract; 
whether  it  is  a complete  obstruction  or  only  parital ; 
the  duration  of  the  symptoms;  the  age  and  the  phys- 
ical condition  of  the  patient,  etc.  The  classical 
symptoms  on  which  the  diagnosis  of  intestinal  ob- 
struction was  made,  e.  g.,  “cold  clammy  skin,  ab- 
dominal distention,  weak  thready  pulse  with  fecal 
vomiting”  should  be  forgotten,  for  these  are  usually 
the  very  late  symptoms  and  come  at  a time  when 
nothing  can  be  done  to  save  the  patient’s  life.  This 
fact  was  very  forcibly  impressed  on  me  some  years 

*Read  a'  the  New  Orleans  Post-Graduate  Medical  As- 
sembly in  1937. 


ago  while  attending  a medical  meeting.  At  that 
meeting  there  was  an  older  man  who  kept  repeating 
that  the  above  enumerated  symptoms  “were  a sure 
sign  of  intestinal  obstruction.”  In  discussing  this 
paper,  Dr.  George  Hendon,  of  Louisville,  replied 
that  such  symptoms  were  not  only  sure  signs  of  in- 
testinal obstruction,  but  were  also  “sure  signs  of  im- 
pending death.”  Such  is  the  truth  of  the  situation, 
and,  this  being  a fact,  it  is  necessary  that  if  we  ex- 
pect to  save  lives,  we  must  recognize  the  early  symp- 
toms of  blockage  of  the  alimentary  tract. 

Perhaps  one  of  the  most,  if  not  the  most  impor- 
tant factor  in  making  a correct  diagnosis,  is  a care- 
fully taken  and  seriously  considered  history.  For 
example,  where  the  fact  that  a small  boy  has  eaten 
a quantity  of  green  apples  has  been  elicited,  the  pre- 
sumptive conclusion  is  that  his  vomiting  is  due  to 
indiscretions  in  diet.  However,  to  jump  to  conclu- 
sions is  always  dangerous.  A more  careful  history 
of  that  boy  might  reveal  that  he  has  been  having 
attacks  of  mild  abdominal  pain,  even  before  he  had 
eaten  the  green  apples,  and  that  the  addition  of  ap- 
ples converted  a partial  obstruction  into  a complete 
one.  In  other  words,  one  rarely  sees  a patient  with 
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an  “intestinal  upset”  who  does  not  have  some  sug- 
gestion that  is  satisfactory  to  him  as  the  explanation 
of  his  vomiting.  Just  recall  how  frequently  we  all 
see  patients  with  definite  attacks  of  appendicitis,  who 
give  us  some  “reason”  for  the  existence  of  the  ab- 
dominal pain  other  than  the  inflamed  appendix.  T 
believe  over  one-half  of  the  cases  of  acute  appen- 
dicitis that  I have  seen  in  my  life  have  voluntarily 
put  forward  some  explanation  as  to  the  cause  of  the 
pain.  To  a large  extent  this  is  also  true  of  acute 
intestinal  obstruction.  Let  us  be  a little  more  specific 
about  what  I am  trying  to  express  concerning  history 
taking  as  regards  acute  intestinal  obstruction  by 
citing  a few  cases  I have  seen  and  on  whom  I have 
made  a mistake  in  diagnosis. 

In  a case  of  acute  intestinal  obstruction  due  to 
an  impaction  of  dead  round  worms,  had  I questioned 
the  father  of  the  little  patient  more  carefully  than 
I did,  I would  have  ascertained  that  “worm  med- 
icine” had  been  given  that  boy  daily  for  three  days, 
and  then  followed  by  a purgative.  This  information 
would  have  prevented  me  from  making  the  pre- 
operative diagnosis  of  an  appendix  abscess.  How- 
ever, the  operation  was  imperative,  for  the  dead 
worms  were  packed  so  tight  in  the  terminal  ileum 
that  they  were  difficult  to  remove  even  after  open- 
ing the  intestine. 

Also,  had  I carefully  considered  the  history  of 
a man  who  had  had  a drainage  appendix  case  a 
few  months  previously,  I probably  would  not  have 
told  the  family  that  the  existing  intestinal  obstruc- 
tion was  due  to  post-operative  adhesions,  for  after 
operation  I ascertained  that  he  had  had  a “change 
of  bowel  habit”  with  a small  amount  of  blood  in 
his  stools  occasionally  for  a few  months  before  the 
atttack  of  appendicitis.  The  operation  revealed  a 
carcinoma  of  the  recto-sigmoid  with  a complete  ob- 
struction of  the  large  bowel. 

These  two  cases  above  cited  are  sufficient  to  illus- 
trate the  importance  of  giving  mature  consideration 
to  a carefully  taken  history,  but  does  not  repre- 
sent by  any  means  all  the  mistakes  I have  made 
in  the  diagnosis  of  the  cause  of  acute  intestinal  ob- 
struction by  not  attaching  sufficient  importance  to 
history  taking. 

Of  course,  the  type  of  early  symptoms  depends 
on  many  different  factors,  such  as  the  location  of 
the  obstruction,  the  extent  of  the  obstruction,  the 
duration  of  the  obstruction,  the  general  condition  of 
the  patient  before  the  existence  of  the  obstruction, 


and  many  other  factors  almost  too  numerous  to  list. 
However,  it  is  essential  that,  if  we  are  to  save  lives, 
we  must  make  early  diagnosis  and  not  wait  for  the 
old  classical  symptoms  of  late  obstruction. 

Perhaps  it  would  serve  our  purpose  best  were  we 
to  review  together  some  of  the  early  signs  and  symp- 
toms commonly  associated  with  all  types  of  obstruc- 
tion. A continued  and  persistent  unsatisfactorily 
explained  nausea  with  some  vomiting  certainly  calls 
for  a critical  analysis  of  a carefully  taken  history. 
This  is  especially  true  when  the  pain  is  intermit- 
tent in  character.  We  have  all  watched  intestinal 
patterns  in  their  relationship  to  pain  and  been  able 
to  predict  just  a moment  when  the  pain  “strikes  the 
patient”  by  the  waves  of  peristalsis.  After  eighteen 
to  twenty-four  hours  these  pains  usually  become  al- 
most constant.  These  pains  are  usually  in  the  region 
of  the  umbilicus  or  in  the  epigastrium.  Vomiting  at 
first  consists  of  stomach  contents,  but  soon  includes 
fluid  from  the  small  intestine  which  acquires  a fecal 
odor. 

Inspection  of  the  abdomen  may  present  any  ap- 
pearance from  a slight  abnormal  fullness  to  the 
peristaltic  patterns  seen  late  in  the  obstruction.  Nat- 
urally, an  abdomen  covered  with  a large  layer  of  fat 
hides  such  signs  to  a large  extent.  By  gentle  palpa- 
tion one  can  sometimes  feel  these  patterns  in  fat 
patients  when  they  are  not  seen  by  the  eye.  This 
“palpation”  means  lightly  dragging  the  balls  of  the 
fingers  across  the  abdomen.  Occasionally,  by  dark- 
ening the  room,  one  can  demonstrate  intestinal  pat- 
terns by  the  use  of  a flashlight.  The  flashlight  is 
placed  so  as  to  throws  its  rays  almost  parallel  to  the 
anterior  abdominal  wall.  If  there  are  patterns  pres- 
ent, one  obtains  a view  somewhat  similar  to  the 
shadows  made  by  the  headlights  of  an  automobile 
on  a rough  road  on  a dark  night.  Frequently,  when 
the  patterns  are  demonstrated  by  this  manner,  the 
intestinal  movements  are  also  visible.  In  a few 
instances,  these  patterns  can  be  produced  in  the  ob- 
struction cases  by  first  placing  a hot  towel  and  then 
a cold  towel  on  the  abdominal  wall,  and  thereby 
stimulating  peristalsis. 

In  every  case  a careful  search  should  be  made  for 
a mass.  In  thin  patients  this  is  usually  palpable, 
but  far  more  difficult  and  uncertain  when  the  mass 
is  hidden  behind  a thick  fatty  abdominal  wall. 

In  babies  with  intussusception  or  with  pyloric 
stenosis,  one  can  often  find  the  “mass”  by  turning 
the  abdomen  downward.  In  other  words,  place  the 
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baby  on  your  lap  with  face  down  and  held  between 
the  knees,  and  feel  for  the  mass  with  the  baby  in 
such  a position.  The  explanation  of  this  is,  of 
course,  that  the  “mass”  being  slightly  heavier  than 
the  rest  of  the  intestinal  tract  tends  to  gravitate  to- 
ward the  abdominal  wall  when  that  is  held  in  the 
most  dependent  position.  A rectal  examination 
should  never  be  omitted,  for  the  tentative  diagnosis 
of  intussusception  can  often  be  confirmed  by  such  a 
procedure.  Of  course,  where  there  has  been  any  his- 
tory of  bleeding  from  the  rectum,  it  is  imperative 
that  the  rectum  be  carefully  examined  both  with  the 
gloved  finger  and  with  the  proctoscope.  The  old 
assertion  that  “the  difference  between  a general  prac- 
titioner and  the  specialist  is  that  the  specialist  makes 
a rectal  examination”  carries  with  it  enough  truth 
to  emphasize  the  importance  of  rectal  examination. 

In  many  cases,  auscultation  of  the  abdomen  will 
be  of  some  aid  for  often  the  “rumbling”  of  bor- 
borygmus  and  liquid  content  of  the  obstructed  loop 
can  be  heard.  Such  findings  are  sometimes  very  con- 
fusing for  frequently  in  badly  obstructed  loops  such 
noises  are  not  elicited,  while  they  are  sometimes 
very  definite  in  only  slightly  obstructed  loops.  In 
other  words,  auscultation  is  more  of  a confirmatory 
than  it  is  of  a differential  diagnostic  help.  “The 
silent  abdomen,”  following  the  rumbling  borboryg- 
mus  which  sometimes  occurs  late  in  the  obstruction 
is  often  a danger  signal,  for  it  might  indicate  gan- 
grene of  the  intestine. 

A flat  X-ray  plate  of  the  abdomen  requires  but  a 
few  minutes,  and  in  many  cases  demonstrates  beau- 
tifully the  distended  intestinal  loops.  A barium 
meal  will  often  convert  a partial  and  not  dangerous 
obstruction  into  a complete  and  fatal  intestinal 
block,  and  should,  therefore,  never  be  given  in  a 
suspected  cause  of  acute  obstruction.  A possible 
exception  to  this  rule  might  be  where  the  symptoms 
and  signs  indicate  a pyloric  obstruction.  Even 
then  one  should  be  prepared  to  operate  immediately 
if  necessary. 

Where  the  suspected  diagnosis  indicates  that  the 
obstruction  is  in  the  colon,  a barium  enema  will 
often  be  of  great  aid  and  not  attended  with  danger 
to  the  patient. 

If  the  flat  X-ray  plate  demonstrates  “free  gas” 
in  the  peritoneal  cavity  one  can  be  reasonably  sure 
that  the  obstructive  symptoms  are  due  to  peritonitis 
following  the  perforation  of  a hollow  viscus.  If 
this  “free  gas”  is  located  on  the  outer  side  of  the 


descending  colon  the  perforation  is  usually  located 
in  a diverticulum  or  carcinoma  of  the  sigmoid.  It 
should  not  be  forgotten  that  “free  gas”  is  found  in 
the  peritoneal  cavity  by  X-rays  examinations  for  a 
few  weeks  following  laparotomies. 

By  taking  an  X-ray  picture  with  the  patient  in  the 
erect  position  the'  various  fluid  levels  can  be  demon- 
strated. Often  the  patient  is  too  sick  and  vomiting 
too  frequently  to  justify  the  making  of  such  a film. 
In  this  event  a lateral  plate  may  be  made  and  the 
fluid  levels  demonstrated.  Frequently  the  point  of 
the  obstruction  can  also  be  located  in  the  X-ray 
film.  If  plate  is  made  early  it  can  be  employed 
for  estimating  the  progress  of  the  distention. 

Microscopical  examination  of  the  blood  is  of  very 
little,  if  any,  aid,  in  making  an  early  diagnosis  of 
acute  intestinal  obstruction,  for  the  blood  cells  are 
not  altered  until  relatively  late  and  only  when  there 
has  been  sufficient  damage  to  the  bowel  wall  to 
provoke  some  inflammatory  reactions.  This  usually 
does  not  occur  until  late  in  the  obstruction.  Of 
course,  if  the  obstruction  is  due  to  a peritonitis, 
there  are  marked  changes  in  the  blood  cells,  such  as 
leucocytosis,  increased  percentage  of  the  polymorpho- 
nuclears,  etc.  However,  such  changes  are  due  to 
the  inflammatory  response  of  the  cells  to  the  peri- 
tonitis rather  than  to  the  direct  effect  of  the  ob- 
struction. 

The  chemical  changes  in  the  blood  occur  more 
quickly  and  are,  therefore,  of  greater  aid  in  making 
an  early  diagnosis  of  acute  intestinal  obstruction 
than  the  microscopical  studies.  The  relative  rapid- 
ity with  which  these  chemical  changes  develop  is 
due  largely  to  two  factors — 1st,  the  great  actual  loss 
of  fluids  by  vomiting,  and,  2nd,  the  elimination 
of  the  normal  fluid  intake.  These  two  factors  com- 
bine in  producing  fairly  quickly  the  chemical  changes 
in  the  blood  which  are  found  by  studying  the 
chlorides,  the  carbon  dioxide  combining  power,  the 
non-protein  nitrogen,  the  total  serum  proteins  and 
serum  albumin.  In  acute  intestinal  obstruction 
there  is  usually  a decrease  in  the  chlorides  (the  re- 
sult of  an  actual  loss)  a diminution  in  the  carbon 
dioxide  combining  power,  and  an  increase  of  the 
non-protein  nitrogen.  The  last  two  probably  result 
from  fluid  concentration,  as  well  as  retention  of 
products  usually  excreted  in  the  urine.  Naturally 
urinary  excretion  is  markedly  decreased  due  to  lim- 
ited fluid  intake. 

Some  diagnosticians  might  question  the  value  of 
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these  chemical  studies  of  the  blood  being  of  aid  in 
making  the  diagnosis  of  acute  intestinal  obstruction, 
but  no  surgeon  now  doubts  the  value  of  such  esti- 
mates in  assisting  in  the  proper  pre-  and  post- 
operative treatment  of  these  frequently  desperately 
ill  patients. 

The  pre-operative  chemical  estimates  of  the  blood 
also  furnish  a very  helpful  basis  of  comparison  for 
the  post-operative  blood  studies  which  are  so  essen- 
tial in  the  proper  treatment  of  the  patient  after  op- 
eration. Even  if  the  operation  is  so  urgent  that  the 
condition  of  the  patient  does  not  justify  the  delay 
necessary  to  complete  the  microscopical  and  chem- 
ical studies  of  the  blood,  the  specimens  should  be 
obtained  and  examined  so  as  to  be  used  as  a helpful 
comparison  in  the  proper  post-operative  treatment. 

Before  considering  the  treatment,  it  might  be  of 
profit  to  us  to  consider  rather  briefly  the  different 
types  of  obstruction.  Of  course,  where  one  starts  to 
divide  obstruction  into  groups,  he  first  considers  two 
main  groups — the  mechanical  and  functional.  There 
are  many  different  types  of  mechanical  obstruction, 
but  with  the  functional  they  can  and  should  be 
placed  in  one  of  two  groups: 

1.  Adynamic  ileus — absence  of  peristalsis. 

2.  Dynamic  ileus — spasticity  of  muscle  of  intes- 
tinal wall. 

The  functional  obstructions  can  be  due  to  local 
intra-peritoneal  causes,  such  as  peritonitis,  or  can 
be  due  to  causes  outside  of  the  peritoneal  cavity, 
such  as  the  marked  distention  and  subsequent  in- 
testinal obstruction  as  is  occasionally  seen  with  pneu- 
monia, or  even  the  passage  of  a renal  stone. 

Much  and  most  interesting  experimental  work 
has  been  done  to  definitely  establish  how  and  why 
these  functional  obstructions  occur.  I cannot  resist 
mentioning  very  briefly  some  of  this  research  work. 
In  order  for  us  to  properly  evaluate  this  work,  it 
will  be  necessary  for  us  to  review  some  elementary 
facts  concerning  peristalsis.  First  of  all,  let  us  re- 
call that  the  intestinal  movements  depend  on  mus- 
cular structure  with  its  local  nerve  supply.  But,  it 
is  even  more  important  for  a proper  understanding 
of  these  functional  intestinal  disturbances,  for  us 
to  remember  that  these  movements  are  also  con- 
trolled to  a large  extent  by  an  extrinsic  nerve  supply 
which  comes  through  the  splanchnic  and  vagus 
nerves.  If  the  functional  obstruction  is  due  to 
peritonitis,  there  is  a disturbance  of  both  the  plexus 
of  Meissner  and  the  plexus  of  Auerbach,  which  di- 


rectly and  locally  inhibit  stimulation  of  the  muscle 
into  peristaltic  contractions.  Of  course,  it  is  pos- 
sible that  a mechanical  condition  due  to  the  adhe- 
sions of  loops  of  bowels  together  is  superimposed 
on  the  paralytic  condition.  In  such  a circumstance 
the  obstruction  is  due  to  both  mechanical  and  func- 
tional disturbances.  If  the  functional  obstruction  is 
due  to  a condition  outside  of  the  peritoneal  cavity, 
the  inhibitory  impulses  are  the  result  of  reflex  action 
transmitted  to  the  splanchnic  and  vagus  nerves. 

To  any  one  especially  interested  in  this  fascinat- 
ing research,  I am  sure  they  would  find  the  works 
of  Cannon  and  Murphy,  Lennander,  Eisendrath  and 
many  others  most  interesting  and  instructive. 

The  most  hopeful  side  in  the  treatment  of  func- 
tional ileus  is  to  be  found  in  the  prevention  of  the 
same  by  the  gentle  handling  of  the  intestines  during 
operations.  Enemata  given  fairly  frequently  some- 
time make  the  patient  more  comfortable  for  a short 
while  by  removing  gas  from  the  large  bowel.  On 
the  whole,  the  various  drugs,  such  as  different 
preparations  of  pituitrin,  prostigman  and  eserin  have 
been  disappointing  and,  perhaps,  at  times  even 
harmful. 

Most  pituitary  extracts  have  a marked  action  on 
the  large  bowel,  and  it  might  well  be  that  the  oc- 
casional apparently  satisfactory  results  might  be  con- 
fined to  the  evacuation  of  the  colon.  Certainly  the 
rapidity  with  which  the  abdominal  distention  re- 
turns after  such  results  would  be  a clinical  indica- 
tion that  this  does  actually  occur  in  many  cases. 

Intravenous  hypertonic  sodium  chloride  solutions, 
as  advocated  by  Ochsner,  Gage  and  Hughson  and 
Scarff,  sometimes  definitely  stimulate  peristalsis  and 
at  the  same  time  replace  the  chlorides  which  have 
been  lost  by  vomiting,  etc. 

In  my  hands,  the  enterostomy  has  only  added  to 
the  patient’s  discomfort.  However,  some  surgeons 
report  good  results  from  multiple  enterostomies. 

Of  course,  at  this  time  the  greatest  reliance  is  to 
be  found  in  the  use  of  the  duodenal  tube  placed 
through  the  nostril  and  attached  to  a continuous 
suction,  such  as  advocated  by  Wagensteen. 

It  has  also  been  my  personal  experience  that 
morphia  given  in  sufficient  quantities  to  make  the 
patient  comfortable  has  been  of  aid,  but  naturally, 
one  has  to  use  discretion  not  to  mask  symptoms,  or 
to  depress  the  respirations  by  the  use  of  this  drug. 
I am  sure  we  all  have  much  to  learn  about  the 
proper  employment  of  morphia,  but  certainly  Orr 
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and  Carlson  have  conclusively  demonstrated  that 
morphia  does  not  effect  the  movements  of  the  small 
intestine  in  the  manner  that  we  previously  con- 
sidered that  it  did.  They  demonstrated  “that  mor- 
phine sulphate  in  ordinary  doses  gives  an  increase  in 
tone,  an  increase  in  the  amplitude  of  peristaltic 
waves.  Large  doses  stop  peristalsis  and  decrease  the 
tone,  but  segmentation  movements  are  little  affected, 
and  may  be  somewhat  increased.”  The  duration  of 
the  effects  of  an  average  dose  of  morphine  on  the 
intestine  is  about  six  hours. 

Morphia  grains  one-fourth  will  markedly  delay 
the  “emptying  time”  of  a barium  test  meal  as  has 
been  demonstrated  by  roentgenologists. 

This  work  of  Orr  and  Carlson  does  allow  us  to 
give  sufficient  amounts  of  morphia  to  dull  the  pa- 
tient’s pain  and  anxiety,  but  certainly  does  not 
permit  us  to  advocate  the  giving  of  morphia  in  large 
enough  doses  to  produce  gastric  retention  and  the 
abolition  of  the  diagnostic  and  rhythmical  waves 
of  pain. 

The  views  of  Orr  and  Carlson  are  not  altogether 
new,  for  Nasse,  in  1865,  showed  that  morphia  caused 
an  increase  in  the  frequency  of  peristaltic  waves 
in  frogs  and  rabbits. 

It  is  also  interesting  to  recall  that  Clark,  in  1882, 
wrote  concerning  the  great  tolerance  of  morphia  in 
acute  peritonitis. 

Mclver  classified  the  causes  of  mechanical  ob- 
structions in  the  following  quotation: 

“While  the  exact  pathology  found  in  different 
types  of  mechanical  obstruction  varies  widely,  the 
conditions  fundamentally  responsible  for  most  of 
the  acute  obstructions  are:  developmental  defects, 
inflammatory  reactions  within  the  peritoneal  cavity 
and  neoplasms.”  He  further  states  that  the  Massa- 
chusetts General  Hospital  has  used  the  following 
classification  of  cases  as  a working  basis: 

Obstruction  by  bands  and  adhesions,  occurring 

Early  after  operation; 

Late  after  operation; 

Without  previous  operation. 

Obstruction  by  volvulus. 

Obstruction  by  intussusception. 

Obstruction  by  rarer  causes. 

Congenital  anomalies; 

Gall-stones  and  other  foreign  bodies; 

Internal  hernia; 

Meckel’s  diverticulum. 


Obstruction  by  mesenteric  thrombosis  and  other 
vascular  lesions. 

Obstruction  by  neoplasms. 

Obstruction  by  strangulated  external  hernia. 

Strangulated  external  hernia  is  now  the  most  fre- 
quent cause  of  acute  intestinal  obstruction,  but,  with 
the  greatly  increased  number  of  laparotomies  done 
by  operators  of  limited  training,  post-operative  ad- 
hesive bands  will  perhaps  soon  occupy  first  place. 

As  a general  rule,  the  diagnosis  of  external  hernia 
is  self-evident,  but  sometimes  overlooked.  Occasion- 
ally one  sees  a strangulated  hernia  which  has  been 
“reduced”  into  the  peritoneal  cavity  with  the  sac 
and  with  the  constricting  ring  still  persisting.  I 
recall  very  vividly  my  first  experience  with  a sit- 
uation of  this  kind.  A doctor  in  a town  about  fifty 
miles  distant  telephoned  that  he  was  sending  a 
patient  with  a strangulated  hernia,  and  that  he  had 
given  the  patient  some  morphia  so  that  he  might 
travel  without  so  much  pain.  When  the  patient 
arrived,  he  was  comfortable.  There  was  no  tender- 
ness in  the  inguinal  or  femoral  regions,  and  very 
little  in  the  abdominal  wall.  There  was  no  mass 
that  could  be  felt  in  the  abdomen.  There  was  very 
little,  if  any,  abdominal  distention  and  vomiting  had 
ceased.  It  was  explained  to  the  patient  that  his 
hernia  had  “reduced  itself”  due  to  the  relaxation 
of  the  ring  produced  by  the  morphia,  and  to  the 
jolting  of  the  train.  However,  an  immediate  oper- 
ation was  advised  because  his  pulse  was  rapid  and 
he  looked  sick. 

Operation  revealed  a sac  containing  about  one 
foot  of  gangrenous  small  intestine.  The  sac  had 
gravitated  to  the  pelvis  where  it  could  not  be  pal- 
pated from  the  abdomen,  and  we  failed  to  make  a 
rectal  examination  which  might  have  revealed  the 
mass  had  we  done  so. 

Naturally  when  the  patient  has  had  a previous 
operation  and  presents  signs  and  symptoms  of  an 
acute  obstruction,  the  most  likely  etiological  factor  is 
intestinal  adhesions.  When  this  situation  develops, 
early  after  a laparotomy  the  surgeon  is  presented 
with  one  of  the  most  difficult  conditions  in  the  entire 
realm  of  surgery  to  properly  handle.  The  employ- 
ment of  the  duodenal  tube  with  continuous  suction, 
the  judicious  use  of  morphia,  and  various  drugs  that 
stimulate  peristalsis,  the  correct  evaluation  of 
studies  of  the  blood  chemistry  with  the  subsequent 
proper  administration  of  intravenous  solutions,  the 
giving  of  non-irritating  enemata,  all  tend  toward 
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the  patient’s  final  recovery.  However,  the  indwell- 
ing duodenal  tube,  the  intravenous  medication  and 
the  use  of  drugs  all  tend  sometimes  to  mask  the 
indications  for  the  prompt  surgical  release  of 
mechanically  obstructing  adhesions,  and  should  be 
employed  with  the  utmost  care. 

In  no  other  place  in  surgery  with  which  I am 
familiar  is  “surgical  judgment”  more  needed,  and  I 
have  never  yet  heard  a satisfactory  definition  to 
explain  that  expression,  though  I have  studied  many 
addresses  on  that  subject.  Apparently  the  surgeons 
who  have  this  God-given  gift  are  the  least  able  to 
convey  to  others  just  exactly  what  “surgical  judg- 
ment” does  mean. 

Acute  obstructive  symptoms  coming  on  late  after 
operation  do  not  usually  present  a difficult  sit- 
uation, for,  in  the  vast  majority  of  cases,  an  im- 
mediate operation  is  urgently  indicated.  It  has  been 
my  personal  experience  that  where  a patient  goes 
along  perfectly  well  for  a year  or  more  following  a 
laparotomy  and  then  suddenly  develops  acute  ob- 
structive symptoms  that  a single  adhesion  is  usually 
found  at  operation,  which  can  be  very  easily  re- 
leased. However,  if  the  patient  has  had  frequent 
attacks  of  abdominal  pain  with  distention,  the  sur- 
geon .can  reasonably  expect  to  find  numerous  ad- 
hesions and  plenty  of  trouble.  Of  course,  abdominal 
adhesions  without  previous  operations  are  some- 
times found.  These  are  usually  due  to  some  previous 
peritoneal  infection,  such  as  tuberculosis,  a leak  in 
a diverticulum  of  the  sigmoid,  etc.  Occasionally  one 
encounters  adhesions  following  trauma  to  the  ab- 
dominal wall,  e.  g.,  kick  of  a mule  or  a cow. 

During  the  past  few  years  with  the  increased  use 
of  radium  in  the  treatment  of  carcinoma  of  the 
cervix,  there  have  appeared  in  the  literature  reports 
of  acute  obstruction  due  to  the  intestines  becoming 
adherent  to  pelvic  organs  as  a result  of  the  irritation 
produced  by  such  irradiation.  Apparently  this 
irradiation  destroys  the  intestinal  mucosa  for  some 
distance,  and  this  necessitates  a far  wider  resection 
than  would  be  usually  done  with  an  uncomplicated 
adhesion. 

The  correct  diagnosis  of  volvulus  is  seldom  ever 
made  before  operation,  but  the  obstructive  symptoms 
are  so  marked  that  an  immediate  diagnostic  incision 
is  indicated. 

The  “sausage  shaped”  mass  of  the  intussusception 
can  usually  be  felt  if  one  is  patient  with  the  child, 
and  does  not  forget  to  make  a rectal  examination. 


Frequently  there  is  the  history  of  bloody  mucus  from 
the  rectum.  It  has  been  our  own  personal  experience 
to  find  that  an  adenoma  has  been  associated  with 
the  vast  majority  of  our  intussusception  cases,  and 
such  was  probably  the  etiological  factor.  This  was 
called  to  our  attention  by  Watts  in  1910,  and  we 
have  been  looking  for  and  finding  such  adenomata 
since. 

A careful  history  usually  suggests  the  possibility 
of  a strangulated  hernia  through  the  diaphragm, 
and  the  X-ray  pictures  confirm  such  a diagnosis. 

Strangulation  of  the  intestine  through  openings 
in  the  omentum,  mesentery  and  broad  ligament  are 
very  rare.  In  one  case  of  acute  intestinal  obstruction 
we  found  the  strangulation  due  to  a loop  of  small 
intestine  through  the  foramen  of  Winslow,  and, 
even  with  the  abdomen  opened,  this  diagnosis  was 
difficult. 

An  inflamed  Meckel’s  diverticulum  sometimes 
attaches  itself  to  some  of  the  surrounding  structures, 
and  then  a loop  of  intestine  is  occasionally  caught 
between  the  same  and  becomes  strangulated. 

Numerous  foreign  substances  such  as  gall-stones, 
large  quantities  of  undigested  foods,  persimmons, 
bran,  round  worms,  “hair  ball,”  etc.,  have  all  been 
found  causing  intestinal  obstruction.  Our  experience 
with  round  worms  leads  us  to  agree  with  Herrick 
and  Emery  that  the  ascaris  lumbricoides  produce  a 
toxin  of  their  own,  which  causes  a spastic  con- 
traction of  the  intestine.  It  might  be  well  for  the 
medical  men  to  consider  the  giving  of  smaller  and 
repeated  doses  of  chemopodium  and  purgatives  so 
as  to  prevent  the  accumulation  of  so  many  dead 
worms  at  the  ileo  cecal  valve. 

In  mesenteric  thrombosis,  the  sudden  profound 
shock  with  a quick  and  marked  prostration,  es- 
pecially in  a patient  with  hardened  vessels,  coming 
on  before  the  other  symptoms  and  signs  of  an  acute 
obstruction  appear  should  suggest  the  true  nature 
of  the  calamity. 

With  neoplasms,  a careful  history  will  reavel  the 
existence  of  the  new  growth  before  the  acute  ob- 
structive symptoms  are  engrafted  upon  the  same. 
As  previously  mentioned,  it  is  dangerous  to  give  a 
barium  meal  to  a suspected  case  of  malignancy  of 
the  intestine,  for  the  danger  of  producing  a com- 
plete obstruction  is  a real  one. 

If  we  have  made  the  diagnosis  of  acute  intestinal 
obstruction,  naturally  the  next  procedure  would  be 
to  determine  what  course  of  action  is  proper.  First 
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of  all,  it  would  be  necessary  to  ascertain  whether  it 
is  due  to  some  functional  disturbance,  or  some  me- 
chanical block  or  a combination  of  both.  It  is  at 
this  point  of  the  dilemma  that  a carefully  taken 
history  should  be  seriously  considered.  If  the  sur- 
geon believes  the  obstruction  is  functional  in  origin, 
he  is  more  justified  in  postponing  operative  relief 
than  he  would  be  if  he  considered  the  condition  due 
to  a mechanical  cause. 

Doctors  W.  J.  Mayo  and  Willard  Bartlett,  Jr.,  ad- 
vocated spinal  analgesia  as  a means  of  differentiat- 
ing between  a functional  and  a mechanical  ileus. 
This  method  has  not  been  as  satisfactory  as  we  had 
hoped  it  would  be.  Perhaps  the  reason  for  this  is 
that  in  our  experience  the  majority  of  our  patients 
with  acute  intestinal  obstruction  have  such  low  blood 
pressures  that  the  giving  of  any  type  of  spinal 
anesthetic  is  too  dangerous  to  use.  Ochsner  has 
shown  that  if  ephedrine  or  adrenalin  be  used  they 
will  “stimulate  the  myoneural  junction  of  the  sym- 
pathetic system  distal  to  the  point  of  block  and  the 
desired  results  will  be  nullified.” 

Frankly,  I have  great  faith  in  the  intelligent  em- 
ployment of  the  duodenal  tube,  but  I am  sure  that 
use  of  this  tube,  like  the  improper  employment  of 
morphia,  will  sometimes  lull  us  into  an  unjustified 
sense  of  security,  which  is  detrimental  to  the  welfare 
of  the  patient.  I am  certain,  in  my  own  mind,  that 
every  patient  with  acute  intestinal  obstruction  should 
have  a decompression  of  the  alimentary'  canal  by 
means  of  continuous  suction  through  a duodenal 
tube.  However,  if  the  surgeon  believes  that  the 
acute  intestinal  obstruction  is  entirely  due  to  a 
mechanical  block,  a laparotomy  should  not  be  de- 
layed. If  the  surgeon  believes  the  symptoms  are 
due  to  a combination  of  a functional  and  mechan- 
ical cause,  he  is  justified  in  delaying  operation  a 
short  while  and  watching  the  patient  most  carefully. 
In  the  vast  majority  of  such  cases,  it  is  usually  neces- 
sary to  remove  the  mechanical  cause.  Therefore,  I 
believe  it  is  better  for  the  patient  to  have  a diag- 
nostic incision  just  as  soon  as  his  general  condition 
has  been  improved  sufficiently  by  the  use  of  the  duo- 
denal tube,  intravenous  salt,  etc.,  to  permit.  In 
many  cases  the  use  of  the  duodenal  tube  is  a life- 
saving procedure,  and  especially  so  if  employed 
early. 

Many  excellent  surgeons  employ  this  tube  as  a 
routine  following  all  abdominal  operations.  They 
do  this  not  only  for  the  post-operative  comfort  of  the 


patient,  but  to  prevent  the  creation  of  an  adynamic 
ileus.  Certainly  the  gentle  handling  of  viscera  dur- 
ing the  operation  is  even  of  greater  prophylactic 
value. 

Many  substances  are  produced  by  the  action  of 
the  digestive  ferments  of  bacteria  on  the  contents  of 
normal  or  obstructed  bowel  which  are  very  toxic. 
This  has  been  repeatedly  proven  by  injecting  such 
toxins  directly  into  the  blood  stream.  Also,  it  has 
been  demonstrated  by  many  research  workers  that 
a toxic  secretion  is  actually  formed  by  the  mucosa 
itself  when  the  bowel  is  obstructed.  The  intestinal 
mucosa  has  a power  of  selective  absorption  and  pre- 
vents the  absorption  of  these  toxins  just  as  long  as 
the  mucosa  is  healthy.  Extensive  ballooning  of  the 
intestine  causes  injury  to  the  mucosa,  and  it  quickly 
loses  its  ability  to  defend  the  general  system  from 
invasion  of  these  toxins. 

From  this  we  can  see  how  very  important  it  is  to 
prevent  this  intestinal  distention.  In  other  words, 
if  the  obstruction  is  high  in  the  intestinal  canal  the 
lower  bowel  does  not  have  a chance  to  absorb  the 
fluids  such  as  gastric  juice,  saliva,  pancreatic  juice, 
bile,  etc.,  and  this  usually  amounts  to  about  7000 
cc.  per  day.  Naturally,  the  patient  cannot  survive 
this  great  fluid  loss  for  many  days.  The  giving  of 
fluids  with  the  chlorides,  etc.,  and  blood  make  up  for 
such  a loss,  and  is  therefore  an  absolute  essential 
part  of  the  treatment. 

If  the  obstruction  is  low,  naturally  this  large 
amount  of  fluid  does  go  into  the  intestinal  canal  from 
which  it  is  absorbed.  This  would  not  be  such  a 
bad  state  of  affairs  were  it  not  for  two  facts,  namely: 
First,  a highly  toxic  material  is  manufactured  in  the 
intestinal  canal,  and,  second,  this  toxic  material  is 
absorbed  because,  due  to  the  obstruction,  etc.,  the 
mucosa  has  lost  its  defensive  power  of  selectivity. 

Or,  briefly,  death  from  a high  intestinal  obstruc- 
tion is  mainly  one  of  dehydration  due  to  fluid  loss, 
while  death  from  a low  intestinal  obstruction  is 
largely  one  of  toxemia. 

Time  does  not  permit  a discussion  of  acute  ob- 
structions of  the  large  bowel.  However,  no  men- 
tion of  this  subject  should  ever  be  made  without 
warning  of  the  dangers  of  resections,  and  the  ad- 
vantages of  colostomies  at  the  time  of  the  acuteness 
of  the  symptoms. 

Put  the  patient  in  the  best  possible  condition  dur- 
ing the  time  deemed  necessary  for  observation,  and 
frequently  that  is  just  about  the  time  usually  re- 
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quired  to  get  the  operating  room  ready.  No  opera- 
tion should  be  started  in  acute  intestinal  obstruction 
until  every  possible  effort  has  been  made  to  do  an 
intestinal  decompression  by  means  of  a duodenal 
tube.  This  not  only  improves  the  patient’s  general 
condition  but  also  prevents  injury  to  the  intestines 
by  trying  to  replace  them  into  the  peritoneal  cavity 
after  the  abdomen  has  been  opened. 

Then,  the  next  question  is  the  selection  of  the 
anesthetic.  That  decision  not  only  depends  on  the 
condition  of  the  patient,  but  very  frequently  on  the 
ability  of  the  anesthetist.  For  example,  if  one  is  not 
blessed  with  an  excellent  anesthetist,  he  is  justified 
in  taking  greater  chances  with  the  use  of  spinal 
anesthesia  in  spite  of  low  blood  pressure  usually 
associated  with  these  cases. 

If  the  symptoms  are  due  to  an  external  hernia, 
local  anesthesia  is  my  choice.  Sometimes  if  one 
employs  local  anesthesia,  where  there  is  much  dis- 
tention, he  will  encounter  some  difficulty  in  return- 
ing the  intestines  to  the  peritoneal  cavity.  If  he 
does  this  he  is  very  apt  to  cause  some  trauma  to 
the  intestine,  which  adds  not  only  to  the  immediate 
discomfort  of  both  surgeon  and  the  patient,  but 
might  well  be  the  causation  factor  in  the  production 
of  a post-operative  ileum.  Everything  considered,  if 
the  obstruction  is  intra-peritoneal,  a general  anes- 
thetic is  a safer  and  more  comfortable  procedure. 
If  relaxation  cannot  be  obtained,  ethylene  or  nitrous 
oxide  are  very  satisfactory,  but  occasionally  ether 
has  to  be  added  to  obtain  relaxation  and  prevent 
trauma  to  the  intestine.  It  is  more  than  likely  that 
many  of  the  post-operative  pulmonary  complications 
usually  ascribed  to  “toxemia”  are  actually  due  to 
material  aspirated  into  the  lung  while  the  patient 
is  vomiting.  This  is  another  reason  for  the  effec- 
tive removal,  through  the  duodenal  tube,  of  all  gas- 
tric and  intestinal  contents  as  far  as  possible. 

In  1908  Lawson  directed  some  clinical  and  animal 
investigations  concerning  the  harmful  effects  of  nor- 
mal saline  solution,  and  I reported  the  same  in  1910. 
You  will  recall  that  at  that  time  the  “Murphy  drip” 
was  at  its  height  of  popularity,  and  both  Lawson 
and  I felt  that  the  indiscriminate  putting  into  the 
rectum  of  such  large  amounts  of  sodium  chloride 
was  distinctly  harmful  and  certainly  not  indicated. 

Our  experiments  demonstrated  conclusively:  1st, 
that  sodium  chloride  was  practically  never  needed 
in  such  quantities  as  it  was  then  the  practice  to  give. 
2nd,  that  the  “water  balance”  of  the  body  was  better 


accomplished  by  tap  water  than  by  normal  saline 
when  given  by  rectum.  3rd,  even  though  only  a 
small  percentage  of  the  salt  given  by  rectum  was 
absorbed,  still  there  was  enough  to  produce  edema 
of  the  extremities  and  of  the  lungs.  4th,  that  tap 
water  is  absorbed  from  the  rectum  in  far  larger 
quantities  than  normal  saline. 

During  the  past  few  years,  Dr.  Fred  Coller  and 
his  associates  have  been  studying  this  same  prob- 
lem as  regards  the  dangers  of  giving  of  sodium 
chloride  when  it  is  not  indicated  or  not  needed. 
Their  work  has  been  very  much  more  accurate  than 
ours,  for  they  have  been  using  their  solutions  in- 
travenously, and  can  be  certain  that  the  consti- 
tuents of  the  solutions  are  in  the  body,  and  do  not 
have  to  try  to  estimate  the  amount  of  absorption 
from  the  rectum.  In  addition  to  this,  the  chemical 
examinations  of  the  blood  can  be  done  quicker  and 
with  much  less  effort  than  such  studies  would  be 
done  twenty-five  or  more  years  ago. 

Of  course,  at  the  present  time  all  surgeons  em- 
ploy the  intravenous  method,  but  we  find  it  helpful 
to  also  use  tap  water  by  rectum,  for  such  can  be 
continued  longer  and  does  not  disturb  the  patient, 
and  helps  to  relieve  the  thirst.  About  3500  cc. 
of  fluid  is  needed  daily  by  the  average  patient  to 
provide  water  for  vaporization  and  to  produce  a 
beneficial  urinary  output.  We  have  found  that  tap 
water  per  rectum  in  many  cases  aids  the  patient  in 
obtaining  this  amount,  whereas,  if  the  necessary 
amount  of  water  were  taken  by  mouth  it  would  make 
the  patient  uncomfortable.  In  this  manner,  we  have 
employed  tap  water  by  rectum  as  an  aid  to  the  in- 
travenous solutions.  The  intravenous  solutions 
usually  only  continue  for  several  days,  and  then 
the  tap  water  can  be  continued  for  as  many  days 
as  is  necessary — until  the  patient  is  able  to  take 
sufficient  fluid  by  mouth  without  discomfort. 

Naturally,  there  are  some  hospitals  that  cannot 
(or  will  not)  make  the  necessary  estimates  of  the 
blood  chlorides.  In  such  instances,  I feel  sure  it  is 
a good  rule  to  use  dextrose  in  normal  saline  or  in 
Ringer’s  solution  for  two  or  three  days.  However, 
if  it  is  necessary  to  continue  the  intravenous  medi- 
cation for  a longer  period,  a very  careful  watch 
should  be  instituted  for  discovering  the  early  signs 
of  water  retention  in  the  body.  Of  course,  this  is 
where  the  chemical  studies  of  the  blood  for  chloride 
estimates,  etc.,  is  of  so  much  value.  The  necessity 
of  stopping  the  giving  of  sodium  chloride  is  found 
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out  earlier  from  such  examinations  than  it  is  from 
the  clinical  symptoms,  and  the  salt  can  be  discon- 
tinued before  there  has  been  any  damage  done  by 
sodium  chloride  poisoning.  There  are  many  fac- 
tors that  predispose  to  the  retention  of  fluids,  but 
recent  experimental  and  clinical  work  has  demon- 
strated that  the  excessive  use  of  sodium  chloride 
solutions  is  probably  the  most  frequent  in  the  post- 
operative convalescence  of  the  patient. 

Time  does  not  permit  a discussion  of  the  various 
operative  procedures  further  than  to  advocate  very 
gentle  handling  of  the  intestines.  If  the  patient’s 
condition  is  extremely  bad,  to  do  as  little  as  pos- 
sible— often  an  enterostomy,  close  to  the  obstruc- 
tion— will  give  a chance  to  do  an  elective  operation 
at  a later  date,  while,  if  more  is  attempted  in  the 
presence  of  a greatly  distended  intestine,  death  is 
apt  to  be  the  price  paid  for  trying  to  carry  out  a 
surgeon’s  natural  desire  not  to  subject  the  patient 
to  two  or  more  operations. 

Only  in  very  rare  cases  is  a surgeon  justified  in 
intentionally  making  an  opening  in  the  intestine 
in  order  to  collapse  the  same  so  that  it  can  be  re- 
placed into  the  peritoneal  cavity.  Some  surgeons 
have  advocated  the  routine  opening  of  the  distended 
loop,  and  washing  it  out,  with  the  idea  that  by  re- 
moving the  toxins  they  increase  the  patient’s  chances 
of  recovery.  I am  sure  such  a practice  is  both 
dangerous  and  harmful, — dangerous  because  of  the 
almost  certainty  of  contamination  of  the  peritoneal 
cavity;  harmful  because  of  the  injury  to  the  in- 
testinal mucosa,  and  this  in  turn  allows  the  ab- 
sorption of  the  poisonous  toxins. 

No  water  by  mouth  is  given  these  patients  after 
operation  until  all  nausea  has  ceased,  and  the  duo- 


denal tube  has  been  clamped  off  for  at  least  twenty- 
four  hours.  It  is  a very  good  practice  to  test  out  the 
patient’s  nausea  by  clamping  off  the  duodenal  tube 
for  several  hours  at  a time.  The  time  of  clamping 
off  the  tube  is  increased  until  it  has  been  closed  for 
at  least  twenty-four  hours  without  the  patient  hav- 
ing any  nausea.  After  this  period,  the  tube  can  be 
removed  with  a fair  degree  of  safety.  However,  with 
the  slightest  return  of  the  nausea  the  tube  should 
be  reinserted.  We  have  found  that  having  the  pa- 
tient turn  frequently  will  sometimes  allow  the  metal 
tip  to  go  into  the  jejunum  with  much  benefit.  This 
can  be  located  with  the  X-ray  film  taken  with  a 
bedside  unit.  In  a few  cases,  Treitz’s  ligament  ap- 
parently blocks  the  reverse  peristalsis  and  thereby 
increases  the  damage  done  by  distention  and  ab- 
sorption of  toxins. 

In  the  cases  when  any  cyanosis  is  present,  the 
oxygen  tent  is  of  great  benefit  and  relief  to  the 
patient. 

In  those  cases  that  are  markedly  dehydrated, 
blood  transfusions  are  definitely  indicated,  and  will 
sometimes  prove  to  be  a life-saving  measure.  This 
is  especially  true  if  at  the  operation  it  has  been  dis- 
closed that  there  has  been  much  loss  of  blood  due  to 
interference  with  the  vessels  of  the  mesentery. 

In  conclusion,  I think  we  can  safely  state  that 
the  following  are  the  main  factors  on  which  a suc- 
cessful outcome  in  cases  of  acute  intestinal  obstruc- 
tion depends: 

1.  Early  diagnosis; 

2.  Proper  pre-operative  preparation  of  patient; 

3.  Gentle  and  not  extensive  operative  procedures; 

4.  Intelligent  post-operative  care  with  especial 
attention  given  to  fluid  balance,  chlorides,  etc. 


SPINA  BIFIDA  WITH  MYELOMENINGOCELE: 
Case  Report  on  Sixteen  Year  Old  Girl.* 


R.  Angus  Nichols,  Jr.,  M.D.,  F.A.C.S., 

Richmond,  Va. 


Spina  bifida  with  meningocele  is  apparently  a 
fairly  common  congenital  anomaly.  However,  it  is 
rare  that  one  sees  the  condition  in  adults.  This  is 
easily  understood  when  one  considers  the  mortality 
of  these  unfortunate  infants.  Generally  speaking,  in 
any  large  series  of  cases,  the  mortality  during  the 
first  year  of  life  closely  approaches  sixty  per  cent. 

*Read  before  the  Richmond  Academy  of  Medicine, 
January  12,  1937. 


Beyond  the  age  of  one  year,  mortality  figures  are 
difficult  to  find,  but  one  can  say  with  assurance, 
that  a very  high  mortality  rate  extends  beyond  the 
first  year.  The  development  of  an  operative  technique 
to  correct  this  deformity  has  brought  a large  number 
of  the  remaining  thirty  to  forty  per  cent  of  these 
cases  to  operation  in  early  childhood.  This  is,  as  it 
should  be,  since  surgery  offers  the  only  possibility 
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of  a cure,  and  the  time  of  election  for  operation  is 
during  the  first  few  weeks  of  life.  In  those  cases 
not  suitable  for  surgery,  the  infant  mortality  is  prac- 
tically one  hundred  per  cent.  It  is,  therefore,  easily 
understood  w’hy  one  rarely  sees  this  condition  exist- 
ing during  adult  life. 

The  operative  mortality  is  also  high,  though  there 
is  considerable  variation  in  figures  given  by  various 
authors.  Moore1,  in  1905,  reported  a series  of  385 
cases  treated  by  excision  of  the  sac  with  a mortality 
of  fifty  per  cent.  Cutler2,  twenty  years  later,  reported 
a series  of  sixty-two  cases  with  a mortality  of  sixty 
per  cent,  a somewhat  discouraging  increase  in  the 
mortality  of  operated  cases.  Among  the  more  recent 
writers  Penfield3'4  and  his  co-workers  of  Montreal, 
Canada,  and  Kolondy5  have  presented  arguments  in 
the  literature  as  to  the  type  of  operation  to  be  used. 
Penfield  believes  that  the  sac  is  an  important  ab- 
sorptive structure  and  should  be  saved  on  the  basis 
that  the  increased  intracranial  pressure  is  due  not 
to  excessive  secretion  by  the  choroid  plexus,  but  de- 
creased absorption  by  the  meninges.  Kolondy,  on  the 
other  hand,  upholds  the  older  method  of  sac  excision 
and  reports  a series  of  seventy-nine  cases  of  which 
sixty  were  treated  surgically  by  excision  of  the  sac 
with  a mortality  of  five  per  cent.  A more  recent 
series  is  that  reported  by  Siris6  of  Bellevue  Hospital, 
New  York,  consisting  of  eighty-four  cases;  forty- 
seven  of  these  were  considered  unfit  subjects  for 
surgery  and  forty-six  of  them  died  during  the  first 
year  of  life;  thirty-seven  cases  were  operated  upon, 
using  both  excision  and  infolding  of  the  sac  with 
a mortality  of  32.3  per  cent.  An  acute  hydrocephalus 
was  precipitated  in  four  of  thirty-two  cases  treated 
by  excision  of  the  sac,  but  was  not  seen  in  four  cases 
treated  after  the  manner  of  Penfield,  by  rolling  the 
membrane  and  covering  with  fascia. 

The  following  case  illustrates  the  results  of  sur- 
gical treatment: 

A.  B.  White  female,  age  sixteen,  admitted  to 
Sheltering  Arms  Hospital,  February  3,  1936,  with 
chief  complaint  of  tumor  mass  on  back,  since  birth. 

The  patient  states  that  she  had  a small  growth 
“at  the  end  of  her  spine”  since  birth,  but  that  during 
the  past  three  years  it  has  increased  markedly  in 
size.  On  several  occasions  the  tumor  has  broken 
down  and  discharged  a blood  tinged  fluid.  About 
six  months  ago  the  mass  broke  down  and  patient 
had  a severe  hemorrhage  which  left  her  weak  for 
several  days  and  required  about  six  weeks  for  heal- 


ing. The  patient’s  mother  states  that  her  daughter 
has,  and  has  had,  urinary  and  fecal  incontinence 
and  it  is  only  within  the  last  four  years  that  she 
has  attained  a moderate  control  over  her  bowel 
movements.  The  mother  further  states  that  from 
about  nine  month  up  to  seven  years  of  age  the 
patient  had  frequent  attacks  of  “convulsions”  that 
lasted  a variable  length  of  time  and  were  accom- 
panied by  urinary  and  fecal  incontinence  and  fol* 
lowed  by  a stuporous  sleep  from  which  she  awoke 
mentally  clear.  When  the  tumor  became  definitely 
larger,  the  mother  consulted  a doctor  who  told  her 


Case  of  spina  bifida  with  meningocele. 


it  was  a fatty  tumor  and  that  it  did  not  matter 
whether  it  was  removed  or  not.  Several  months  later 
she  was  taken  to  a surgeon  who  made  the  correct 
diagnosis  but  advised  against  operation,  telling  her 
that  the  loss  of  spinal  fluid  would  be  fatal.  The 
patient  states  that  pressure  on  the  tumor  mass  pro- 
duced by  sitting  gives  rise  to  headaches,  and  some- 
times dizziness.  She  is  unable  to  sit  in  a chair  un- 
less she  allows  her  back  to  project  over  the  side  of 
the  chair  and  she  has  never  been  able  to  sleep  on 
her  back. 
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The  past  history,  aside  from  that  mentioned  above, 
is  relatively  negative.  Began  walking  when  eleven 
months  of  age,  but  was  clumsy  in  running.  Has 
gone  only  as  far  as  the  fourth  grade  in  school  be- 
cause of  difficulty  and  embarrassment  due  to  poor 
sphincter  control.  She  has  had  no  operations  and  no 
accidents  except  those  mentioned  in  the  Present 
Illness. 

F.  H.  Mother  and  father  are  living  and  well. 
Six  other  children  in  family,  all  normal.  No  familial 
diseases. 

Menstrual  History.  Onset  of  menses  at  twelve 
years  of  age.  Periods  have  been  fairly  regular,  rang- 
ing from  twenty-eight  to  thirty  days;  flow  four  days, 
with  moderate  dysmenorrhea. 

Habits.  Patient  has  a large  appetite  and  eats 
heartily;  feels  drowsy  most  of  the  time. 

Physical  Examination  reveals  a full  developed, 
well  nourished,  white  female  of  about  sixteen  years 
of  age,  lying  on  her  side  in  bed.  She  is  not  acutely 
ill.  Examination  of  head,  neck,  chest,  and  abdomen, 
reveals  no  pathological  findings  except  for  enlarged 
tonsils. 

Back.  In  the  mid-line  of  the  lumbo-sacral  region 
there  is  a soft,  elastic  fluctuating  tumor,  with  signs 
of  trophic  ulceration,  now  healed,  over  the  apex  of 
the  tumor.  The  mass  measures  16.5x18x5  cm.  At 
the  lower  border  of  the  mass  there  is  a small  sinus 
which  can  be  probed  for  a distance  of  H/o  cm.  but 
contains  no  visible  hair.  The  mass  transilluminates 
clearly  and  does  not  appear  to  have  nerve  tissue 
within  the  sac.  , 

Extremities  and  joints  present  no  pathological 
findings  except  for  venous  congestion  of  the  dorsum 
of  the  legs. 

Neurological  Examination  by  Dr.  J.  N.  Williams 
is  as  follows: 

“Extra-ocular  movements  normal;  no  cranial  nerve 
palsies;  deep  reflexes  increased  but  equal;  abdom- 
inal reflexes  slightly  decreased;  bilateral  Hoffman; 
Babinski  suggestive  on  right;  no  upper  or  lower 
ataxia;  sensory  disturbances  over  buttocks;  fundi 
negative.” 

Opinion.  “Operation  in  these  cases  always  doubt- 
ful because  of  development  of  increased  intra-cranial 
pressure  afterwards.  There  does  not  appear  to  be 
enough  nerve  involvement  to  contra-indicate  opera- 
tion, especially  since  operation  would  only  remove 
sac  and  still  leave  an  outlet  for  excessive  spinal 
fluid  if  necessary.” 


Report  of  X-ray  Examination  by  Dr.  Flanagan: 

“X-ray  examination  of  the  lumbar  spine,  sacrum 
and  coccyx  reveals  spina  bifida  involving  the  laminae 
of  the  sacrum.  The  first  segment  of  the  sacrum 
shows  the  laminae  approximating  each  other  but  not 
united  into  a normal  spinous  process.  The  laminae 
of  the  other  four  segments  of  the  sacrum  are  wide 
open,  producing  a hiatus  down  the  posterior  aspect 
of  the  sacrum.  There  is  a soft  tissue  tumor  about 
five  inches  in  diameter  on  the  posterior  aspect  of 
the  sacrum,  suggesting  a meningocele.” 

Routine  Examination  of  blood  and  urine  gave 
the  usual  normal  findings. 

The  patient  was  prepared  for  operation,  and 
under  ether  anesthesia  an  ellipitical  incision  was 
made  over  the  mass.  Skin  was  separated  with  a 
great  deal  of  difficulty  due  to  the  scars  from  previous 
ulcerations,  and  at  both  the  upper  and  lower- poles 
there  was  an  excessive  amount  of  fat.  When  this 
was  removed  the  osseous  defects  of  the  spines  could 
be  examined.  As  reported  in  the  X-ray  findings, 
the  sacral  hiatus  reached  through  the  entire  extent 
of  the  sacrum.  The  laminae  of  the  fifth  lumbar 
vertebra  were  formed  and  united  by  fibrous  union  in 
the  mid-line  but  apparently  had  no  connection  with 
the  pedicles  of  the  vertebrae  and  could  be  freely 
moved  with  the  fingers.  The  neck  of  the  sac  led 
down  to  the  fourth  lumbar  vertebra,  leaving  a hiatus 
between  the  non-developed  ends  of  the  laminae 
measuring  about  O/o  cm.  in  width.  The  sac  was 
opened  and  the  excessive  spinal  fluid  allowed  to 
seep  out  slowly.  On  the  interior  of  the  sac  there  were 
several  nerve  filaments  which  apparently  ended  in 
the  sac  wall  and  could  be  traced  no  further.  The 
thickness  of  the  sac,  and  the  density  of  its  wall,  and 
its  great  size,  made  plication  and  burying  of  the  sac 
impractical.  It  was,  therefore,  excised  as  low  as 
possible  and  sutured  with  No.  0 chromic  catgut. 
The  defect  was  then  closed  by  liberating  the  lumbar 
dorsal  fascia  lateral  to  the  mid-line,  drawing  it  to- 
gether with  three  layers  of  interrupted  sutures  of 
No.  0 chromic  catgut.  The  skin  was  closed  with 
black  silk  without  drainage. 

The  pathologist  reports  a sac  lined  by  meninges 
measuring  about  five  inches  in  diameter.  The  piloni- 
dal sinus  was  overlooked  in  the  examination  of  the 
tissue. 

Post-operatively  the  patient  was  placed  in  bed, 
lying  on  abdomen  and  kept  in  this  position  for  ten 
days.  For  several  days  post-operatively  she  com- 


1937] 


Virginia  Medical  Monthly 


267 


plained  of  intermittent  headaches.  For  five  days  post- 
operatively  it  was  necessary  to  catheterize  the  patient 
and  there  was  no  evidence  of  anal  incontinence. 
Skin  sutures  were  removed  on  the  ninth  day.  The 
wound  healed  kindly,  but  there  appeared  to  be  a 
small  collection  of  serum  beneath  the  lower  third  of 
the  wound.  Three  weeks  post-operativelv  patient 
was  allowed  out  of  bed,  and  voluntarily  remarked 
that  sphincter  control  was  much  improved  though 
not  yet  perfect.  The  collection  of  serum  at  the  lower 
end  of  the  wound  had  increased  and  about  thirty  c.c. 
of  serosanguineous  fatty  fluid  was  aspirated.  Patient 
still  complained  of  occasional  headaches  of  mild 
variety. 

Neurological  examination  at  this  time  revealed 
no  change  in  reflexes  or  disturbed  sensory  function 
about  the  buttocks.  Examination  of  the  eyes  re- 
vealed normal  fundi  and  a slight  refracted  error  for 
which  glasses  were  prescribed.  A communication 
from  the  patient  two  months  post-operatively  stated 


that  she  had  generally  much  improved,  though  she 
was  still  having  some  pain  in  the  operative  region. 
A letter  six  months  post-operatively  stated:  “I  now 
have  better  control  of  my  urine  and  bowels  than  ever 
before.  I am  able  to  do  hard  work  and  heavy  lifting 
with  no  trouble.  I still  have  occasional  headaches 
but  not  as  often  as  before  my  operation.  I am  very 
grateful  for  the  results  obtained.” 
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THE  SERUM  TREATMENT  OF  PNEUMONIA.* 


Jerome  Natt,  M.  D., 

Roanoke,  Virginia 


For  years  physicians  have  been  treating  penu- 
monia.  During  that  time  the  methods  of  treatment 
and  the  agencies  employed  have  been  numerous.  We 
all  have  our  own  pet  ideas  and  remedies  for  this 
disease,  as  we  have  for  many  others.  It  is  not  my 
purpose  to  enter  into  a discourse  on  the  routine 
treatment  of  pneumonia,  but  rather  to  discuss  a 
definite  mode  of  treatment,  namely,  the  specific 
serum  therapy  of  pneumonia.  In  doing  this,  I am  not 
presenting  anything  new  or  original,  but  am  merely 
summarizing  the  information  and  experiences  of 
other  workers  in  this  field. 

Rufus  Cole  once  said  with  regard  to  the  anatomic 
differentiation  of  lobar  and  broncho-pneumonia: 
“From  the  standpoint  of  therapy,  this  anatomical 
differentiation  of  cases  has  been  of  little  value,  and, 
so  far  as  therapy  directed  toward  overcoming  any 
specific  etiological  agents  is  concerned,  it  is  almost 
worthless.  However,  the  term  ‘lobar  pneumonia’  is 
today  well  established  in  literature.  It  would  be 
impossible,  even  if  desirable,  to  supplant  it;  but  it 

•Read  before  the  Roanoke  Academy  of  Medicine,  Decem- 
ber 7,  1936. 


adds  very  much  to  its  usefulness  if  it  be  limited  to 
cases  in  which  pneumococcus  is  demonstrated  to  be 
the  etiological  agent.  All  other  cases  of  penumonia 
due  to  streptococci,  staphylococci,  etc.,  may  be  in- 
cluded under  the  term  ‘atypical  pneumonia’ — also 
not  a good  term,  but  I know  of  none  better.”  Cole’s 
statement  is  truly  representative  of  the  modern  trend 
in  the  treatment  of  pneumonia — a bacteriologic 
diagnosis  that  should  be  made  because  of  the  infor- 
mation it  gives  regarding  prognosis  and  treatment. 

Such  a bacteriologic  study  of  the  two  anatomic 
types  of  pneumonia  has  shown  that  the  pneumococcus 
is  responsible  for  95  per  cent  of  all  lobar  pneumonias 
and  is  the  most  frequent  single  invader  in  broncho- 
pneumonia. The  lobar  form  is  responsible  for  one- 
half  to  two-thirds  of  the  fatal  cases,  and  is  seventh 
among  the  most  common  causes  of  death  in  the 
United  States  registration  area. 

In  the  original  classification,  the  pneumococci 
were  divided  into  what  were  called  types  I,  II,  III, 
and  group  IV  organisms.  Within  recent  years  Cooper 
and  her  associates  have  reported  the  identification 
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of  29  distinct  types  which  were  formerly  unidentified 
and  included  in  group  IV. 

These  types,  IV  to  XXXII,  now  known  as  the 
“higher  types”,  are  especially  important  because  they 
offer  an  opportunity  for  better  control  of  pneumo- 
coccic  infections  through  the  use  of  specific  serum 
therapy. 

In  adult  cases  of  lobar  pneumonia,  types  I,  II,  III, 
V,  VII,  VIII,  cause  about  85  per  cent  of  the  total 
number  of  cases.  Very  few  of  the  “higher  types”  are 
present  in  large  areas  over  an  entire  season.  It  is 
probably  true  that  these  types  are  present  in  no  more 
than  5 per  cent  of  the  cases,  although  in  small  local 
areas  they  may  be  found  in  small  epidemics.  The 
incidence  of  these  types  is  roughly  as  follows: 

Lobar  Broncho 

Pneumonia  Pneumonia 


Type  I 35%  5% 

Type  II  25%  5% 

Type  III  10%  1 

Type  V 7.5 % [ 90% 

Type  VII  8% 

Type  VIII  8% 


The  great  difference  in  the  incidence  is  probably 
due  to  the  fact  that  broncho-pneumonia  is  much 
more  commonly  found  among  children  than  in  adults. 
Among  children  under  12,  the  xnost  oft-encountered 
types  are  6,  7 14,  and  19;  wheieas,  in  infancy,  type 
14  is  the  most  prevalent. 

The  first  attempts  at  serum  therapy  were  begun 
about  40  years  ago  by  Washbourn,  Klemperer  and 
Elser.  These  early  attempts  failed  because  the  sera 
were  not  on  a “type  specific  basis”.  The  first  specific 
serum  was  introduced  by  Cole  in  1913.  This  was  in 
the  form  of  an  unconcentrated  horse  serum  to  be 
used  in  type  I pneumonia.  With  this  serum,  Cole  had 
a mortality  of  10  per  cent.  The  main  difficulty  was 
the  severe  reactions  that  were  produced  with  this 
serum. 

In  1921,  Huntoon  introduced  a serum-free  solu- 
tion of  pneumococcus  antibodies  in  modified  Ringer’s 
solution.  This  serum  was  an  improvement  over  Cole’s, 
but  was  discontinued  in  favor  of  Felton’s  serum, 
which  appeared  in  1924.  The  Felton  serum  is  a 
concentrated  and  refined  antipneumococcic  horse 
serum  which  represents  a tenfold  concentration  of  the 
serum  with  a corresponding  increase  in  its  potency. 
It  is  marketed  in  units — a Felton  unit  being  the 
amount  that  will  protect  a mouse  against  1,000,000 
lethal  doses  of  a virulent  culture  of  pneumococci. 


Since  various  lots  of  sera  vary  in  antibody  content, 
it  is  necessary  to  estimate  the  dosage  in  units  and 
not  in  c.c. 

A survey  of  all  the  reports  in  American  and  foreign 
literature  up  to  January,  1935,  that  lend  themselves 
to  statistical  study,  shows  that  pneumococcus  anti- 
body solution  is  definitely  beneficial  in  type  I,  less 
so  in  type  II,  of  little  or  no  value  in  type  III,  and, 
surprisingly,  is  more  effective  in  group  IV  than  in 
type  I.  This  is  due  probably  to  the  fact  that  group  IV 
is  a heterogeneous  group  and  so  the  serum  contains 
group  specific  antibodies  in  addition  to  type  specific 
antibodies.  The  original  serum  was  for  type  I pneu- 
monia, but  today  we  have  serum  which  is  of  definite 
value  in  types  I,  II,  V,  VII  and  VIII. 

The  use  of  serum  is  not  a procedure  requiring 
special  organized  hospital  services,  as  was  shown  in 
a review  of  cases  among  63  general  practitioners  in 
Massachusetts.  Heffron  and  Anderson  reported  this 
series  in  1933,  and  showed  that  the  treatment  could 
be  carried  out  in  the  home  as  well  as  in  the  hospital. 

The  most  important  factors  in  the  serum  treat- 
ment of  penumonia  are  to  begin  treatment  early  in 
the  course  of  the  attack,  and  to  use  the  specific  type 
of  serum  in  as  large  doses  as  possible. 

For  this  reason,  typing  of  the  sputum  is  naturally 
a matter  of  prime  importance.  The  earlier  typing 
procedures  were  time-consuming  affairs,  but  in 
1932-33,  a rapid  method  was  employed  successfully. 
This  is  based  on  an  observation  by  Neufeldt  in  1902 
that  in  the  presence  of  homologous  serum  the  capsule 
of  the  pneumococcus  becomes  swollen.  This  test  has 
been  modified  and  improved  by  Tulczynska,  Good- 
ner,  and  Sabin,  and  today  is  quite  satisfactory. 

“The  Neufeldt  test  is  performed  by  mixing  a drop- 
let of  the  sputum  with  an  homologous  rabbit  serum 
(this  may  contain  the  standard  alkaline  methylene 
blue  dye),  permitting  the  specimen  to  stand  a few 
minutes  and  then  observing  it  under  the  oil 
immersion  lens.  When  mixed  with  homologous  serum 
the  capsules  are  swollen,  and  when  mixed  with 
heterologous  serum  they  are  unchanged”.  This  pro- 
cedure, as  can  be  seen,  requires  little  equipment,  but 
it  does  require  skill  which  can  be  obtained  with 
experience.  This  procedure  gives  about  76  per  cent 
positive  results.  In  the  other  cases,  the  Sabin  stained 
slide  technic  may  be  used.  This  consists  of  injecting 
1 c.c.  of  sputum  into  the  peritoneum  of  a mouse  and 
after  3 hours  withdrawing  the  exudate.  A small  drop 
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is  mixed  on  a slide  with  typing  sera  and  stained 
with  dilute  fuchsin,  after  which  it  is  examined 
microscopically.  This  latter  method  requires  more 
time.  But  it  has  the  advantage  in  that  very  few 
pneumococci  in  the  sputum  may  multiply  in  the 
peritoneum  of  the  mouse,  while  interfering  organisms 
perish.-  Such  small  amounts  of  material  are  required 
that  in  3 or  4 hours  there  may  be  sufficient  exudate 
to  type  for  the  known  32  types.  By  these  microscopic 
methods  it  has  been  found  that  the  unclassified 
organisms  constitute  only  1.2  per  cent  of  the  pneumo- 
cocci found  in  adults.  These  two  methods  of  rapid 
typing  thus  have  the  advantage  of  speed  and  accuracy 
(as  has  been  confirmed  by  blood  cultures,  lung 
suctions,  and  isolation  of  the  organism  from  meta- 
static foci).  In  addition,  the  amount  of  infected  pul- 
monary mucus  required  to  perform  the  test  is  so 
small  that  it  can  be  frequently  collected  on  a swab 
after  coughing.  Sometimes  the  mucus  adheres  to  the 
pharynx  or  palate  and  may  be  removed  with  an 
applicator  and  be  examined  by  either  of  these 
methods. 

Having  typed  the  sputum,  the  next  step  is  to  in- 
troduce the  serum.  Again,  let  me  say,  it  is  most 
important  to  administer  the  serum  at  the  earliest 
possible  moment.  No  benefit  appears  until  the  soluble 
specific  substance  in  the  patient’s  blood  is  neutral- 
ized by  excess  of  antibodies.  Those  patients  who  are 
first  treated  late  in  the  course  of  the  infection,  and 
those  with  septicemia,  require  larger  doses. 

The  accepted  method  of  administration  is  by  the 
intravenous  route.  The  sera  are  now  put  up  in  in- 
dividual dose  ampules  of  10,000  and  20,000  units 
each,  which  renders  the  administration  more  easy 
and  accurate.  The  initial  dose  is  10,000,  followed 
one  hour  later  by  20,000.  The  larger  dose  is  repeated 
at  2 to  4 hour  intervals  until  the  temperature  falls 
or  remains  normal.  If  no  benefit  results  after  seven 
doses,  it  is  probably  not  worth  while  to  continue  the 
serum.  The  average  total  dose  is,  in  type  I,  60,000; 
type  II,  100,000;  type  V,  VII,  and  VIII,  60,000. 
We  double  the  dose  in  bacteremia  and  pregnancy. 
The  possibility  of  giving  the  serum  intramuscularly 
or  subcutaneously  is  very  attractive,  but  the  results 
to  date  are  not  clear  or  satisfactory.  However,  when 
the  intravenous  route  cannot  be  used,  the  other 
methods  are  probably  of  some  value. 

The  results  of  serum  therapy  so  far  all  show 
definite  clinical  improvement,  such  as  reduction  of 


temperature,  pulse  and  respiration  rates,  correction 
of  cyanosis  and  delirium,  early  crisis,  and  shorten- 
ing of  the  duration  of  the  illness.  In  some  cases,  there 
is  also  sterilization  of  the  blood  stream  with  a pre- 
vention of  further  extension  of  the  process.  However, 
unfortunately,  the  incidence  of  complications  re- 
mains the  same  for  treated  as  well  as  untreated 
cases. 

With  the  use  of  serum  there  are  several  side  re- 
sults which  may  be  quite  annoying,  if  not  disastrous. 
I refer  to  the  anaphylactic  or  allergic  reaction  which 
the  use  of  serum  may  produce.  In  this  group  we  have 
the  immediate  and  often  fatal  true  anaphylactic 
shock;  a slightly  delayed  reaction,  or  protein  fever, 
may  come  on  about  one  hour  after  the  administration 
of  serum;  and  serum  sickness  may  occur  about  7 to 
10  days  after.  These  reactions  may  manifest  them- 
selves in  several  ways, — either  in  a skin  manifes- 
tation (as  urticaria,  or  itching) ; by  an  adenitis, 
arthritis,  or  muscular  involvement.  The  immediate 
reaction  may  be  fatal;  the  others  usually  only  add 
to  the  discomfort  of  the  patient.  However,  they  can 
be  prevented  by  the  exercise  of  some  care  on  the  part 
of  the  physician.  If  we  will  make  skin  and  ophthal- 
mic tests  to  first  determine  the  sensitivity  of  the 
patient,  we  will  prevent  many  accidents.  These  tests 
can  readily  be  performed  with  1 to  10  dilution  of 
serum.  Further,  if  we  refuse  serum  to  those  with 
definite  positive  reactions,  or  those  with  a history 
of  allergy  or  sensitivity  to  horse  serum,  we  will  again 
prevent  reactions.  If  we  desire  to  administer  serum 
in  the  face  of  these  conditions,  it  can  be  readily  con- 
trolled by  the  injection  of  epinephrine. 

In  conclusion,  it  should  be  reiterated  that  the  most 
important  factors  in  serum  treatment  are:  (1)  Begin 
treatment  as  early  as  possible;  (2)  Use  a type  specific 
serum;  (3)  Use  the  serum  in  as  large  a dose  as 
possible;  (4)  Guard  against  allergic  reactions  by 
skin  and  ophthalmic  tests;  (5)  Realize  that  the  use 
of  serum  does  not  appear  to  have  affected  the  inci- 
dence or  the  severity  of  complications. 

With  these  thoughts  in  mind,  it  is  our  belief  that 
specific  treatment  of  pneumococci  infections  is  prob- 
ably destined  to  increase  in  popularity. 

At  the  present  time,  therapeutic  antipneumococcic 
sera  are  commercially  available  for  types  I,  II,  V, 
VII,  VIII.  These  sera  will  cover  approximately  75 
to  85  per  cent  of  the  severe  lobar  pneumonias  in 
adults.  As  yet,  an  effective  serum  against  type  III 
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and  many  others  has  not  been  prepared.  But  with 
the  interest  now  being  shown  professionally  and 
commercially,  we  may  expect  that  new  sera  will  be 
developed  for  these  types.  With  constant  progress 
being  made  to  refine  the  known  sera,  we  may  reason- 
ably expect  the  use  of  specific  type  serum  to  give 
better  results  in  all  our  penumonia  cases,  leading 
to  a greatly  reduced  mortality  rate  and  a lessened 
period  of  illness. 
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THE  SCOPE  OF  PSYCHIATRY  IN  THE  HANDLING  OF  SOCIAL 

PROBLEMS.* 


David  C.  Wilson,  M.  D., 

Associate  Professor  of  Psychiatry  and  Neurology,  University  of  Virginia,  Department  of  Medicine, 

Charlottesville,  Virginia. 


This  title  is  interpreted  as  calling  for  the  presen- 
tation of  just  what  actual  help  psychiatry  has  to 
offer.  It  is  very  timely  that  such  a presentation  be 
offered,  as  we  are  now  in  a time  of  changing  atti- 
tudes. Old  concepts  have  been  found  false  and  new 
ideas  have  flimsy  foundations.  During  the  early 
twenties  psychiatry  began  to  change.  The  traditional 
psychiatry  which  confined  itself  to  the  study  and 
treatment  of  the  mentally  sick  was  abandoned  by 
many  and  need  for  more  action  caused  the  appear- 
ance of  a dynamic  type  of  approach.  Child  guidance 
clinics  appeared  and  ideas  regarding  the  prevention 
of  mental  disease  were  promulgated.  From  pre- 
vention of  mental  disease  it  was  just  a short  step 
to  all  forms  of  maladjustment,  so  that  soon  there 
was  a new  Messianic  movement.  Psychology,  psy- 
chiatry and  psycho-analysis  were  to  solve  all  diffi- 
culties; they  were  three  great  panaceas;  the  answer 
to  all  trouble,  individual,  domestic  or  sociological. 
After  the  last  International  Congress  in  Washington 
it  was  felt  that  there  had  been  another  Advent,  a 
new  Savior  had  arrived  and  his  name  was  “Mental 
Hygiene”. 

'I  he  depression  then  appeared,  bringing  with  it 
social  problems  of  tremendous  scope.  Food,  shelter 
and  labor  became  items  of  greatest  concern.  The 
New  Deal  arrived  bringing  with  it  the  facilities  for 
solving  social  problems  with  money,  with  large  scale 
social  planning  and  other  forms  of  relief ; so  that  the 
reaction  of  individuals  became  less  important,  while 

‘Given  at  Virginia  Conference  of  Social  Workers, 
Richmond,  Va.,  April  8,  1937. 


conflicts  and  complexes  faded  into  the  background. 
Now  the  depression  wanes,  but  there  is  a new  social 
order.  Socialistic  doctrines  are  at  large;  sociologists 
urge  the  centrifugal  movement  of  power  and  indi- 
vidual problems  are  considered  important  only  when 
they  merge  with  those  of  the  State.  It  is  thought 
better  to  temporize  with  small  local  problems  until 
some  wise  sociological  scheme  will  solve  all  problems 
at  once.  It  is  thought  useless  to  return  to  the  arduous 
case  work  that  psychiatric  clinics  demand,  but  wiser, 
like  the  hurried  doctor,  to  give  the  relief  pill  and 
let  the  fundamental  causes  wait  until  they  are  cured 
by  some  spectacular  operation.  However,  it  is  neces- 
sary to  remember  that  each  personality  is  the  product 
of  its  environment,  either  internal  or  external.  The 
external  environment  is  vast  and  its  varying  in- 
fluence complex,  but  the  internal  environment  is  even 
more  vast  and  its  influence  on  individual  behavior 
far-reaching,  as  well  as  more  intricate,  than  all  the 
forces  outside  the  body  of  man.  Society  is  made  up 
of  individuals  and  sociological  problems  in  the  last 
analysis  are  the  problems  of  individuals,  so  that, 
after  all,  in  the  long  last  it  is  the  proper  handling 
of  the  individual’s  behavior  that  is  going  to  lead  to 
the  successful  solution  of  any  social  problem. 

Psychiatry  is  that  part  of  medicine  which  concerns 
itself  with  the  abnormal  reactions  of  the  individual. 
The  interest  of  the  psychiatrist  is  always  centered 
in  the  make-up  of  the  individual  personality,  so  is 
secondarily  attached  to  the  environment  or  to  the 
sociological  conditions  that  influence  his  patient. 
Thus,  the  psychiatric  approach  is  from  the  one  to 
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the  many  in  contrast  to  that  of  sociology,  where  the 
group  reaction  is  of  prime  importance.  Theoretically, 
the  psychiatrist  is  not  concerned  with  social  prob- 
lems except  that  he  must  know  them  to  understand 
his  subject  and  to  be  able  to  adjust  him  to  the 
place  he  has  to  live.  The  true  scope  of  psychiatry 
is  to  adjust  the  maladjusted  to  whatsoever  the  social 
order  offers. 

This  is  theoretically  so,  but  practically  all  social 
problems  are  the  job  of  the  psychiatrist,  as  they 
involve  individuals,  cause  abnormal  reactions  and 
prevent  the  proper  handling  of  these  abnormalities. 
The  psychiatrist  must  know  the  normal  reactions  of 
human  beings  to  understand  the  abnormal;  he  must 
be  able  to  recognize  abnormal  personality  reactions; 
he  must  know  how  they  should  be  treated;  but,  also 
he  must  understand  the  limitations  of  the  social 
setting  so  as  to  be  able  to  offer  a practical  solution. 
Nevertheless,  he  cannot  be  the  lawyer,  nor  the 
preacher;  neither  can  he  be  the  sociologist  or  the 
social  worker.  His  field  is  limited  and  his  useful- 
ness disappears  if  he  steps  beyond  his  scope.  Neither 
can  the  sociologist,  the  social  worker  or  psychologist 
invade  the  psychiatric  field  without  disturbing  their 
efficiency. 

What  is  the  scope  of  psychiatry?  What  has  the 
psychiatrist  to  offer  that  gives  him  his  position  in 
the  social  setting?  In  Juvenile  Courts  a psychiatrist 
advises  the  Judge;  in  the  Adult  Court  the  psychia- 
trist is  concerned  in  the  treatment  and  after-care 
of  criminals.  Penal  institutions  should  have  a 
psychiatric  department.  The  psychiatrist  directs  the 
child  guidance  clinic;  he  straightens  out  family 
tangles  and,  finally,  it  is  his  duty  to  prevent  the 
development  of  mental  disease;  to  see  that  the  men- 
tally' sick  are  properly  treated  and  to  disseminate 
to  the  Nation  the  doctrine  of  mental  health. 

These  diverse  assignments  would  seem  to  be  be- 
yond the  reach  of  one  specialty;  yet,  when  analyzed, 
they  all  pertain  to  one  central  factor,  the  abnormal 
personality  reaction.  In  the  courts  a large  percentage 
of  the  persons  handled  are  abnormal.  Children  are 
born  as  anti-social  beings,  many  of  their  reactions 
are  abnormal;  yet  if  skillfully  handled,  they  lose 
their  abnormality.  Family  discord  often  depends 
on  mental  disease.  The  heterogeneous  picture  of 
many  duties,  therefore,  can  be  simplified  and  the 
scope  of  psychiatry  again  brought  down  to  the  recog- 
nition and  care  of  abnormal  personality  reactions. 

Of  late  we  have  noticed  that  some  of  our  social 


workers  consider  the  clinic  in  the  light  of  the  im- 
mediate practical  solution  it  offers.  “Is  the  patient 
feebleminded  so  I can  get  him  sterilized?”  “Is  he 
insane  so  he  can  be  committed?”  There  is  very  little 
desire  to  take  advantage  of  the  treatment  facilities 
of  the  clinic.  The  psychiatric  service  is  nothing  but 
another  form  of  relief  that  can  be  offered  like  the 
weekly  allowance.  It  is  true  that  true  psychiatric 
service  is  slow;  that  it  demands  time  and  care,  but 
it  still  offers  the  solution  to  many  of  our  social 
problems,  not  by  immediate  action  but  by  gradually 
changing  the  personality. 

Abnormal  personalities  can  be  sent  to  the  reform 
school  but  most  of  them  will  come  back  home  to  roost. 
Sterilization  does  not  cure  any  one.  Food,  money 
and  better  housing  will  solve  many  problems,  but 
they  will  cause  many  more.  These  problems  must  be 
studied  from  all  angles  and  the  sooner  they  are 
reached  the  more  likely  they  are  to  be  solved.  Soon 
relief  will  be  even  more  restricted.  Is  it  not  time 
to  return  to  some  of  the  ideas  of  ten  years  ago? 
Perhaps  we  cannot  say  as  we  did  then,  that  our  social 
standards  are  perfect  and  any  one  that  cannot  adjust 
to  them  is  abnormal,  but  at  least  we  can  feel  that 
the  social  worker  should  once  more  become  psy- 
chiatrically  minded  and  that  at  last  50  per  cent  of 
social  problems  can  be  solved  through  proper  han- 
dling of  the  abnormal  personality. 

When  we  review  the  situation  in  Virginia,  there 
is  much  work  to  be  done.  From  a psychiatric  stand- 
point the  problems  can  be  divided  into  large  or  more 
obvious  and  the  small  or  more  intangible.  Among 
the  former,  the  feebleminded  situation  is  one  of  the 
most  striking.  The  recent  mental  hygiene  survey  of 
North  Carolina  estimates  that  there  are  4.5  per  cent 
of  their  white  school  children  in  the  feebleminded 
class,  and  3 per  cent  more  in  the  mentally  handi- 
capped group.  In  Virginia  there  must  be  20,00Q 
feebleminded  children  in  the  schools  and  at  least 
that  many  more  out  of  the  schools.  There,  also, 
must  be  a large  number  of  feebleminded  adults.  We 
can  find  them  with  ease  in  the  jails,  in  the  peni- 
tentiary or  on  the  relief  rolls.  The  thought  of  this 
tremendous  mass  of  humanity  weighing  down  on  our 
social  structure  makes  one  want  to  hide  one’s  eyes, 
as  has  been  done  in  the  past,  in  order  not  to  recog- 
nize the  gruesome  facts,  or  to  throw  up  one’s  hands 
as  is  done  now,  saying:  “Feebleminded!  There  is 
nothing  we  can  do  except  to  sterilize  them”. 

How  false  is  this  picture!  There  is  no  such  thing 
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as  the  feebleminded.  There  are  retarded  individuals, 
each  one  presenting  an  individual  problem,  and  each 
problem  has  a possible  solution.  Many  a so-called 
imbecile  is  now  supporting  himself  and  behaving 
as  a decent  citizen.  The  more  the  case  is  studied 
the  more  likely  such  a result  will  be  obtained. 
Nothing  is  more  damnable  than  damning  people  by 
means  of  intelligence  tests.  Virginia  has  not  been 
swamped  by  the  feebleminded  in  the  past  because 
large  numbers  of  them  have  been  able  to  adjyst  to 
the  demands  of  life.  The  term  “feebleminded’’ 
should  be  done  away  with.  Let  us  use  sub-cultural 
instead,  as  it  signifies  that  these  persons  are  be- 
neath the  level  of  the  group  and  does  not  ignore 
their  potentialities.  The  solution  of  the  feebleminded 
problem  is  not  possible  by  mass  action,  but  must 
be  done  by  working  through  the  individual. 

According  to  last  reports,  the  jails  of  Virginia 
house  100,000  criminals  each  year.  Virginia  is 
making  a record  in  the  annals  of  crime.  The  State 
is  compared  unfavorably  to  England,  to  Massa- 
chusetts and  even  to  South  American  countries.  This 
great  crime  conference  has  been  called  to  unite  all 
the  forces  of  the  state  in  the  solution  of  this  problem. 
It  is  true  that  poverty  causes  crime;  that  wealth  and 
other  sociological  conditions  cause  crime;  yet,  when 
you  survey  the  different  reports  from  former  studies 
or  talk  to  those  who  have  studied  criminals,  you 
find  that  there  is  not  crime,  but  criminals.  And 
again  the  picture  is  false.  Virginia  has  many  law- 
breakers, but  very  few  criminals,  for  crime  is  a 
problem  of  the  individual.  Again  the  internal  en- 
vironment has  the  greatest  influence.  Many  of  the 
jail  inhabitants  are  merely  poor,  many  are  sick, 
some  are  defective,  some  just  ignorant.  The  solution 
of  the  problem  is  in  controlling  individual  attitudes 
and  in  changing  individual  personalities. 

The  gross  problems  of  poverty  and  unemployment 
depend  on  many  social  changes,  but  the  mental 
health  of  the  individual  has  always  been  and  still 


is  a most  important  factor.  Mental  disease  in  Vir- 
ginia seems  to  be  on  the  increase.  Viewed  from  one 
aspect  it  would  seem  that  soon  the  whole  populace 
would  have  to  be  institutionalized.  It  has  been 
stated  many  times  that,  of  those  who  live  to  adult- 
hood, one  out  of  twenty-five  will  be  insane;  four 
out  of  twenty-five  will  be  profoundly  neurotic-sub- 
normal; four  out  of  twenty-five  will  be  moderately 
neurotic  and  four  out  of  twenty-five  will  be  mildly 
neurotic  and  twelve  out  of  twenty-five  will  become 
fairly  normal.  Our  mental  hospitals  are  running 
over  and  it  is  indeed  time  to  sound  the  general  alarm. 

Yet,  here  again,  the  facts  are  not  clearly  presented. 
Neurosis  is  often  a fairly  successful  adjustment. 
Many  of  the  people  in  our  mental  institutions  do 
not  need  to  be  there.  Massachusetts  and  New  York 
have  shown  that  if  there  are  sufficient  facilities  for 
early  diagnosis  and  treatment  the  hospital  ad- 
mission rate  will  become  stationary.  In  other  words, 
mental  disease  can  be  prevented;  the  subnormal  in 
our  midst  may  be  adjusted,  and,  finally,  the  in- 
stitution is  not  necessarily  the  place  for  many  of  the 
mentally  sick.  Again,  it  is  an  individual  problem 
and  needs  careful  individual  treatment. 

The  psychiatrist  must  “stick  to  his  knitting’’,  as 
he  has  a big  job  to  do.  He  cannot  do  it  alone,  how- 
ever; the  social  worker,  the  teacher,  the  lawyer,  as 
well  as  those  without  professions,  are  needed.  There 
is  no  “cure  all’’,  and  careful  painstaking  work  is 
necessary.  There  are  no  panaceas,  but  it  is  the  in- 
dividual that  counts  and  the  study  of  individual 
variations  calls  for  a knowledge  of  Mental  Hygiene. 
Mental  Hygiene  calls  for  the  adjustment  of  person- 
ality reactions.  This  adjustment  is  the  most  im- 
portant of  all  social  problems.  To  recognize  mal- 
adjustments and  to  present  their  social  setting  is  the 
most  important  work  of  the  social  worker,  while  the 
only  thing  the  psychiatrist  has  to  offer  is  a greater 
knowledge  of  abnormal  personality  reactions  and  a 
life  devoted  to  their  care. 


RAT  BITE  FEVER:  A REPORT  OF  TWO  CASES.* 


Harry  Walker,  M.  D., 

Richmond,  Va. 

For  centuries  rats  have  been  known  to  be  carriers  ciated  with  war,  famine,  filth,  rats  and  poverty. 

of  disease.  In  history,  both  medieval  and  ancient,  ^he  flea  infested  rat  furnished  the  reservoir  of  in- 

are  recorded  many  pages  concerning  plagues  asso-  fection  for  the  Black  Deathj  now  known  as  bubonic 

*Denartment  of  Medicine,  Medical  College  of  Virginia,  . . 

Richmond  plague.  This  pestilence  was  rampant  throughout 
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many  parts  of  the  world  from  1348  to  1720.  In 
England  it  was  not  controlled  until  another  major 
disaster, — the  great  fire  of  London,  in  1666,  which 
incidentally  destroyed  many  rats  and  freed  the  city 
of  them.  Hans  Zinnsser  has  recently  written  a book 
titled  “Rats,  Lice  and  History”  in  which  he  very 
interestingly  describes  the  part  played  in  history  by 
typhus  fever  and  other  diseases  in  which  the  rat  has 
been  a big  factor  in  their  dissemination. 

With  all  this  disease  and  all  these  deaths  there 
seems  to  have  been  no  authentic  report  of  rat  bite 
fever  until  more  modern  times.  While  this  disease 
has  been  known  in  Japan  for  several  generations,  it 
was  not  until  1840  that  the  first  case  w’as  reported  in 
American  literature.  The  two  following  cases  illus- 
trate the  chief  clinical  and  laboratory  findings  in 
this  disease. 

Case  I.  S.  A.  H.  A white  girl,  aged  16,  entered 
Memorial  Hospital  May  23,  1934,  with  a chief  com- 
plaint of  pain  in  the  joints  and  rash.  She  stated 
that  about  four  weeks  prior  to  admission  she  ac- 
cidently traumatized  her  right  knee  while  at  a car- 
nival. The  skin  was  broken  but  the  wound  healed 
uneventfully  even  though  she  received  no  first  aid 
treatment.  Seven  days  later  her  knee  became  pain- 
ful on  motion.  This  was  accompanied  by  redness 
and  swelling  at  the  site  of  the  previous  injury.  The 
following  night  she  had  a severe  chill  accompanied 
by  fever.  The  next  day  she  noticed  a rash  distrib- 
uted over  her  face,  body  and  extremities.  At  this 
time  the  patient  had  generalized  aching  pains.  A 
doctor  was  called  and  he  reported  a temperature  of 
102.6  degrees  F.  He  called  a health  officer  who 
visited  her  but  gave  no  opinion  as  to  the  diagnosis. 
Forty-eight  hours  later  the  patient  felt  better.  On 
May  17,  1934,  there  was  an  attack  similar  to  the 
first  with  the  exception  that  at  this  time  the  pain 
was  more  severe  in  the  right  elbow  and  left  ankle; 
however,  the  generalized  aches,  fever  and  rash  were 
repeated.  The  patient  stated  that  in  the  past  she 
had  had  chicken-pox  and  measles  but  no  other  in- 
fection associated  with  a rash.  The  remainder  of 
the  history  was  of  no  significance.  Subsequent  ques- 
tioning failed  to  show  that  the  patient’s  disease 
could  be  connected  with  the  bite  or  scratch  of  any 
animal. 

Physical  examination:  Temperature  104  degrees 
F.  The  patient  did  not  look  particularly  ill.  Over 
the  body  was  a reddish  purplish  rash.  The  mouth, 
nose,  ears  and  throat  were  negative.  The  lungs  were 


clear  with  a heart  rate  of  140;  blood  pressure 
115/75.  There  wrere  no  murmurs,  no  thrills,  no 
rubs.  The  abdomen  was  negative  except  that  the 
spleen  was  palpable.  The  lymph  glands  showed 
slight  generalized  enlargement  with  particular  en- 
largement of  the  glands  in  the  right  groin.  The 
right  elbow  was  tender  but  otherwise  negative.  The 
right  knee  was  swollen  and  at  the  site  of  the  past 
injury  seemed  to  be  healed  with  the  formation  of  a 
scar. 

The  laboratory  work  showed:  urinalysis — specific 
gravity  1.022;  straw  color,  alkaline  reaction;  nega- 
tive acetone,  diacetic  acid,  sugar  and  albumen.  Sub- 
sequent urinalyses  done  on  May  24,  May  28,  June 
2 were  also  negative.  Blood  count — May  23,  1934, 
the  red  count  was  4,000,000,  76  per  cent  hemo- 
globin, the  white  count  was  24,600,  polymorphonu- 
clears  90  per  cent,  lymphocytes  10  per  cent.  May 
24,  white  count  18,100,  polymorphonuclears  85  per 
cent,  lymphocytes  15  per  cent.  May  28,  white  count 
13,000,  polymorphonuclears  77  per  cent,  lympho- 
cytes 22  per  cent,  monocytes  1 per  cent.  June  1, 
white  count  29,100,  polymorphonuclears  84  per  cent, 
lymphocytes  12  per  cent,  monocytes  3 per  cent. 
June  5,  white  count  15,900,  polymorphonuclears  80 
per  cent,  eosinophiles  2 per  cent,  lymphocytes  18  per 
cent.  Wassermann  done  on  May  24,  29,  June  1 and 
2 was  reported  negative  each  time.  Blood  cultures 
taken  on  May  23  and  29  were  negative.  Cervical 
smears  done  on  May  25  and  29  were  reported  as 
negative. 

Course  in  the  hospital : The  paroxysms  of  fever 
and  rash  previously  described  by  the  patient  were  re- 
peated, after  each  of  which  the  temperature  returned 
to  normal.  The  febrile  periods  lasted  from  twenty  to 
forty-eight  hours.  The  maximum  temperature  with 
the  paroxysms  varied  from  105.6  to  103  degrees  F. 
The  afebrile  periods  varied  from  four  hours  to  seven 
days  with  each  attack.  On  May  30  the  spirillum 
minus  was  found  in  the  blood  of  a guinea  pig  pre- 
viously injected  with  the  patient’s  blood.  June  10 
the  patient  was  given  .45  grams  of  neo-salvarsan. 
June  15  and  19  this  was  repeated.  June  20  the  pa- 
tient was  discharged  from  the  hospital  after  being 
afebrile  for  eight  days.  After  leaving  the  hospital 
the  patient  was  given  one  more  dose  of  neo-salvar- 
san. The  last  report  was  received  approximately 
two  weeks  following  her  discharge  and  at  this  time 
there  had  been  no  recurrence  of  fever. 

Case  II.  M.  C.  Occupation : housewife.  A white 
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woman,  aged  50,  was  admitted  to  Memorial  Hos- 
pital, September  10,  1936.  The  patient  stated  that 
on  July  18,  1936,  she  developed  a boil  on  the  back 
of  her  right  forearm.  The  following  day  there  was 
a red,  painful  area  on  the  right  wrist  which  was 
accompanied  by  lymphangitis  which,  in  turn,  was 
followed  by  pain  and  swelling  of  the  glands  in  the 
right  axilla.  The  latter  lesion,  the  one  on  her  right 
wrist,  was  incised  by  her  physician  who  stated  at  the 
time  that  it  looked  unusual  for  a boil;  no  pus  was 
obtained.  Almost  immediately  following  the  ap- 
pearance of  the  lesion  on  her  right  wrist  the  patient 
had  a chill  followed  by  generalized  aches  and  pains. 
These  were  accompanied  by  a blotchy  type  of  rash. 
A blood  culture  was  taken  at  that  time  and  was  said 
to  be  positive  for  staphylococcus.  A later  blood  cul- 
ture was  negative.  Since  that  time  she  has  been  in 
bed  almost  continually.  She  was  given  some 
“serum’’  injections,  the  nature  of  which  she  did  not 
know.  Since  the  beginning  of  her  illness  there  have 
been  intervals  of  reaction  in  which  the  patient  de- 
veloped fever,  generalized  aching  and  a rash.  These 
she  stated  usually  lasted  from  twenty-four  to  forty- 
eight  hours  and  were  followed  by  afebrile  periods, 
only  to  have  the  paroxysms  repeat  themselves.  On 
further  questioning  the  patient  stated  that  about 
two  weeks  previous  to  the  time  she  developed  the 
lesion  on  her  arm,  she  was  scratched  by  a cat.  This 
lesion  healed  uneventfully  followed  approximately 
two  weeks  later  by  signs  of  infection  at  the  site  of 
the  previous  injury. 

Physical  examination : A well  preserved  white 
female,  rather  obese,  apparently  45  to  50  years  of 
age.  Skin  hot  and  dry.  Slight  paling  of  the  mucous 
membranes.  Patchy  maculo-papular  rash  on  the 
arms,  neck  and  trunk.  Temperature  103  degrees  F., 
pulse  140,  respiratory  rate  22.  Head  and  neck  nega- 
tive. Pupils  react  normally  to  light  and  distance. 
Nose  and  throat  negative;  no  tonsils  seen.  Teeth 
in  fair  condition.  Heart:  Rate  rapid,  regular,  and 
otherwise  negative.  Lungs  clear.  Abdomen  nega- 
tive other  than  tenderness  in  the  region  of  the  spleen. 
Extremities:  Purplish  red  scar  on  the  right  wrist  at 
the  site  of  the  old  infection.  The  reflexes  were  active 
and  equal.  No  pathological  reflexes  found. 

Laboratory  data:  Urine — straw  color,  acid  re- 
action, specific  gravity  1.008;  acetone,  diacetic  acid, 
albumin  and  sugar  negative;  miscroscopic  negative. 
Blood — September  11,  1936,  red  blood  count 

3,400,000;  white  blood  count  15,600;  65  per  cent 


hemoglobin;  82  per  cent  polymorphonuclears;  17 
per  cent  lymphocytes;  1 per  cent  monocytes.  Sep- 
tember 17,  white  count  16,200;  83  per  cent  poly- 
morphonuclears; 17  per  cent  lymphocytes.  Septem- 
ber 24,  red  blood  count  3,200,000;  60  per  cent  hemo- 
globin; 14,100  white  cells;  80  per  cent  polymor- 
phonuclears; 20  per  cent  lymphocytes.  Malarial 
smears  done  on  September  1 7 and  24  were  reported 
as  negative.  September  12,  Wassermann  and  Kline 
reported  negative.  September  21,  spirillum  minus 
found  in  the  blood  of  a guinea  pig  which  had  seven 
days  previously  been  inoculated  with  the  patient’s 
blood. 

Course  in  the  hospital : While  the  patient  was  in 
the  hospital  paroxysms  followed  by  afebrile  periods 
as  previously  described  continued.  September  21, 
.3  grams  of  neo-salvarsan  were  given,  on  the  24th, 
.3  grams,  and  on  the  27th,  .3  grams.  The  patient  had 
only  one  attack  following  the  first  injection.  She 
was  discharged  from  the  hospital  on  September  27, 
after  having  been  afebrile  for  eight  days.  The  pa- 
tient was  again  seen  on  October  6,  1936,  at  which 
time  she  stated  that  she  had  had  no  further  attacks 
of  fever  since  leaving  the  hospital. 

Discussion : Rat  bite  fever,  or  sodokuc  as  it  is 
known  in  Japan  and  the  Orient,  is  a rare  disease. 
During  the  past  ten  years  approximately  15,000 
patients  have  been  admitted  to  the  medical  service 
of  the  Medical  College  of  Virginia.  Out  of  this 
number  of  patients  the  diagnosis  of  rat  bite  fever 
has  been  made  only  twice.  It  is  caused  by  a spiro- 
chete two  to  five  microns  in  length  with  one  or  more 
flagella  at  each  end.  While  some  in  the  past  have 
identified  a streptothrix  with  this  disease,  Futaki 
seems  to  have  proved  that  such  is  not  the  case.  He 
has  found  spirochetes  in  the  peripheral  blood 
stream  and  in  serum  expressed  from  regional  lymph 
nodes,  and  from  biopsies  of  the  skin.  Futaki  gave 
the  name  spirochete  morsus  muris  or  spirillum 
minus  to  these  organisms.  The  disease  is  trans- 
mitted by  the  bite  of  an  infected  rat  or  other  animal 
such  as  a ferret,  weasel  or  cat  which  has  come  in 
contact  with  infected  rats  or,  as  in  Case  I,  apparent- 
ly the  infection  may  follow  injury  to  the  body  by 
contaminated  inanimate  objects.  In  any  case,  how- 
ever, it  is  thought  that  the  infection  can  enter  the 
body  only  through  a break  in  the  skin. 

Like  tularemia  the  initial  lesion  heals  and  is 
often  forgotten  during  the  incubation  period.  This 
period  may  vary  from  days  to  about  five  weeks. 
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Consequently,  an  important  point  in  making  the 
diagnosis  is  often  missed  in  taking  a patient’s  his- 
tory since  the  patient  may  have  forgotten  any  pre- 
vious bite  or  scratch  by  an  animal.  This  is  all  the 
more  likely  since  the  initial  lesion  may  be  very 
trivial  in  nature.  Following  the  incubation  period 
the  site  of  injury  begins  to  swell,  becomes  painful 
and  tender.  Again  like  tularemia  this  lesion  soon 
ulcerates  and  has  a somewhat  chancre  like  appear- 
ance. This  ulceration  is  accompanied  usually  by 
lymphangitis  and  always  by  lymphadenitis.  Con- 
stitutional symptoms  follow.  The  patient  usually 
has  a chill.  The  temperature  may  rise  to  106  de- 
grees F.  and  a blotchy  purplish  red  rash  makes  its 
appearance.  At  this  time  the  patient  complains  of 
headache  and  pains  in  the  muscles  and  joints. 
Within  twenty-four  to  forty-eight  hours  the  tem- 
perature usually  returns  to  normal  and  remains  nor- 
mal for  two  or  three  days  or  longer;  then,  there  is  a 
repetition  of  the  previous  episode.  The  local  lesion 
gradually  disappears  leaving  a scar.  The  lymphan- 
gitis may  persist  for  weeks.  As  a rule,  as  the  num- 
ber of  flare  ups  increases,  they  become  less  severe. 
In  untreated  cases  these  relapses  may  go  on  for 
several  months. 

Diagnosis:  If  one  thinks  of  the  disease,  the  diag- 
nosis is  easy  during  the  second  flare  up.  Malaria 
produces  a remittent  type  of  fever  but  is  unlike  this 
disease  in  any  other  respect.  Other  than  general- 
ized pains  the  disease  is  in  no  respect  like  influenza. 
The  local  lesion,  as  previously  pointed  out,  is  some- 
what like  tularemia  but  the  rash  and  the  odd  tem- 
perature curve  are  not  found  in  this  disease.  To 
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late  pregnancy  or  parturition,  is  due  in  85  per  cent 
of  cases  to  one  of  five  etiological  factors.  These  con- 
ditions are:  (1)  Abortion  or  Early  Pregnancy, 
(2)  Fibroid  Tumors,  (3)  Cancer,  (4)  Extra-uterine 
Pregnancy,  and  (5)  Endocrine  dyscrasias.  A brief 
discussion  of  the  diagnosis  and  present  trend  of 
treatment,  limited  to  this  group  of  conditions,  will 
be  made. 

Abortion  or  Early  Pregnancy: 

The  diagnosis  of  bleeding  associated  with  early 
pregnancy,  i.  e.  threatened  or  incomplete  abortion, 


Abnormal  uterine  bleeding  is  one  of  the  most 
common  conditions  met  with  in  the  female,  both  by 
the  specialist  and  the  general  practitioner.  As 
Williams1  has  so  aptly  stated,  the  bleeding  is  only  a 
symptom  and  the  underlying  cause  is  to  be  de- 
termined. The  diagnosis  of  the  causative  factor  is 
sometimes  quite  difficult,  but  in  most  cases  a 
thorough  investigation  will  reveal  the  cause  and 
proper  treatment  can  be  instituted. 

Uterine  bleeding,  other  than  that  associated  with 

*Read  before  the  South  Piedmont  Medical  Society  at 
Danville,  Va.,  November  24,  1936. 


repeat,  the  important  points  of  diagnosis  are  history 
of  bite  or  scratch  of  an  animal,  or,  as  in  Case  I, 
possible  injury  followed  by  healing.  The  incubation 
period  is  symptomless.  Local  signs  and  symptoms 
reappear  at  the  site  of  the  previous  injury  at  the 
time  that  constitutional  symptoms  develop.  These 
are  followed  by  an  afebrile  period  and  then  the 
process  repeats  itself.  Diagnosis  is  proved  by  the 
injection  of  the  patient’s  blood  preferably  into  a 
guinea  pig  whose  blood  has  previously  been  exam- 
ined and  found  negative  for  the  spirochete,  and  the 
recovery  of  organisms  from  the  blood  of  the  guinea 
pig  after  a period  of  from  five  to  ten  days. 

Treatment:  Isolation  is  unnecessary  since  trans- 
mission of  this  disease  from  man  to  man  is  un- 
known. The  local  lesion  needs  no  particular  treat- 
ment. General  measures  such  as  ample  food  and 
fluids,  analgesics  and  nursing  care  are  important. 
Neoarsphenamin  when  given  intravenously  (.3 
grams  to  .45  grams)  every  three  to  five  days  for  three 
injections  is  usually  sufficient  to  eradicate  the  infec- 
tion. 
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can  be  made  in  most  cases  without  difficulty.  Careful 
and  detailed  menstrual  histories,  with  pelvic  exam- 
ination will  usually  confirm  the  diagnosis.  If  preg- 
nancy is  suspected  in  a bleeding  case,  the  patient 
should  be  advised  to  save  all  clots  or  tissue  passed 
for  examination  by  the  physician,  as  in  many  cases, 
expulsion  of  small  pieces  of  placental  tissue  make 
the  diagnosis  obvious.  In  any  case  when  doubt  exists 
as  to  pregnancy,  one  of  the  hormonal  tests  for  preg- 
nancy should  be  employed  and  in  90-95  per  cent 
of  cases,  will  give  a correct  diagnosis.  In  any  case 
of  suspected  abortion  or  early  pregnancy,  it  should 
be  emphasized  that  the  possibility  of  extra-uterine  or 
tubal  pregnancy  should  be  eliminated,  as  this  con- 
dition requires  more  prompt  and  active  treatment 
if  serious  results  are  to  be  averted. 

The  treatment  of  threatened  abortion  consists  of 
absolute  bed  rest,  sedation,  avoidance  of  strong  laxa- 
tives until  the  bleeding  has  entirely  ceased.  The 
administration  of  the  luteinizing  principle  of  the 
anterior  pituitary  gland,  such  as  Antuitrin-S,  Fol- 
lutein  or  Corpus  Luteum,  is  often  used  as  well. 
The  treatment  of  incomplete  abortion  is  to  complete 
it,  either  medically  by  the  administration  of  ergot, 
pituitrin,  quinine,  or  enemata,  or  surgically  by 
curettage  of  the  uterus.  Anemia  should  be  combated 
by  blood  transfusions,  iron  by  mouth  and  anti- 
anemia diet.  Postural  drainage  by  Fowler’s  posture, 
avoidance  of  tub  baths,  douches  and  intercourse  until 
involution  is  complete  will  often  prevent  intrauterine 
infection. 

Infected  or  septic  abortions,  which  are  usually 
criminal  abortions,  offer  a bigger  problem  and  a 
poorer  prognosis.  The  question  of  conservative  or 
radical  treatment  in  infected  cases  has  been  argued 
for  years,  but  in  my  opinion  radical  or  operative 
interference  is  indicated  in  only  one  condition,  i.  e. 
severe  hemorrhage  which  threatens  the  life,  of  the 
patient.  DeLee  states  that  year  after  year,  he  finds 
the  concensus  of  opinion  in  favor  of  the  expectant 
or  conservative  method  of  treatment.  Infected  abor- 
tions should  be  hospitalized  and  isolated.  The  treat- 
ment consists  of  bed  rest,  Fowler’s  position,  sedation, 
forcing  of  fluids,  ice  to  the  abdomen,  nourishing  diet 
if  the  temperature  permits,  and  especially  the  ad- 
ministration of  repeated  small  blood  transfusions  as 
in  puerperal  sepsis.  The  uterus  should  be  emptied 
medically  if  possible  but  if  this  fails,  removal  of  the 
products  of  conception  under  light  gas  anesthesia 


should  be  done.  I feel  very  strongly  that  this  should 
be  accomplished  gently  by  means  of  blunt  sponge 
or  ovum  forceps  and  not  by  active  curettage  so  often 
used,  as  I believe  that  many  cases  of  post-abortal 
septicemia,  parametritis  and  pelvic  abscess  with  pro- 
longed illness  and  ofttimes  death,  result  from  open- 
ing up  the  large  uterine  sinuses  and  introducing 
bacteria  directly  into  the  blood  stream  by  means  of 
sharp  curets.  In  many  cases,  simply  packing  the 
uterus  with  gauze  packing  and  removing  in  24  hours, 
the  placental  tissue  will  be  expelled.  Holmes2  re- 
ported a series  of  681  abortions,  185  of  whom  were 
infected.  Half  of  the  infected  cases  were  treated  con- 
servatively and  the  other  half  had  some  form  of 
operative  procedure  as  part  of  the  treatment.  The 
mortality  of  the  operative  group  was  2.08  per  cent 
while  that  of  the  non-operative  group  was  1.12  per 
cent.  Fewer  complications  and  shorter  hospitalization 
with  a mortality  of  about  one-half  in  the  conserva- 
tively treated  group  should  serve  as  a plea  for  con- 
servatism in  infected  or  septic  abortions. 

Fibroid  Tumors: 

Usually  the  diagnosis  of  fibromyomata  of  the 
uterus  is  easy,  but  in  some  cases  may  present  definite 
difficulty.  The  finding  of  an  irregular,  nodular, 
enlarged  and  firm  uterus  on  pelvic  examination 
suggests  the  diagnosis,  and  large  tumors  are  readily 
palpable  on  abdominal  examination.  Fibroids  are 
most  common  between  the  ages  of  30-45  years  al- 
though Closon3  reports  a case  of  a large  fibroid  in  a 
young  girl  of  16  and  this  case  was  the  youngest 
patient  operated  upon  and  reported  in  the  literature. 
A history  of  gradual  increase  in  the  amount  of 
menstrual  bleeding  is  common.  In  older  patients 
before  the  menopause,  a history  of  pelvic  discomfort, 
a feeling  of  weight  in  the  pelvis,  backache  or  bladder 
disturbances,  should  lead  to  a thorough  pelvic  exam- 
ination. Small  submucous  fibroid  nodules  are  often 
difficult  to  diagnose,  except  by  dilatation  and  curet- 
tage, and  often  the  “hang”  or  “drag”  encountered 
by  the  curet  reveals  a small  submucous  nodule, 
whereas  the  size,  contour  and  consistency  of  the 
uterus  are  essentially  normal. 

The  treatment  of  uterine  fibroids  depends  mainly 
upon  3 factors:  the  patients  age,  the  size  of  the  tumor, 
and  the  symptoms.  Surgery  is  not  always  indicated, 
and  a small  fibroid  that  does  not  produce  symptoms 
and  is  found  during  active  sexual  life,  should  be 
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left  alone  and  the  patient  seen  at  intervals.  In  the 
younger  patients,  large  tumors  that  produce  bleeding, 
pain,  gastro-intestinal  or  genito-urinary  disturbances 
by  pressure,  should  in  most  cases  be  removed  sur- 
gically. If  possible,  simple  myomectomy  should  be 
done,  but  if  this  is  impractical,  a high  supravaginal 
hysterectomy  with  conservation  of  both  ovaries  is  the 
best  procedure.  Tumors  no  larger  than  a 3 months’ 
pregnancy,  not  associated  with  inflammatory  disease 
of  the  adnexa  (which  is  often  seen  in  the  negro) 
appearing  near  the  menopause,  can  often  be  treated 
by  X-ray  or  radium.  Very  large,  degenerated  or 
calcified  fibroids  are  a contraindication  for  radiation 
therapy  and  should  be  treated  surgically.  Baer,  Reis 
and  DeCosta4,  reporting  1,001  cases  of  fibroids  of 
the  uterus  treated  at  the  Michael  Reese  Hospital, 
conclude  that  supravaginal  hysterectomy  remains  the 
most  frequently  used  treatment.  They  feel  that  the 
use  of  radium  has  steadily  decreased  because  of  the 
long  list  of  contraindications,  the  undesirability  of 
precipitate  menopause,  the  inability  to  examine  the 
pelvic  and  abdominal  viscera,  and  the  appreciable 
per  cent  of  failure  which  they  give  as  about  11  per 
cent.  Preoperative  preparation  of  cases  for  hysterec- 
tomy is  an  important  part  of  the  treatment,  with 
special  attenion  to  combating  anemia  by  blood  trans- 
fusions in  every  case  of  even  mild  anemia,  as  the 
blood  loss  at  operation  is  sometimes  great,  and  diffi- 
cult to  control. 

Cancer  of  the  Uterus: 

Obviously  of  this  group  of  conditions,  cancer  is 
our  biggest  problem.  The  high  mortality  of  uterine 
cancer  makes  this  disease  one  of  the  most  dreaded  in 
the  female,  but  the  distinct  possibility  of  lowering 
the  death  rate  by  increasing  vigilance  on  the  part  of 
every  physician,  prompts  me  to  re-emphasize  the 
importance  of  a thorough  examination  in  all  cases  of 
abnormal  uterine  bleeding.6 

The  diagnosis  of  cancer  of  the  uterus  is  not  diffi- 
cult in  most  cases  and  the  routine  procedure  of  dig- 
ital and  speculum  vaginal  examination  with  a more 
universal  use  of  cervical  biopsy  and  curettage  in  all 
suspicious  cases  will  result  in  the  diagnosis  in  many 
cases  while  treatment  will  result  in  a cure.  Earlier 
diagnosis  means  improvement  in  mortality,  as  pres- 
ent methods  of  treatment  can  and  do  effect  a cure 
of  started  early  enough.  Biopsy  from  a suspicious 
cervix  is  an  exceedingly  simple  procedure  and  every 


physician  should  be  able  to  do  it,  as  well  as  biopsy 
of  suspected  cancer  of  the  body  of  the  uterus  by 
curettage,  which  is  a very  common  procedure.  As 
suggested  by  Dr.  Howard  Kelly,  curettage  can  fre- 
quently be  done  in  the  office  without  anesthesia  in 
the  multipara  and  the  newer  suction  curet  biopsy 
may  be  done  with  little  difficulty.  The  Schiller  Iodine 
Test  and  the  Colposcopic  examination  of  the  cervix, 
devised  by  Hinselmann,  in  all  suspicious  cervices 
should  aid  in  early  diagnosis.  Increasing  leucorrhea, 
irregular  vaginal  bleeding,  bleeding  after  intercourse 
or  pelvic  examination  often  indicate  carcinoma  of 
the  cervix.  Any  vaginal  bleeding  occurring  after  the 
menopause  (amenorrhea  for  six  months  or  longer) 
should  be  considered  as  due  to  a malignancy  until 
proven  otherwise  by  thorough  investigation. 

The  treatment  of  uterine  cancer  is  either  surgical 
removal  or  radiation  therapy  by  X-ray  or  radium,  or 
a combination  of  the  two.  In  cancer  of  the  cervix, 
the  present  trend  is  away  from  surgery  to  radiation. 
However,  surgery  should  be  considered  in  very  early 
cases,  without  metastases,  suitable  for  total  hysterec- 
tomy. The  usual  method  of  treatment  in  this  coun- 
try today  is  to  give  a series  of  deep  pelvic  X-ray 
treatments,  followed  by  direct  radium  application 
to  the  cancerous  area,  the  dosage  varying  from  2,400 
to  3,600  mg. -hours.  In  carcinoma  of  the  body  of  the 
uterus,  the  generally  accepted  method  of  treatment 
is  radical  surgery  as  soon  as  the  diagnosis  is  made. 
In  those  cases  where  there  is  a contraindication  to 
surgical  removal  or  anesthesia,  treatment  by  X-ray 
or  radium  must  be  substituted.  In  early  carcinoma 
of  the  body  of  the  uterus,  cures  may  be  obtained  in 
from  65-80  per  cent  of  cases  following  radical 
hysterectomy,  while  results  from  X-ray  and  radium 
in  those  cases  too  extensive  for  operation,  have  not 
been  gratifying. 

Extra-uterine  Pregnancy  : 

The  diagnosis  of  ectopic  pregnancy  is  sometimes 
very  difficult,  due  to  the  many  atypical  cases,  as  well 
as  the  other  confusing  surgical  conditions  arising  in 
the  female  pelvis.  Before  rupture,  the  diagnosis  de- 
pends upon  the  finding  of  a unilateral  mass,  which 
is  usually  extremely  painful,  associated  with  some 
enlargement  and  softening  of  the  uterus  in  a patient 
with  a history  of  amenorrhea.  This  is  not  constant 
however,  as  about  one-third  of  the  cases  give  no 
history  of  missing  a period.  Lower  abdominal  pain 
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is  the  most  constant  symptom,  the  pain  being  sharp 
or  cutting,  and  usually  progressing  as  pregnancy 
advances.  Vaginal  bleeding  occurs  in  most  cases  and 
is  usually  irregular.  Decidual  tissue  may  be  passed, 
suggesting  an  incomplete  abortion.  Reliance  upon 
the  Aschheim-Zondek  or  Friedman’s  Test  will  often 
result  in  a diagnosis  before  rupture  or  tubal  abortion 
occurs.  After  rupture,  sudden,  severe  pain,  followed 
by  the  appearance  of  shock  and  collapse,  with  evi- 
dence of  intraperitoneal  hemorrhage  usually  occurs. 
When  the  hemorrhage  is  slow  and  shock  is  gradual, 
repeated  hemoglobin  and  red  blood  cell  determi- 
nations will  often  give  a clue  to  intra-abdominal 
bleeding.  Fever  is  usually  present  but  is  not  a reli- 
able sign.  Posterior  colpotomy  with  recovery  of  blood 
often  aids  in  the  diagnosis. 

The  treatment  of  ectopic  pregnancy  may  be  briefly 
stated  as  immediate  operation  as  soon  as  the  diag- 
nosis is  established  and  the  combating  of  shock  by 
intravenous  fluid  and  transfusion.  In  most  cases 
this  condition  should  be  considered  as  a surgical 
emergency  and  evidence  of  intraperitoneal  hem- 
orrhage should  indicate  laparotomy.  Removal  of  the 
ruptured  tube  and  ligation  of  all  bleeding  points  are 
done  as  quickly  as  possible  with  immediate  closure. 
Removal  of  the  opposite  tube  or  the  appendix  should 
not  be  done,  except  in  the  presence  of  gross  patho- 
logical changes  when  the  condition  of  the  patient 
permits  futher  operation. 

Endocrine  Dyscrasias: 

Since  the  advent  of  the  newer  knowledge  of  men- 
strual physiology,  the  medical  literature  abounds  in 
reports  dealing  with  causes,  diagnosis  and  treatment 
of  uterine  bleeding  due  to  endocrine  imbalance,  the 
so-called  functional,  idiopathic  or  endocrine  bleed- 
ing. According  to  Burch6,  endocrine  dysfunction  ac- 
counts for  about  50  per  cent  of  cases  of  uterine  bleed- 
ing. Functional  or  endocrine  bleeding  is  due  to  a 
hyperplasia  of  the  endometrium,  resulting  from  an 
abnormal  and  persistent  ovarian  follicle  stimulation 
and  the  absence  of  any  corpus  luteum  or  progestin 
influence.  This  type  of  bleeding  is  commonly  seen 
both  at  puberty  and  at  the  menopause,  but  may  occur 
at  any  age  during  the  reproductive  period. 

The  diagnosis  of  these  cases  usually  depends  upon 
the  fact  that  after  a careful  examination,  no  definite 
pathological  or  anatomical  cause  for  the  bleeding 
can  be  found.  Other  evidences  of  endocrine  imbalance 


may  be  apparent  either  in  the  patient's  appearance 
or  in  the  history,  and  may  be  helpful  in  establishing 
a diagnosis.  Novak7  stresses  the  importance  of  the 
“ovulation  test”  in  making  a diagnosis  in  cases  of 
functional  bleeding.  This  consists  of  curettage  just 
before  the  onset  of  a period  with  microscopic  exam- 
ination of  the  uterine  mucosa.  The  finding  of  a 
hyperplastic  or  “swiss-cheese”  type  of  endometrium 
with  absence  of  evidence  of  secretory  activity  in  the 
glands,  classifies  the  bleeding  as  an  endocrine  type. 
If  secretory  endometrium  is  found,  he  doubts  the 
correctness  of  the  diagnosis  of  functional  bleeding, 
and  thinks  that  in  these  cases  some  lesion  like  a 
submucous  myoma,  a uterine  polyp,  or  a low  grade 
pelvic  inflammatory  disease  is  probably  the  cause  of 
the  bleeding.  It  should  be  emphasized  that  abnormal 
uterine  bleeding  does  occur  in  association  with  retro- 
displacements  of  the  uterus  resulting  from  chronic 
passive  congestion  of  the  pelvic  veins,  in  cases  of 
prolapse  of  the  ovaries,  and  in  cases  of  mild,  chronic 
salpingo-oophritis,  so  the  importance  of  a very 
thorough  pelvic  examination  is  obvious.  Occasion- 
ally, functional  bleeding  is  due  to  a hypothyroidism 
and  will  respond  readily  to  thyroid  therapy  alone. 

As  to  treatment,  the  functional  puberty  bleeding 
in  young  girls  should  be  treated  conservatively,  due 
to  the  tendency  of  spontaneous  readjustment  and 
recovery  without  treatment.  Curettage  is  occasionally 
necessary  to  stop  a severe  bleeding,  but  surgery  and 
radium  should  be  avoided.  Endocrine  therapy  is  now 
widely  used  in  functional  bleeding,  and  although  it 
is  not  always  effective,  there  are  many  cases  which 
respond  to  this  type  of  treatment  alone.  Although 
there  is  still  much  to  be  learned  about  endocrine 
therapy,  it  is  well  worth  a clinical  trial  in  many 
cases,  and  often  hospitalization  and  curettage  may  be 
avoided  by  its  use.  The  rationale  of  hormonal  treat- 
ment in  this  condition  is  the  luteinization  of  the 
persistent  follicle  cysts  of  the  ovaries,  to  convert  the 
non-secretory,  hyperplastic  endometrium  over  into  a 
secretory,  pre-gravid  or  pre-menstrual  type,  which  is 
normally  associated  with  menstruation.  Witherspoon 
and  Collins8  of  Tulane  University  Gynecological 
Clinic  report  very  gratifying  results  in  the  treatment 
of  functional  puberty  bleeding  with  anterior  pitui- 
tary-like substances.  Their  technic  of  treatment  con- 
sisted of  the  daily  intramuscular  injection  of  1 cc. 
of  Follutein  or  Antuitrin-S  until  the  bleeding  ceases. 
Treatment  is  then  stopped  until  the  bleeding  again 
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appears  and  then  it  is  resumed  as  before.  The  usual 
method  of  treatment  in  the  younger  women  is  the 
intramuscular  injection  of  the  luteinizing  hormone 
for  from  one  to  five  days  beginning  at  the  onset  of 
the  bleeding,  and  this  method  often  may  postpone 
or  entirely  eliminate  the  necessity  of  surgery  or 
radium  treatment  in  these  younger  patients.  Novak 
and  Hurd9  reported  a series  of  fifty-one  cases,  in 
which  the  abnormal  bleeding  was  controlled  in  forty- 
four,  some  of  them  responding  after  only  onf  in- 
jection. The  thyroid  gland  affects  the  action  of  the 
other  endocrine  glands  to  some  degree  and  Kane10 
advocates  small  doses  of  thyroid  in  these  cases,  even 
though  the  basal  metabolic  rate  is  normal.  Doses  of 
yo  grain  three  times  daily  seems  to  augment  the 
effect  of  the  hormone  being  used.  Functional  bleeding 
in  the  older  patient  near  or  past  the  menopause 
should  first  be  proven  not  to  be  due  to  a malignancy. 
For  cases  40  to  50  years  of  age  that  fail  to  respond 
to  the  above  method  of  treatment  or  to  curettage, 
radium  offers  an  ideal  remedy,  the  dosage  ranging 
from  1,200  to  1,800  mgm.-hrs.  In  the  hands  of  those 
properly  trained,  X-ray  is  an  excellent  method  of 
treatment  and  does  not  require  hospitalization  or 
anesthesia. 

Summary  and  Conclusions 

1.  Five  conditions  commonly  causing  abnormal 
uterine  bleeding  are  discussed  briefly,  namely,  ( 1 ) 
Early  pregnancy  or  abortion,  (2)  Fibroid  Tumors, 


(3)  Cancer,  (4)  Extra-uterine  pregnancy-,  and  (5) 
Endocrine  Dvscrasias. 

2.  The  present  trend  of  treatment  in  this  group 
of  conditions  is  briefly  given,  with  a plea  made  for 
conservatism  in  the  treatment  of  infected  abortions, 
in  endocrine  puberty  bleeding  in  young  girls,  and 
in  the  treatment  of  uterine  fibroids  in  the  younger 
patients. 

3.  The  importance  of  a thorough  investigation  of 
of  all  cases  of  abnormal  uterine  bleeding,  especially 
in  the  group  of  cancer  age,  is  emphasized. 

4.  The  present  trend  of  treatment  in  uterine  cancer 
is  given,  and  the  value  of  early  diagnosis  is  stressed. 
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LIVER  CYST. 


James  A.  Gannon,  M.  D.,  F.  A.  C.  S., 

Washington,  D.  C. 


Mrs.  J.  A.  E.,  age  28,  housewife,  had  an  appen- 
dectomy in  August,  1927,  a myomectomy  in  January, 
1929,  and  a laparotomy  for  obstructive  adhesions, 
and  a herniorrhaphy  for  a small  epigastric  hernia 
in  February,  1932.  She  was  well  until  1935  when 
she  complained  of  paroxysms  of  epigastric  distress, 
accompanied  by  nausea  and  sometimes  vomiting. 
From  1935  until  December,  1936,  she  says  she  does 
not  remember  having  eating  a heavy  meal  without 
pain  and  nausea  following  it.  For  one  month  prior 
to  her  last  operation  on  December  3,  1936,  she 
suffered  pain  and  vomiting  every  day.  On  December 
3,  1936,  I operated  upon  her,  expecting  to  find 


gastric  or  omental  adhesions  at  the  site  of  her  re- 
paired epigastric  hernia.  The  abdomen  was  opened 
in  the  midline  between  the  ensiform  cartilage  and 
the  umbilicus.  There  were  no  adhesions  to  the 
peritoneum.  Retraction  of  the  wound  disclosed  what 
appeared  to  be  a dilated  gall-bladder  at  approxi- 
mately the  normal  location  of  the  gall-bladder.  This 
was  adherent  to  omentum  and  to  the  liver.  Be- 
lieving that  I was  dealing  with  a gall-bladder,  I 
aspirated  and  obtained  about  four  ounces  of  cloudy 
fluid.  I removed  the  sac  from  the  fundus  to  the 
neck,  and  ligated  what  appeared  to  be  a cystic  duct. 
The  sac  was  removed,  and  was  found  to  be  lying 
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upon  a large  gall-bladder  whose  walls  were  normal 
and  which  emptied  readily  on  slight  pressure.  The 
structure  which  I removed  was  evidently  a cyst  of 
the  liver.  This  was  sent  to  Dr.  Tomas  Cajigas  for 
pathological  examination.  The  report  follows: 

“Specimen  sent  to  laboratory  consists  of  a cyst 
wall,  the  contents  having  been  removed  prior  to 
sending  specimen.  Tissue  was  sent  in  formaldehyde. 
Cyst  is  approximately  70  x 46  x 35  mm.,  the  wall 
itself  varying  in  thickness  from  about  mm.  to  2 
mm.  There  are  a few  locules  of  different  sizes.  The 
lining  throughout  is  smooth. 

“Diagnosis:  Cholangiocy stoma. 

“Microscopic  Picture:  The  cyst  is  lined  through- 
out by  simple  columnar  epithelium.  This  rests  upon 


a connective  tissue  which  assumes  the  form  of  rather 
young  granulation  tissue  at  some  points,  while  at 
others  it  is  of  an  older  type  (scar  tissue).  The 
rest  of  the  wall  consists  of  adult  type  connective 
tissue,  an  occasional  bile  duct  being  found  here  and 
there  in  cross  section  or  cut  longitudinally  for  a cer- 
tain distance.  Incorporated  also  within  the  cyst 
wall  we  find  occasional  groups  of  more  or  less  dis- 
torted liver  cells.  There  is  no  evidence  of  neoplastic 
change  at  any  point.” 

Since  the  operation,  the  patient  has  been  without 
pain,  without  vomiting,  and  she  describes  herself 
as  well. 

1915  Biltmore  Street,  N.  W. 


GROUP  PRACTICE— AS  DISCUSSED  IN  “AMERICAN  MEDICINE.”* 


William  B.  Porter,  M.  D., 

Richmond,  Virginia. 


Dating  perhaps  from  the  time  when  the  Committee 
on  the  Costs  of  Medical  Care  recommended  group 
practice  as  the  eminently  desirable  method  of  pro- 
viding medical  care,  the  subject  has  taken  on,  so 
to  speak,  a certain  artificial  emphasis.  There  has 
been  a tendency  to  assume  that  the  complex  prob- 
lems of  medical  practice  are  more  or  less  reducible 
to  the  single  burning  question:  “Shall  medicine  be 
practiced  by  groups  of  specialists  or  by  individuals?” 

The  views  presented  in  “American  Medicine’’ 
demonstrate  at  once  that  the  question  is  too  com- 
plicated to  make  rational  a categorical  reply.  The 
American  Foundation’s  report  applies  to  the  subject 
of  group  practice  the  same  clarifying  technique  that 
is  used  with  all  the  other  aspects  of  medicine  covered 
in  this  comprehensive  survey:  definitions  are  sup- 
plied, differentiations  are  made  and  thus  the  real 
merits  of  the  “argument”  are  evoked. 

Competence  and  Authority  or  the  Views 
Assembled 

The  discussion  of  group  practice  in  “American 
Medicine’’  is,  on  the  one  hand,  not  merely  special 
pleading  by  men  established  in  group  practice  and 
intent  on  defending  it;  nor,  on  the  other  hand,  is  it 
special  criticism  by  individual  practitioners  appre- 

*Third of  six  articles  reviewing  sections  of  “American 
Medicine:  Expert  Testimony  Out  of  Court”;  published  by 
the  American  Foundation,  565  Fifth  Avenue,  New  York 
City;  1500  pages,  two  volumes  ($3.50  for  the  two  volumes). 


hensive  lest  the  development  of  the  group  method 
alter  their  own  status  and  limit  their  own  oppor- 
tunity. 

Of  the  338  medical  men  that  discuss  group  prac- 
tice extensively  in  “American  Medicine,”  48  are 
members  of  groups  at  present  practicing.  Twenty-six. 
others  have  been,  at  some  time,  associated  with  group 
clinics — for  periods  varying  from  five  to  fifteen  years 
— and  have  returned  to  individual  practice.  While, 
of  these  definitely  experienced  men,  some  report 
themselves  as  disillusioned  on  the  subject  of  group 
practice,  others  make  it  clear  that  they  still  believe 
in  the  group  system  in  spite  of  the  fact  that  the  par- 
ticular organization  of  which  they  were  a part  went 
on  the  rocks.  Admitting  the  dangers  that  threaten 
group  experiments,  they  nevertheless  feel  that  more 
careful  or  more  skillful  or  more  scrupulous  organiza- 
tion could  avoid  them. 

The  contributors  on  group  practice  also  include 
49  general  practitioners;  55  specialists  in  internal 
medicine  (20  of  these  members  of  the  Association 
of  American  Physicians  and  35  of  them  fellows  of 
the  American  College  of  Physicians);  134  surgeons 
(all  of  whom  are  fellows  of  the  American  College 
of  Surgeons  and  six  of  whom  are  also  members  of 
the  American  Surgical  Association).  There  are  also 
views  from  officials  in  insurance  companies,  hospital 
superintendents  and  a number  of  men  in  public 
health  work. 
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Little  Disagreement  on  the  Point  that  the 
Consultative  Principle  in  Some  Form 
is  Essential  to  Medical  Practice 
of  First  Grade 

By  its  characteristic  process  of  analysis — which 
involves  breaking  questions  up  into  their  component 
parts  and  defining  terms  more  sharply — “American 
Medicine,”  at  the  outset  of  the  section  on  group 
practice,  makes  it  clear  that  the  consultative  prin- 
ciple is  one  thing,  and  the  group  practice  organiza- 
tions now  rather  numerously  set  up  in  various  parts 
of  the  country  are  another.  The  value  of  the  prin- 
ciple of  consultation,  and  the  value  of  experiments 
in  the  practical  operation  of  groups  must  be  subjected 
to  separate  estimates.  Most  of  the  contributors  to 
“ American  Medicine”  freely  admit  that  the  sound 
practice  of  medicine,  in  any  form,  involves  free 
recourse  to  the  scientific  aids  to  diagnosis,  and  the 
availability  of  specialists  when  they  are  needed. 

It  is  on  this  ground — that  group  practice  insures 
better  diagnosis  because  in  the  group,  as  a matter 
of  routine,  there  is  constant  recourse  to  the  scientific 
aids  of  diagnosis  and  to  the  advice  of  specialists — 
that  many  rest  the  case  for  group  practice.  Instance 
the  following  quoted  in  “American  Medicine”  from 
a former  president  of  the  American  Medical  Asso- 
ciation: 

“I  have  seen  the  most  skilled  internist  fail  to  detect 
some  acute  condition  in  which  surgery  was  needed.  . . . 
I have  seen  a surgeon  overlook  complications  of  the 
lungs  and  kidneys.  . . . The  patient  is  always  benefited 
by  the  advice  of  several  men  thinking  along  different 
lines.” 

The  president  of  the  staff  of  an  Iowa  hospital,  a 
fellow  of  the  American  College  of  Surgeons,  in  a 
community  where  group  practice  is  now  being  tried, 
reflects : 

‘‘Rugged  individualism  in  the  practice  of  medicine  to- 
day constitutes  a disastrous  flop.  . . . Efficient  medical 
practice  can  be  obtained  only  through  groups  of  doctors. 

. . . Panegyrical  orations  on  the  merits  of  the  family 
doctor  will  not  solve  our  problems.  ...  A new  dispen- 
sation is  at  hand.  ...  At  best,  modern  medicine,  in  all 
its  manifold  branches,  can  be  applied  only  by  an  or- 
ganization of  well-trained,  sensible  specialists  function- 
ing as  a cooperative  group.  In  such  an  environment 
the  family  doctor  will  live  longer  and  accomplish  more.” 

An  assistant  professor  of  gynecology  in  an  ap- 
proved medical  school,  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology,  testifies  in 
similar  vein: 


“Medicine,  like  industry,  has  reached  the  stage  of 
development  when  individual  effort  is  inadequate  and 
often  fruitless.  Individual  practice  of  medicine  is  no 
more  efficient  than  the  individual  manufacture  of  a piece 
of  furniture  by  the  artisan  of  the  past.  Laboratory  and 
X-ray  facilities,  expert  technicians,  such  as  bacteriol- 
ogists and  radiologists,  and  the  cooperation  of  various 
specialists  are  now  essential  in  the  diagnosis  and  treat- 
ment of  human  ailments.  It  requires  well-organized 
and  well-equipped  group  practice  to  render  efficient 
preventive  and  curative  medical  care.  The  lack  of 
these  facilities  in  office  practice  often  results  in  failure 
of  the  physician  to  diagnose  a serious  illness  when 
still  in  its  incipiency.  The  chronically  ill  wander  from 
physician  to  physician  in  search  of  relief,  receiving  dis- 
cordant and  confusing  opinions  concerning  the  nature 
of  their  ailments. 

“It  is  usually  not  through  lack  of  knowledge  that  the 
average  family  physician  fails  to  recognize  the  serious- 
ness of  an  ailment  when  still  in  its  incipiency.  In  fact, 
he  is  today  the  best  trained  in  the  world.  He  lacks, 
however,  the  essential  but  costly  implements  (laboratory 
and  X-ray  facilities)  and  the  cooperation  of  colleagues 
trained  in  special  fields  of  medicine.  These  services 
can  be  procured  in  the  larger  cities  through  private 
sources,  but  the  cost  is  enormous  and,  therefore,  not 
within  the  reach  of  the  vast  majority  of  our  people.” 

Clearly  the  question  upon  which  the  enthusiasts 
and  the  sceptics  really  split  is  not  the  question 
whether  the  consultative  principle  is  good;  it  is 
rather  generally  admitted  to  be  not  only  desirable 
but  imperative  for  modern  medical  practice  of  high 
standard.  The  two  really  debatable  questions  are 
quite  different,  and,  according  to  “American  Medi- 
cine,” they  are  these: 

First:  Of  what  use  is  group  practice  with  its 
numerous  tests  and  specialists  for  that  large  propor- 
tion of  the  average  doctors’  clientele  whose  trouble 
is  “above  the  eyebrows?” 

Secondly:  May  there  not  be  better  ways  than  the 
present  groups  of  incorporating  the  principle  of  con- 
sultation into  medical  practice? 

It  is  in  point  to  review  briefly  some  of  the  views 
that  “American  Medicine”  adduces  in  reply  to  each 
of  these  two  questions: 

What  Can  Group  Practice  do  for  Those  not 
Organically  III? 

Does  group  practice  take  account  of  the  fact  that 
many  of  the  patients  that  daily  fill  a doctor’s  office 
are  not  organically  sick,  that  the  cause  of  their  dis- 
ease is  nervous  or  mental  in  character,  that  they  need, 
as  one  writer  puts  it,  “nothing  but  time,”  and  that 
blood  tests,  basal  metabolisms,  X-rays  and  consulta- 
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tion  by  specialists  will  therefore  profit  them  nothing. 

“American  Medicine,”  with  its  consistently  scru- 
pulous procedure  of  giving  all  views  does  take  ac- 
count of  the  above  position.  The  report  accords  due 
space  to  the  familiar  theory  that  every  well-qualified 
individual  practitioner  is  equipped  to  handle — with- 
out aid — from  75  per  cent  to  90  per  cent  (the  per- 
centage is  variously  given)  of  the  cases  that  come  to 
his  office.  Some  emphasize  the  view  that  since  not 
every  patient  needs  “the  works,”  the  establishment  of 
a group  and  the  setting  up  of  a formal  procedure  in- 
volving routine  tests  stresses  the  mechanistic  rather 
than  the  truly  investigative  procedure.  Some  writers 
in  this  section,  with  irritation,  tell  stories  of  patients 
of  their  own  who  have  gone  to  clinics,  been  put 
through  the  mill  and  returned  with  records  of  isolated 
procedures  that  have  nevertheless  not  brought  to  light 
the  still  undefined  malady.  They  aver  that  group 
practice  is  predicated  upon  the  theory  that  all  illness 
is  attributable  to  clinically  discernible  causes,  and 
that  this  theory  is  manifestly  not  tenable. 

Just  here,  however,  “American  Medicine”  inter- 
poses a warning.  It  suggests  that  there  may  be  too 
great  willingness  among  medical  men  to  assume  that 
from  50  to  90  (variously  offered)  per  cent  of  patients 
are  neurasthenics  or  neurotics.  Year  by  year,  they 
point  out,  one  after  another  type  of  “nervous”  case 
is  referred  to  clinically  discernible  lesions.  This 
development  will,  they  urge,  progressively  continue. 
They  have  stern  words  for  the  doctor  that  does  not 
eliminate  every  possibility  before  he  settles  down  to 
dealing  with  a “neurotic”  patient.  He  is  not,  they 
submit,  meeting  the  challenge  of  modern  medical 
science. 

Is  Group  Practice  the  Only  Method  for  In- 
corporating in  Practice  the  Principle 
of  Consultation? 

Upon  this  second  debatable  question  there  is  real 
controversy.  Are  the  groups  and  clinics  of  the  type 
that  now  exist  throughout  the  country  the  only  or 
the  best  way  of  bringing  diagnostic  and  specialist 
aids  into  the  routine  practice  of  medicine? 

Among  those  that  answer  this  question  in  the 
negative,  certain  writers  make  the  point  that  while 
every  good  doctor  of  course  needs  to  have  available 
the  scientific  aids  to  diagnosis  and  the  advice  of 
specialists,  he  can,  or  should  be,  able  to  get  these 
without  incorporating  himself  with  a “group.”  He 
can  (or  should  be  able  to),  it  is  submitted,  command 
the  diagnostic  aids  by  commanding  the  facilities  of 


tax-supported  laboratories.  It  is  argued  that  this 
could  be  done  at  low'  cost  since  the  tax-supported 
laboratories  (in  departments  of  health,  in  universi- 
ties, in  hospitals)  by  vastly  increasing  the  volume 
of  their  work  would  be  able  to  supply  at  low  units 
of  cost  not  only  the  ordinary  tests  but  also  the  more 
expensive  procedures,  such  as  X-ray  and  electro- 
cardiographs. It  is  argued  that  high  standards  of 
laboratory  work — a need  to  which,  perhaps,  attention 
has  not  been  sufficiently  directed — could  more  easily 
be  exacted  from  tax-supported  institutions  than  from 
laboratories  set  up  sometimes  in  more  or  less  hap- 
hazard fashion  by  groups  of  varying  excellence,  the 
laboratory  performance  of  which  is  subject  to  no 
supervision. 

So  much  for  the  scientific  aids  to  diagnosis.  What 
of  the  assistance  of  specialists? 

Certain  writers  make  the  point  that  every  doctor 
is  constantly  calling  in  his  colleagues  in  informal 
conference  for  confirmation,  for  light  in  extending 
diagnosis,  for  suggestion  as  to  treatment  in  difficult 
cases  that  do  not  respond  to  the  technique  he  himself 
knows.  Not  only  does  every  doctor  associated  with 
a hospital  tend  more  and  more  to  use  the  resources 
of  the  whole  institution  and  bring  them  to  bear  upon 
his  cases,  but  the  individual  practitioner  outside  the 
institution,  it  is  claimed,  more  and  more  tends  to 
consult  with  his  colleagues  and  can  readily  do  so 
without  forming  a partnership  for  the  purpose,  or 
incorporating  a group.  The  conscientious  individual 
practitioner,  it  is  argued,  will  call  in  advice  when 
he  needs  it  and  this  is  a far  more  intelligent  use  of 
the  aid  of  specialists  than  can  be  realized  by  the 
incorporation  of  the  specialists  in  a group. 

A counter-point  on  the  above  is  offered  by  men 
that  believe  that,  ideally,  the  individual  practitioner 
calling  in  specialists  when  he  needs  them  would  con- 
stitute the  best  use  of  consultation.  They  point  out, 
however,  that  there  are  serious  obstacles  to  the  prac- 
tical realization  of  this  procedure.  One  of  these  ob- 
stacles is  the  public’s  tendency  to  regard  the  doctor's 
request  for  consultation  as  an  admission  of  incom- 
petence. Another  obstacle,  also  referrable  to  the 
public  conception,  is  the  tendency  of  patients  (and 
families!)  to  control  consultation  and  to  designate 
the  consultant — who  too  often  is  not  the  person  whom 
the  doctor  himself  would  select  to  illumine  his  own 
course. 

Others  stress  the  regrettable  but  natural  fact  that 
consultants  too  often  are  loath  to  press  a differing 
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point  of  view.  Frequently,  a consultation  on  this 
basis,  ends  not  in  the  joint  product  of  two  minds, 
two  observations,  two  experiences,  but  rather  in  an 
obsequious  yes-ing,  a serile  confirmation  of  the 
status  quo,  an  exchange  of  personal  amenities.  There 
are  somewhat  ominous  references  to  skilled  con- 
sultants given  to  plain  speaking  whose  consultation 
practice  has  not,  to  say  the  least,  been  augmented 
by  their  frankness.  For  these  and  other  reasons  many 
advocates  of  group  practice  feel  that,  while  it  is  true 
that  the  individual  practitioner  can,  ideally,  avail 
himself  of  all  needed  specialist  aid,  the  practical 
difficulties  of  the  individualistic  system  are  too  great, 
and  that  not  until  the  principle  of  consultation  is 
a routine  part  of  the  service  that  is  given  can  scien- 
tific medical  care  be  regularly  available  to  those  that 
need  and  seek  it. 

Does  Group  Practice  Lower  the  Cost  of 
Medical  Care? 

Here  again  a categorical  reply,  is  not  practicable  or 
enlightening.  It  is  quite  obvious  that  when  doctors 
pool  offices  and  equipment,  the  resulting  product 
should  come  through  more  cheaply  to  the  consumer. 
Here  enters,  however,  the  persistent  doubt,  above 
referred  to,  as  to  whether  all  this  expensive  equip- 
ment, all  these  resources,  are  really  necessary  for 
every  or  almost  every  case.  If  not,  then  the  indi- 
vidual that  gets  but  does  not  need  the  use  of  all  of 
this  equipment  is  of  course  paying  a tax  for  what 
others  receive  by  way  of  it  rather  than  benefiting 
by  the  doctor’s  pooling  of  expensive  machinery. 

Varying  points  of  view  on  the  factor  of  cost  in 
group  practice  may  be  illustrated  as  follows:  A 
governor  of  the  Americal  College  of  Physicians  is 
an  exponent  of  the  group  that  believes  that  the 
group  methods  certainly  tend  to  lower  the  costs  of 
medical  care: 

“The  overhead  expenses  can  be  greatly  reduced  by  a 
group  of  physicians,  surgeons  and  other  specialists  as 
compared  with  the  expense  of  each  maintaining  individ- 
ual reception  rooms,  laboratories,  attendants,  etc.  These 
savings  may  be  passed  on  to  patients  who  are  unable 
to  meet  the  expense  of  numerous  special  technical  pro- 
cedures when  passed  around  from  one  individual  spe- 
cialist's office  to  another.” 

A professor  of  medicine  in  an  approved  medical 
school,  member,  American  Gastro-Enterological 
Association,  Association  of  American  Physicians, 
commenting  upon  costs  in  a particular  clinic,  says: 


“I  believe  one-third  of  the  patients  pay  nothing;  an- 
other one-third  pay  a fraction  of  what  their  service  costs, 
and  the  other  one-third  pay  enough  to  keep  the  place  ‘out 
of  the  red.’  I understand  that  a complete  examination 
at  the  clinic  costs  on  the  average  about  $65,  and  this 
is  about  what  is  charged  to  patients  of  the  middle  class 
who  can  pay  it  without  too  much  hardship.  Obviously, 
in  a large  clinic,  this  examination  can  be  made  much 
more  cheaply  than  it  can  be  made  by  a physician  in 
private  practice  in,  let  us  say,  New  York.” 

However,  the  contrary  view  that  group  practice 
does  not  result  in  lowering  the  cost  of  medical  care 
and  that  it  often,  indeed,  raises  the  cost  of  the  pa- 
tient is  quite  as  positively  presented.  The  president 
of  a country  medical  society  in  an  eastern  state, 
member  of  the  American  Academy  of  Orthopedic 
Surgeons  observes: 

“Every  time  a group  of  specialists  works  on  a case 
which  needs  only  a general  practitioner,  the  cost  of 
medical  care  necessarily  goes  up.” 

A Cleveland  member  of  the  American  Academy 
of  Pediatrics  adds: 

“Overhead  expenses  mount  and  must  be  met.  Hence 
many  scientific  time-taking  and  interesting  tests  are 
made  which  are  not  absolutely  necessary.” 

An  Ohio  oculist  and  aurist,  member,  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
believes  that  the  diagnostic  survey  in  group  clinics 

“adds  tremendously  to  the  cost.  . . . The  aggregate 
cost  may  range  from  $50  to  $150,  regardless  of  the 
indication.” 

An  otolaryngologist  associated  with  four  Ohio 
hospitals  testifies,  in  the  same  direction: 

“As  a rule  a group  clinic  has  a large  overhead  from 
the  X-ray  department,  laboratory  and  various  tech- 
nicians and  there  is  a tendency  on  the  part  of  those 
conducting  the  group  to  urge  the  use  of  these  various 
departments  on  the  members.  So  that  in  the  end  the 
patient  who  goes  to  a group  clinic  pays  for  unnecessary 
examinations.  . . . 

“I  am  quite  convinced  that  the  saving  promised  the 
patient  by  attending  group  clinics  does  not  materialize.’’ 

The  supervising  editor  of  a journal  covering  a 
specialized  field  of  medical  practice  sets  forth  a 
similar  view: 

“A  clinic  cannot  examine  a patient  as  cheaply  as  can 
an  individual  practitioner  and  this  drives  patients  to 
private  doctors.  . . . 

“I  have  a complete  clinical  set-up,  but  practice  by 
myself,  do  all  my  own  X-ray,  electrocardiography  and 
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laboratory  work  and  I can  turn  out  an  examination  on 
a patient  at  about  50  per  cent  of  the  cost  incurred  at  a 
clinic.” 

The  Effect  of  Group  Practice  on  the  Mem- 
ber of  the  Group 

Most  of  the  discussion  of  group  practice  has  tra- 
ditionally been  concerned  with  the  effect  on  the  pa- 
tient or  on  the  quality  of  medical  practice,  not  upon 
the  doctor,  or  upon  his  income.  In  the  whole  project 
which  “American  Medicine”  represents  and  reports, 
one  of  the  most  encouraging  factors,  to  my  mind,  is 
the  almost  complete  absence  of  consideration,  by  the 
doctor-authors  of  the  views  presented,  of  concern 
with  the  doctor’s  own  economic  status.  There  is  here 
no  decisive  answer  to  the  question  whether  group 
practice  offers  a medical  practitioner  greater  finan- 
cial security.  Some  members  of  the  groups  depose 
that  they  do  not  perhaps  make  as  much  money  as 
they  would  be  making  alone.  Others  feel  that  they 
have  improved  their  financial  status. 

But  there  is  rather  general  agreement  that  mem- 
bers of  groups  worry  less  about  what  they  make — 
whether  it  is  much  or  little — than  do  individual 
practitioners.  The  group,  it  is  maintained,  removes 
from  the  doctor  the  alien  task  of  business  account- 
ing; by  separating  business  and  professional  interest, 
it  leaves  the  practitioner  free  to  practice  medicine. 
Doctors — both  those  inside  and  outside  groups — 
speak  not  only  of  this  freedom  from  the  financial 
worry  which  members  of  groups  may  enjoy  but, 
more  often  and  more  importantly,  of  the  opportun- 
ities they  have  to  promote  their  professional  com- 
petence. The  individual  practitioner,  they  point  out, 
becomes  a slave  of  a daily  routine.  Drive  himself  as 
he  will,  he  can  never  finish  the  day’s  work,  never 
reserve  for  himself  for  writing,  for  study,  for  con- 
templation, the  hour  or  two  he  vainly  hopes  every 
day  to  capture.  In  the  group  system,  the  presence  of 
comprehensive  records,  the  habit  of  conference,  makes 
easily  available  the  facilities  for  research.  More 
regular  hours,  sabbatical  years,  daily  research — 
by  these,  it  is  claimed,  the  group  offers  to  the  prac- 
titioner that  answer  to  the  doctor’s  prayers — a chance 
to  maintain  his  competence. 

Two  other  exceptionally  interesting  aspects  of 
group  practice  call  for  comment  here  but  space  for- 
bids. One  of  these  is  the  factors  and  considerations 
that  enter  into  the  organization  of  a scientifically 
sound  and  practically  successful  group.  In  fleeting 
mention,  these  factors  include  utter  frankness  in  the 


financial  arrangements;  provision  for  an  evaluator 
or  correlator  for  every  case ; systematic  review  of  the 
group’s  work  and  routine  conference  upon  it. 

The  second  of  these  is  the  developing  status  of 
hospital  staffs  as  the  form  of  group  practice  of 
greatest  potential  significance  in  the  medicine  of  the 
future.  If  this  is  ever  to  be  an  actuality,  hospital 
staffs  must  of  course  be  much  better  organized  than 
they  now  are.  How  staff  organization  may  be  best 
improved  is  one  of  the  themes  developed  in  a succeed- 
ing chapter  of  “American  Medicine,”  the  Place  of 
the  Hospital  in  the  whole  organization  of  medical 
care,  which  chapter  will  form  the  basis  of  next 
month’s  article  in  this  Journal. 


Miscellaneous 

Doctor  “Willie”  Jones. 

Virginians  and  the  world  generally  know  why 
Gloucester  County  is  proud  of  the  name  of  Walter 
Reed  and  why  the  humble  little  home  where  he  was 
born  is  preserved  against  decay;  but  few  outside  of 
Gloucester  know  of  Dr.  Jones.  “Doctor  Willie”  so 
he  was  known  in  Gloucester— -Dr.  Willie  Jones.  This 
is  a notice  of  him,  but  more  especially  of  the  appre- 
ciation he  won  in  his  community.  Such  things  are 
worth  noting  in  these  days  when  foundations  and 
committees  are  pondering  the  problem  of  “the  med- 
ically indigent.” 

In  “Doctor  Willie”  the  people  of  Gloucester  had 
a Tidewater  edition  of  “old  Doctor  Miller”  of  Win- 
chester. According  to  True  Stories  of  Old  Win- 
chester and  the  Valley,  one  bitter  cold  night  a 
countryman  came  under  Dr.  Miller’s  window  and 
aroused  him.  He  begged  him  to  come  to  see  a very 
sick  child.  The  doctor  in  his  night-cap  stuck  his 
head  out  of  the  window  and  queried : 

“Have  you  any  money?” 

“No,”  was  the  aggrieved  answer. 

“All  right,  then  I’ll  come.” 

Though  this  was  only  an  instance,  yet  today  there 
stands  in  the  City  Square  at  Winchester  a little 
fountain  carved  with  the  name,  “Godfrey  Miller,” 
and  the  words,  “He  lived  for  others.” 

Dr.  Jones  was  like  that.  His  friends  did  not  wait 
until  he  was  gone  to  give  evidence  of  their  affection 
for  him.  In  words  of  deep  feeling  in  a letter  ad- 
dressed to  Mr.  J.  H.  Martin,  he  acknowledged  the 
gift  of  a purse  they  had  tendered  him  in  his  last 
illness. 
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A newspaper  account  shortly  after  his  death  in 
1916  related: 

“William  Francis  Jones  was  bom  in  Petersburg 
in  1844.  He  was  the  son  of  Dr.  Walter  Frederick 
Jones  and  Fanny  Wellford,  who  bought  ‘Waverly’ 
and  moved  to  Gloucester  some  time  before  the  war. 
William  Francis  Jones  enlisted  in  the  Confederate 
army  as  a cavalryman  in  1864.  A comrade  who 
messed  with  him,  slept  with  him,  and  rode  by  his 
side  in  the  ranks,  said  there  was  no  better  soldier. 
He  shirked  no  duty  and  his  courage  was  beyond 
question.” 

After  the  surrender  Willie  Jones  went  home  to 
“Waverly,”  worked  hard  on  the  farm,  and  studied 
medicine  under  his  father.  He  studied  in  Phila- 
delphia for  two  years  and  then  returned  to  Glouces- 
ter. Gradually  as  the  other  doctors  in  the  community 
grew  old,  the  burden  of  an  enormous  practice  fell 
upon  him.  He  became  known  all  over  the  county 
and  was  affectionately  spoken  of  everywhere  as 
“Doctor  Willie.” 

In  1884  he  married  Miss  Kate  Hooe  of  Fauquier, 
who  with  two  daughters,  Mrs.  Wallace  Robinson  of 
Gloucester,  and  Mrs.  Charles  Henry  Smith  of  Alex- 
andria, survived  him. 

Said  a newspaper  correspondent: 

“He  spared  not  himself  that  he  might  minister  to 
suffering  humanity.  Brave  as  a lion,  in  the  sick 
room  he  was  gentle  as  a woman.  He  was  spotless  in 
personal  dress  and  in  his  soul.  He  paraded  no 
virtue  but  belittled  his  own  efforts.  He  spoke  lightly 
of  what  he  had  done  and  gave  the  credit  to  nature 
and  to  good  nursing.  He  spoke  evil  of  no  man. 
Littleness  and  meanness,  cant  and  hypocrisy,  un- 
truthfulness and  dishonesty,  he  despised.  His  keen 
and  quaint  humor  made  him  a delightful  compan- 
ion.” 

A little  story  about  his  mode  of  travel  portrays 
Dr.  Jones’  humor  to  be  better  than  his  companion- 
ability.  He  never  came  to  the  modernity  of  the  auto- 
mobile but  got  about  on  horseback  or  in  a little 
one-seated  jumper.  Thumbing  one’s  way  along  had 
already  come  into  vogue,  and  the  doctor  explained 
his  preference  for  the  jumper  on  the  ground  that 
“People  want  to  ride  so  damn  much.” 

He  numbered  among  his  practice  some  of  the  rich 
who  had  bought  old  Gloucester  estates  and  moved 
into  those  mansions  of  dignity.  But  like  Dr.  Godfrey 
Miller,  he  loved  the  poor.  Twenty  years  after  he  had 
been  laid  away  in  Ware  Churchyard  hallowed  since 


colonial  days,  he  was  still  not  forgotten;  and  when  a 
gentleman  in  Richmond,  prompted  by  his  knowledge 
of  this,  suggested  that  something  be  done  to  memoral- 
ize  “Doctor  Willie,”  he  found  nothing  but  quick  and 
open  response  to  the  undertaking.  White  and  colored, 
rich  and  poor,  welcomed  the  opportunity  opened  to 
them  by  Mr.  Edmund  Hoge  to  join  in  the  labor  of 
love.  Such  is  the  story  of  the  new  marker  to  be  seen 
on  the  walls  of  old  Gloucester  Court  House,  already 
abounding  in  its  wealth  of  memorials  to  treasured 
names.  The  bronze  plaque  reads: 

In  memory  of 

Doctor  William  Francis  Jones 
1844  1916 

Whose  devoted  and  unselfish 
care  of  his  patients  for  over 
40  years  has  been  an  inspiration 
to  all  who  knew  him. 

This  tablet  placed  by  his  friends. 

1936 

James  H.  Smith,  M.  D. 

Taxing  Provisions  of  the  Social  Security  Act. 

Operators  of  private  laboratories,  private  sanitar- 
iums, and  physicians  employing  one  or  more  have 
been  advised  by  Commissioner  of  Internal  Revenue 
Guy  T.  Helvering  to  make  immediate  tax  returns  as 
required  under  the  provisions  of  Titles  VIII  and  IX 
of  the  Social  Security  Act  to  avoid  further  payment 
of  drastic  penalties  which  are  now  accruing. 

Commissioner  Helvering  pointed  out  that  every 
person  employed  in  such  work  came  under  the  pro- 
visions of  Title  VIII,  which  imposes  an  income  tax 
on  the  wages  of  every  taxable  individual  and  an 
excise  tax  on  the  pay  roll  of  every  employer  of 
one  or  more.  This  tax  is  payable  monthly  at  the 
office  of  the  Collector  of  Internal  Revenue.  The 
present  rate  for  employer  and  employee  alike  is  one 
per  cent  of  the  taxable  wages  paid  and  received. 

Under  Title  IX  of  the  Act,  employers  of  eight  or 
more  persons  must  pay  an  exercise  tax  on  their  an- 
nual pay  roll.  This  tax  went  into  effect  on  January 
1,  1936,  and  tax  payments  were  due  from  the  em- 
ployers, and  the  employers  alone,  at  the  office  of  the 
Collector  of  Internal  Revenue  on  the  first  of  this  year. 
This  tax  is  payable  annually,  although  the  employer 
may  elect  to  pay  it  in  regular  quarterly  installments. 

The  employer  is  held  responsible  for  the  collection 
of  his  employee’s  tax  under  Title  VIII,  the  Commis- 
sioner explained,  and  is  required  to  collect  it  when 
the  wages  are  paid  the  employee,  whether  it  be  weekly 
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or  semi-monthly.  Once  the  employer  makes  the  one 
per  cent  deduction  from  the  employee’s  pay,  he  be- 
comes the  custodian  of  Federal  funds  and  must  ac- 
count for  them  to  the  Bureau  of  Internal  Revenue. 

This  is  done,  Mr.  Helvering  said,  when  the  em- 
ployer makes  out  Treasury  form  SS-1,  which,  ac- 
companied by  the  employee-employer  tax,  is  filed 
during  the  month  directly  following  the  month  in 
which  the  taxes  were  collected.  All  tax  payments 
must  be  made  at  the  office  of  the  Collector  of  Internal 
Revenue  in  the  district  in  which  the  employer’s  place 
of  business  is  located. 

Penalties  for  delinquencies  are  levied  against  the 
employer,  not  the  employee,  the  Commissioner  pointed 
out,  and  range  from  5 per  cent  to  25  per  cent  of  the 
tax  due,  depending  on  the  period  of  delinquency. 
Criminal  action  may  be  taken  against  those  who 
willfully  refuse  to  pay  their  taxes. 

The  employers  of  one  or  more  are  also  required 
to  file  Treasury  forms  SS-2  and  SS-2a.  Both  are 
informational  forms  and  must  be  filed  at  Collectors’ 
offices  not  later  than  next  July  31,  covering  the  first 
six  months  of  the  year.  After  that  they  are  to  be 
filed  at  regular  quarterly  intervals.  Form  SS-2  will 
show  all  the  taxable  wages  paid  to  all  employees 
and  SS-2a  the  taxable  wages  paid  each  employee. 

Participation  in  a State  unemployment  compensa- 
tion fund,  approved  by  the  Social  Security  Board, 
does  not  exempt  employers  from  the  excise  tax  under 
Title  IX,  Commissioner  Helvering  said.  Nor  does 
the  fact  that  there  is  no  state  unemployment  com- 
pensation fund  relieve  the  employer  of  his  Federal 
tax  payments.  In  those  states  where  an  unemploy- 
ment compensation  fund  has  been  approved,  deduc- 
tions up  to  90  per  cent  of  the  Federal  tax  are  allowed 
the  employer  who  has  already  paid  his  state  tax. 
These  deductions  are  not  allowed  unless  the  state 
tax  has  been  paid. 

This  tax  is  due  in  full  from  all  employers  in  states 
having  no  approved  funds.  The  rate  for  1936  was 
one  per  cent  of  the  total  annual  pay  roll  containing 
eight  or  more  employees,  and  for  1937  it  is  two  per 
cent.  The  rate  increases  to  three  per  cent  in  1938 
when  it  reaches  its  maximum.  The  annual  returns 
are  made  on  Treasury  form  940. 

An  employer  who  employs  eight  or  more  persons 
on  each  of  twenty  calendar  days  during  a calendar 
year,  each  day  being  in  a different  calendar  week, 
is  liable  to  the  tax.  The  same  persons  do  not  have 


to  be  employed  during  that  period,  nor  do  the  hours 
of  employment  have  to  be  the  same. 

Important  Features  of  Taxing  Provisions  of 
Social  Security  Act 

Actual  money,  when  paid  as  wages,  is  not  the  sole 
basis  on  which  the  tax  is  levied.  Goods,  clothing, 
lodging,  if  a part  of  compensation  for  services,  are 
wages  and  a fair  and  reasonable  value  must  be  ar- 
rived at  and  become  subject  to  the  tax. 

Commissions  on  sales,  bonuses  and  premiums  on 
insurance  are  wages  and  taxable. 

Officers  of  corporations  whether  or  not  receiving 
compensation  are  considered  employees  for  the  pur- 
pose of  taxation. 

Wages  paid  during  sick  leave  or  vacation,  or  at 
dismissal  are  taxable. 

Traveling  expenses  required  by  salesmen  are  not 
wages  if  the  salesmen  account  for,  by  receipts  or 
otherwise,  their  reasonable  expenditures.  That  part 
for  which  no  accounting  is  made  is  construed  as  a 
wage  and  is  taxable. 

Exercise  great  care  in  filling  out  Treasury  forms 
SS-1  and  940.  Directions  are  easy  to  follow  and 
correct  returns  mean  no  unnecessary  delay. 


Public  Health  Statistics 


I.  C.  Riccin,  M.  D., 

State  Health  Commissioner  of  Virginia. 

I'he  report  of  the  State  Health  Department's  bu- 
reau of  communicable  diseases,  as  compiled  for  the 
month  of  June,  shows  the  following  cases  compared 
with  the  same  month  in  1936. 

1937  1936 


Typhoid  and  Paratyphoid 34  37 

Diphtheria  27  29 

Scarlet  Fever  25  76 

Measles  ’ 787  314 

Meningitis  23  29 

Poliomyelitis  6 0 

Rocky  Mountain  Spotted  Fever 5 13 

Typhus  Fever  0 1 

Undulant  Fever 2 2 

Tularaemia  8 3 

Smallpox  0 1 


Local  Health  Departments  Increasing 
Services 

The  greatest  growth  of  local  health  service  in  the 
histor\r  of  Virginia  took  place  during  the  fiscal  year 
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1935-1936  as  a result  of  financial  assistance  from 
Social  Security  funds.  As  is  known,  these  funds 
were  matched  dollar  for  dollar  by  the  State  from  the 
regular  appropriation. 

The  local  health  departments  are  becoming  in- 
creasingly stabilized.  This  is  indicated  by  the  fact 
that  for  the  fiscal  year  1937-1938  all  existing  twenty- 
four  local  health  departments  (comprising  forty-four 
counties)  are  to  be  continued.  A number  of  coun- 
ties have  increased  the  appropriations  for  public 
health  work  as  a direct  result  of  the  demonstrated 
value  of  this  type  of  activity. 

Sussex  County  Tuberculosis  Cottages 
Completed 

A report  received  by  the  Commissioner  of  Health 
from  Dr.  J.  H.  Bonner,  Sussex  County  Health  Of- 
ficer, states  that  five  tuberculosis  cottages,  which 
have  been  under  construction  as  a WPA  project  at 
Waverly,  are  nearly  completed.  All  labor  for  this 
project  was  furnished  by  WPA.  The  Sussex  County 
Tuberculosis  Society  contributed  $225  toward  the 
cost,  the  WPA  gave  $108,  while  several  local  lum- 
ber companies  donated  $75  worth  of  lumber. 

It  is  expected  that  local  service  clubs  and  other 
groups  will  furnish  these  cottages.  The  Waverly 
Rotary  Club  and  the  Jarratt  Ruritan  Club  thus  far 
have  obligated  themselves,  respectively,  to  furnish 
two  of  them.  The  cottages  will  be  occupied  not  later 
than  the  middle  of  August  by  patients  needing  this 
type  of  treatment  accommodation. 

Facilities  for  Delayed  Darkfield  Examination 

The  State  Department  of  Health  recently  inaugu- 
rated a new  laboratory  service  for  physicians;  name- 
ly, the  delayed  darkfield  examination.  The  employ- 
ment of  a darkfield  examination  does  not  supplant 
the  use  of  a serologic  test,  but  is  an  added  feature  of 
providing  a diagnosis  before  the  Wassermann  and 
Kahn  reactions  may  become  positive.  The  phy- 
sicians of  Virginia  are  urged  to  avail  themselves  of 
this  new  service.  The  infectious  spread  of  syphilis 
can  be  prevented  by  early  diagnosis  and  prompt  in- 
stitution of  treatment. 

A special  mailing  container  will  be  sent  upon  re- 
quest by  addressing  your  communication  to  the  State 
Department  of  Health,  Richmond,  Virginia.  This 
container  includes  the  necessary  materials  for  col- 
lecting specimens  with  detailed  instructions. 


Prenatal  and  Well-Baby  Activities 

Twenty-six  thousand,  three  hundred  and  twenty- 
six  prenatal  and  well-baby  patients  received  service 
in  the  clinics  conducted  by  private  physicians  in  co- 
operation with  full-time  health  departments  for  the 
year  ending  June  30,  1937.  This  service  has  been 
limited  to  indigent  patients. 

Clinics  have  been  held  according  to  established 
schedules.  Patients  attended  the  clinics  by  appoint- 
ment only.  They  were  drawn  from  the  following 
sources:  1.  Referred  directly  by  physicians;  2.  Mid- 
wife cases;  3.  From  recognized  social  agencies  with 
the  approval  of  the  family  physician;  4.  Referred 
directly  by  local  health  departments  with  approval 
of  local  physicians. 

A total  of  forty  clinics  are  established  on  a regu- 
lar schedule.  A program  of  seventy-four  clinics  has 
been  set  for  the  month  of  July. 

All  clinics  originally  started  have  been  main- 
tained. The  private  physicians,  acting  as  clinicians, 
are  rendering  services  to  the  State  at  large  far  in 
excess  of  the  honorarium  received  for  this  work. 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 

Eli  Lilly  & Co. 

Combined  Diphtheria  Tetanus  Toxoid,  Alum  Precipi- 
tated. 

Tablets  Carbarsone  0.05  Gm.  (44  grain). 

Tablets  Carbarsone  0.25  Gm.  (344  grains). 

Suppositories  Carbarsone,  2 grains. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association  for  inclusion  in  New  and  Nonofficial 
Remedies : 

Standardization  of  Digitalis  Products  Accepted  for 
N.  N.  R. — The  Council  on  Pharmacy  and  Chemistry  has 
given  extensive  consideration  to  the  question  whether  all 
the  digitalis  and  digitalis-like  preparations  listed  in  New 
and  Nonofficial  Remedies  should  be  standardized  by  the 
official  U.  S.  P.  method,  even  though  they  are  also  assayed 
biologically  by  any  other  acceptable  method.  The  various 
firms  concerned  were  consulted  and  their  replies  were 
reported  to  the  Council.  The  Council  voted  that  manu- 
facturers of  digitalis  and  digitalis-like  preparations  be  not 
required  to  change  the  method  of  standardizing  such  prod- 
ucts as  are  now  assayed  by  a satisfactory  method.  (J.  A. 
M.  A.,  May  1,  1937,. p.  1506.) 
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Recent  Reports  of  the  Council  on  Pharmacy  and  Chem- 
istry.— The  Council  on  Pharmacy  and  Chemistry  has  is- 
sued a number  of  reports  during  the  last  few  months  in- 
dicative of  its  constant  efforts  to  keep  abreast  of  the  new- 
est therapeutic  advances.  The  description  of  protamine 
zinc  insulin,  together  with  its  actions  and  uses,  was  elab- 
orated by  the  Council  (The  Journal  A.  M.  A.,  February 
20,  1937,  p.  640)  in  close  cooperation  with  representatives 
of  the  Insulin  Committee  of  the  University  of  Toronto. 
The  Council’s  report  on  mandelic  acid  (The  Journal 
A.  M.  A.,  March  27,  1937,  p.  1033),  prepared  for  the 
Council  by  Dr.  William  F.  Braasch,  informed  the  profes- 
sion of  the  essential  properties  of  mandelic  acid  therapy. 
However,  the  Council  decided  that  the  time  was  not  yet 
ripe  to  accept  the  product  for  inclusion  in  New  and 
Nonofficial  Remedies  and  voted  to  await  further  evidence 
concerning  the  harmlessness  and  usefulness  of  the  drug. 
Surgeons,  particularly,  should  be  interested  in  the  report 
on  the  status  of  catgut  sutures  (The  Journal  A.  M.  A., 
February  27,  1937,  p.  722)  prepared  under  the  direction 
of  the  Council  at  the  request  of  the  Board  of  Trustees. 
In  view  of  this  work  the  Council  issued  a warning  against 
the  use  of  so-called  chemically  sterilized  sutures;  in  the 
opinion  of  the  Council  it  is  better  to  use  only  heat  sterilized 
sutures  until  more  reliable  chemical  processes  have  been 
devised.  In  another  recent  issue  of  The  Journal  (April 
3,  1937  p.  1172)  appeared  a comprehensive  report  on  Evipal 
Soluble  (Evipan  Sodium),  a quick  acting  hypnotic  of  the 
barbituric  acid  series.  The  Council  voted  that  the  drug 
be  declared  unacceptable  until  more  trustworthy  methods 
are  available  for  determining  the  safe  and  effective  dos- 
age under  a wide  variety  of  conditions,  until  the  contra- 
indications— both  relative  and  absolute — have  been  ade- 
quately determined,  and  until  comprehensive  pharmaco- 
logic studies  make  possible  the  fixing  of  responsibility  of 
the  anesthetic  in  many  of  the  available  clinical  reports  of 
accidents.  (J.  A.  M.  A.,  May  1,  1937,  p.  1544.) 

Solution  Liver  Extract  (Intramuscular) — P.  D.  & Co., 
10  cc.  vials. — Each  vial  contains  liver  extract  (intramuscu- 
lar)— Parke,  Davis  & Co.  (New  and  Nonofficial  Remedies, 
1937,  p.  319)  10  cc.  Parke,  Davis  & Co.,  Detroit.  (J.  A. 
M.  A.,  June  12,  1937,  p.  2039.) 

Propaganda  for  Reform 

The  Nutritional  Significance  of  the  Curd  Tension  of 
Milk. — In  view  of  the  claims  made  regarding  the  relation 
between  the  type  of  clot  formed  by  milk  in  the  stomach 
and  the  ease  of  digestion,  the  Council  on  Foods  has  re- 
viewed the  evidence  on  the  production  of  properties  of 
“soft  curd”  milks  and  the  relation  of  curd  tension  to  diges- 
tibility. Human  breast  milk  forms  soft  friable  curds  in 
the  stomach  whereas  ordinary  cow’s  milk  usually  forms 
tough  cheesy  masses  which  are  not  digested  as  quickly  as 
softer  curds.  The  boiling  of  cow’s  milk  causes  changes 
which  result  in  the  production  of  a softer  and  more  quickly 
digested  curd.  Pasteurization  has  little  effect,  but  soften- 
ing of  the  curd  may  be  accomplished  by  a great  variety  of 
methods.  These  include  simple  modifications  used  in  the 


preparation  of  many  infant  feeding  mixtures,  for  example, 
dilution,  addition  of  acids  or  alkalis  and  the  addition  of 
various  cereal  waters.  Commercial  evaporated  and  dried 
milks  usually  have  a low  curd  tension.  Removal  of 
ionizable  calcium  by  means  of  treatment  with  a zeolite 
likewise  yields  a soft  curd  milk.  Homogenization  reduces 
curd  tension  but  homogenized  milk  various  depending  on 
the  curd  tension  of  the  original  milk.  Some  cows  produce 
milk  which  yields  a soft  coagulum  without  treatment. 
The  Council  concluded  that  the  evidence  is  meager  that 
any  soft  curd  milks  are  more  readily  digested  in  the  stom- 
ach than  ordinary  boiled  milk  used  in  the  feeding  of  in- 
fants. (J.  A.  M.  A.,  June  12,  1937,  p.  2040;  ibid,  June  19, 
1937,  p.  2122.) 

Limitations  of  Claims  for  Aminophylline  and  Other 
Xanthine  Derivatives. — At  its  1936  meeting  the  Council  on 
Pharmacy  and  Chemistry  discussed  the  status  of  amino- 
phylline. As  a result  of  the  discussion  the  Council  voted 
to  continue  recognition  of  claims  for  this  drug  as  a 
myocardial  stimulant  and  dieuretic.  The  Council  decided 
that  there  is  no  warrant  for  claims  of  efficacy  as  a dilator 
of  the  coronary  arteries  or  of  usefulness  in  overcoming 
pain  in  coronary  occlusion  or  angina  pectoris.  As  a result 
of  further  consideration  the  Council  voted  that  claims  for 
all  other  accepted  xanthine  derivatives  be  similarly  re- 
stricted. ( J . A.  M.  A.,  June  26,  1937,  p.  2203.) 


Book  Announcements 

Dr.  Betterman’s  Diary.  For  the  years  1868-1873-1893- 
1909-1910.  Collated  from  the  Old  Doctor’s  journals 
and  edited  by  CHARLES  ELTON  BLANCHARD, 
M.  D.,  Editor,  The  Bulletin  of  Office  Practice. 
Medical  Success  Press.  Youngstown,  Ohio.  1937. 
12mo  of  278  pages.  Leatherette. 

This  book  consists  of  excerpts  from  the  actual 
diary  of  Dr.  Amos  Betterman  (1825-1910).  Writ- 
ten in  a chatty,  confidential  style,  it  is  amusing  and 
yet  extremely  instructive  concerning  conditions  in 
the  Middle  West  after  the  Civil  War.  He  often  men- 
tions names  of  men  known  only  to  this  generation 
as  great  philanthropists,  donators  of  libraries,  and 
founders  of  research  institutions,  but  who  at  the 
time  they  were  securing  their  fortunes  were  regarded 
in  quite  a different  light. 

Betterman’s  remarks  about  conditions  at  that  time 
sound  strangely  familiar,  especially  about  soldiers’ 
pensions  and  the  financial  panics.  At  other  times  he 
prophesies  aeroplanes,  automobiles,  and  future 
political  catastrophies  as  when  mentioning  payment 
of  indemnity  and  lands  by  France  to  Prussia  he  says, 
“Probably  this  will  be  a sore  spot  that  will  bring 
another  struggle  sooner  or  later.”  Again  he  states 
“The  time  will  come  when  child  labor  will  be  ban- 
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ished  from  our  land.”  Perhaps  the  greatest  con- 
tribution of  this  book  is  the  kaleidoscopic  picture 
of  the  intimate  life  of  the  general  practitioner  of 
that  banished  period.  It  is  for  this  reason  that  every 
medical  student  should  read  this,  to  learn  of  the 
hard  work,  the  long  hours,  the  countless  sacrifices, 
and  the  lack  of  monetary  reward,  but  also  to  appre- 
ciate the  true  reward  of  good  work  well  done.  Dr. 
Betterman  has  done  what  so  few  of  us  can  do;  he 
has  laid  open  his  soul  so  that  by  seeing  the  innermost 
recesses  of  his  own  mind,  we  can  better  understand 
ours. 

This  is  a book  to  be  read  with  keen  enjoyment 
and  great  advantage  by  every  student  and  physician. 

R.  j.  M. 

New  and  Nonofficial  Remedies,  1937.  Containing 
descriptions  of  the  articles  which  stand  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1937. 
Cloth.  Price,  $1.50.  Pp.  557,  LXIV.  Chicago: 
American  Medical  Association,  1937. 

The  annual  editions  of  this  volume  contain  all 
that  the  busy  physician  needs  to  know  concerning 
the  newer  preparations  which  he  is  daily  importuned 
by  the  detail  men  of  the  pharmaceutical  manufac- 
turers to  use.  The  remedies  listed  and  described 
here  have  been  examined  and  found  acceptable  by 
the  Council  on  Pharmacy  and  Chemistry,  the  de- 
liberative body  charged  by  the  American  Medical 
Association  with  the  performance  of  this  service  for 
the  practitioner,  who  has  not  the  time  or  means  to 
make  the  determinations  for  himself. 

Some  new  drugs  have  been  added  in  the  1937 
edition,  the  descriptions  of  which  will  be  found  in 
the  groupings  to  which  they  belong.  There  are  some 
noteworthy  changes  in  classification.  The  various 
vaso-constrictors,  Benzedrine,  Ephedrine,  Epine- 
phrine and  Neo-Synephrin,  have  been  grouped  to- 
gether as  phenylalkylamine  derivatives  under  the 
heading  “Epinephrine  and  Related  Preparations.” 
This  terminology  is  in  keeping  with  the  Council’s 
policy  of  avoiding  therapeutically  suggestive  names. 
Another  similar  change  is  the  abandonment  of  the 
classification  “Medicinal  Foods”  and  substitution  of 
a chapter  under  the  title  “Vitamins  and  Vitamin 
Preparations  for  Therapeutic  and  Prophylactic  Use” 


in  the  previous  edition.  The  consideration  of  other 
classes  of  food  preparations  was  long  ago  trans- 
ferred to  the  Council  on  Foods.  The  chapter  “Organs 
of  Animals”  which  has  heretofore  included  only  en- 
docrine preparations  has  been  expanded  by  transfers 
to  this  heading  of  the  chapters  Liver  and  Stomach 
Preparations,  and  Insulin. 

The  book  contains  general  articles,  descriptive  of 
the  classification  under  which  the  various  drugs  are 
listed.  According  to  the  preface,  more  or  less 
thorough-going  revisions  have  been  made  of  the 
articles:  Arsenic  Compounds;  Compounds  Contain- 
ing Trivalent  Arsenic;  Compounds  Containing  Pen- 
tavalent  Arsenic;  Bismuth  Compounds;  Epinephrine 
and  Related  Preparations;  Iodine  Compounds; 
Iodine  Compounds  for  Systemic  Use;  Mercury  and 
Mercury  Compounds;  Pituitary  Gland;  Salicylic 
Acid  Compounds;  Serums  and  Vaccines;  Antipneu- 
mococcic  Serums;  Silver  Preparations;  Tannic  Acid 
Derivatives. 

Short-Wave  Diathermy.  By  TIBOR  de  CHOLNOKY, 
Associate  in  Surgery,  New  York  Post-Graduate 
Medical  School,  Columbia  University.  Columbia 
University  Press.  New  York,  N.  Y.  1937.  Oc- 
tavo of  xiii-310  pages.  Illustrated.  Cloth.  Price, 
$4.00. 

This  book,  of  294  pages,  has  been  reviewed  in  de- 
tail. It  is  probably  the  only  one  dealing  with  this 
comparatively  new  medical  subject. 

It  is  well  written  and  the  expediency  of  the  tech- 
nical physics  discussion  is  realized.  However,  as  im- 
possible as  it  would  be  to  place  this  elsewhere,  it  is 
feared  it  will  discourage  the  general  medical  man, 
interested  in  Short-Wave  Diathermy,  from  persever- 
ing to  get  the  valuable  information  compiled  later  on 
in  this  short  book. 

The  conclusions  are  conservative  and  the  dis- 
cussion of  pathologies  where  benefit  has  or  has  not 
been  gotten,  brief  but  sufficient.  The  comments  are 
short  but  “to  the  point.” 

There  is  a bibliography  extending  from  page  257 
to  294  which  is  most  complete;  it  shows  the  enormous 
amount  of  literature  accumulating  in  this  field,  and 
the  book  while  otherwise  a desirable  one  to  those 
interested  in  Short-Wave  Therapy,  would  be  worth 
its  price  for  the  bibliography  alone. 

J.  O.  Fitzgerald,  Jr. 
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Editorial 


William  Wood  Gerhard. 

The  American  Association  of  the  History  of  Medi- 
cine this  year  at  its  annual  meeting  honored  William 
Wood  Gerhard  who  in  1837  differentiated  typhus 
from  typhoid  fever,  making  the  unequivocal  state- 
ment: “The  anatomical  characters  of  these  varieties 
of  fevers  are  peculiar  to  themselves,  and  it  is  im- 
possible to  substitute  the  lesion  of  the  follicles  of 
the  small  intestine  observed  in  the  typhoid  fever 
for  the  pathological  phenomena  of  typhus,  as  it  is 
by  treatment  or  other  means  to  transform  the  erup- 
tion of  measles  into  the  pustules  of  smallpox.-’ 

“That  the  present  and  future  may  learn  from  the 
past”  the  Association  reminds  us  of  other  important 
medical  anniversaries:  In  1537,  four  hundred  years 
ago  this  year,  Hieronymus  Fabricius  ab  Aquapen- 
dente  was  born;  in  1637,  three  hundred  years  ago, 
Rene  Descartes  compared  the  eye  to  a camera  ob- 
scura  and  proved  its  accommodation  was  due  to 
changes  in  the  form  of  the  lens,  and  Mauriceau, 
Richard  Morton  and  Swammerdam  were  born;  in 
1737,  two  hundred  years  ago,  the  University  of 
Gottingen  was  formally  opened,  Radcliffe  Library 
(Oxford)  and  the  Royal  Medical  Society  of  Edin- 
burgh were  founded;  in  1837,  one  hundred  years 
ago,  Bouillaud  described  endocarditis,  Jacob  Henle 
described  epithelial  tissues,  Bassi  observed  organ- 
isms of  silkworm  disease,  Magendie  investigated 
cerebrospinal  fluid,  the  University  of  Michigan  (Ann 
Arbor)  was  founded  and  Rush  Medical  College 
was  chartered. 


Oral  Desensitization. 

Any  doctor  w’ith  his  senses  about  him  is  contin- 
ually in  fear  of  the  dramatic,  often  fatal,  conse- 
quences of  parenteral  therapy,  and  although  the 
allergist  is  by  virtue  of  the  very  nature  of  his  work 
constantly  subjecting  his  patients  to  subcutaneous 
insults,  he  never  does  so  without  fully  realizing  the 
constant  danger  that  lurks  in  his  pathway.  Those 
allergists  who  have  this  wholesome  fear  of  methods 
which  up  to  the  present  time  have  necessarily  been 
integrated  with  their  work,  will  welcome  the  oppor- 
tunity of  verifying  or  disproving  the  truth  of  Stier’s 
and  Hollister’s  article  in  the  May  issue  of  Northwest 
Medicine  on  Desensitization  by  Oral  Administration 
of  Pollen  Extracts.  In  summary,  these  authors  state 
that : 1 . The  oral  administration  of  pollen  extracts 
gives  comparable  results  with  those  cases  treated  by 
hypodermic  methods.  2.  The  ease  of  administration 
makes  it  acceptable  to  all  ages  of  patients,  especially 
those  who  are  adverse  to  hypodermic  injections.  For 
this  reason  it  should  appeal  to  those  treating  sen- 
sitizations in  children.  3.  The  margin  of  safety  is 
wider  in  this  form  of  administration.  4.  The  dose 
may  be  administered  when  office  treatment  is  not 
available  and  offers  the  advantage  of  being  always 
available  when  required.  5.  This  form  of  treatment 
gives  as  satisfactory  relief  in  coseasonally  treated 
patients  as  those  treated  preseasonally,  with  indi- 
cation that  results  are  better  in  the  coseasonally 
treated  group.  6.  Doses  must  be  individualized  to 
suit  the  particular  need  of  the  patient  and  season. 
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7.  Other  sensitizations  than  pollens  can  be  desen- 
sitized by  the  oral  route  as  satisfactorily  as  by  the 
hypodermic  administration. 

A New  Departure. 

When  the  editor  found  upon  his  desk  a red,  blue 
and  white  brochure  in  the  spirit  and  format  of  the 
popular  Reader  s Digest  he  could  not  believe  his 
eyes  that  its  table  of  contents  was  confined  to  medi- 
cal subjects.  The  particular  booklet  before  us  is  the 
Number  One,  Volume  One  issue  of  J.  B.  Lippin- 
cott's  Treatment.  In  it  forty-eight  articles,  covering 
the  whole  range  of  medical  literature,  are  briefly 
and  snappilv  reviewed.  The  publication  has  the 
same  value  that  any  digest  appears  to  have.  It  has 
also  a number  of  weaknesses.  Whereas  it  may  often 
be  useful  to  the  physician  to  scan  briefly  the  whole 
field  of  medicine,  such  reading  tends  to  create  a 
dilettantism  and  superficiality  which  rarely  have  a 
place  in  the  approach  of  the  physician  to  knowledge 
in  his  field. 

Marcus  Whitman. 

The  first  graduate  of  an  American  medical  school 
to  penetrate  the  West  beyond  the  Rockies  was  Marcus 
Whitman,  and  the  earliest  American  home  on  the 
Pacific  coast  was  probably  the  home  he  established 
there  with  his  wife  Narcissa  on  the  banks  of  the 
Walla  Walla  River  in  eastern  Washington.  As 
missionary,  doctor,  agriculturist  and  historian,  this 
pioneer  medical  man  of  the  West  lived.  His  reputa- 
tion, his  good  works,  his  personal  influence  in  pro- 
moting the  purchase  of  the  Great  Northwest  by  this 
country,  his  tragic  death  at  the  hands  of  massa- 
cring Indians,  is  a story  too  long-  to  be  told  here, 
but  Whitman  College  and  the  Whitman  Memorial 
Building  today  keep  green  his  memory  in  his  home 
city  where  a centennial  celebration  was  recently  held 
in  commemoration  of  the  great  significance  of  his 
work.  It  is  said  that  10,000  people  visited  Walla 
Walla  during  the  three  days  of  celebration.  One  day 
in  particular  was  set  aside  as  Medical  Day  when  a 
number  of  distinguished  physicians  paid  tribute  to 
the  first  American  trained  doctor  to  practise  his  arts 
on  the  Pacific  Coast. 

Fishbein’s  Letter. 

The  report  of  the  American  Foundation  Studies 
in  the  form  of  a publication  entitled  American  Medi- 
cine, (a  review  of  which  has  been  appearing  serially 
in  the  Monthly,)  has  raised  the  controversy  it  was 
expected  to  raise.  Amidst  the  resulting  sound  and 


fury  a few  words  have  been  said  worth  repeat- 
ing. Although  we  cannot  agree  that  the  answer  to 
the  present  agitation  in  favor  of  sickness  insurance 
lies  in  the  certainty  that  the  medicine  of  the  future 
is  going  to  be  an  exact  science  with  public  health 
measures  so  well  directed  that  sickness  will  be  a 
negligible  quantity,  we  nevertheless  think  a letter  of 
Morris  Fishbein’s  to  The  Atlantic  Monthly  on  the 
subject  of  the  report  worth  reproducing. 

Dear  Atlantic: 

If  there  is  one  factor  that  comes  out  more  obviously 
from  this  report  than  any  other,  it  is  the  unlikelihood 
that  sickness  insurance,  either  voluntary  or  compulsory, 
will  answer  the  problem  of  medical  care  suitably  for 
the  people  of  the  United  States.  The  outlook  would 
seem  to  be  best  for  a gradual  improvement  in  medical 
care  by  the  evolution  that  has  been  going  on  for  some 
time.  The  extension  of  preventive  medicine,  increased 
funds  for  preventive  medicine,  and  the  improvement 
of  medical  knowledge  are  bound  to  affect  the  extent, 
the  severity,  and  the  character  of  illness  in  coming 
years.  Any  fixed  plan  that  failed  to  take  the  certainty 
of  these  advances  into  account  would  involve  organi- 
zation and  expenditure  far  beyond  the  actual  needs  of 
the  future. 

From  ancient  Greeks  and  Romans,  through  the  states- 
men of  the  Middle  Ages,  down  to  modern  times,  the 
greatest  leaders  have  stated  that  the  care  of  the  public 
health  should  be  the  first  interest  of  the  state.  Can  it 
be  that  American  statesmen  of  today  fail  to  appreciate 
the  essential  truth  of  this  governmental  aphorism, 
evolved  from  thousands  of  years  of  human  experience? 
The  mere  fact  that  the  present  budget  of  our  govern- 
ment for  preventive  medicine  and  public  health  cannot 
compare  favorably  with  the  amount  of  money  spent  on 
the  dole  has  been  offered  as  one  reason  for  keeping 
public  health  in  a subservient  position.  Perhaps  the 
proportions  that  now  exist  may  some  day  be  reversed — - 
a time  may  come  when  the  nation  will  spend  $+,000,- 
000,000  a year  on  preventive  medicine  and  $100,000,000 
on  unemployment  and  the  dole.  It  will  no  doubt  then 
be  a far  happier  nation. 

Morris  Fishbein,  M.  D. 

More  Laymanization. 

A new  board,  into  whose  hands  the  destiny  of  all 
the  mentally  sick  in  Virginia  will  be  placed,  has 
been  appointed  by  the  Governor.  Five  laymen  and 
two  physicians  constitute  the  board.  The  medical 
appointments  are  good  ones  and  we  applaud  them, 
but  what  are  two  loaves  among  so  many?  If  there 
were  a comparable  board  to  operate  all  the  banks  of 
Virginia  would  its  personnel  be  made  up  of  five 
doctors  and  two  bankers?  When  one  sees  laymen 
heading  medical  institutions,  when  one  hears  of  such 
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proposals  as  that  Senator  Lewis  recently  made  before 
the  American  Medical  Association  projecting  the  lay 
control  of  medicine  upon  an  enormous  scale,  one 
wonders  if  the  use  of  the  phrase  “laymanization  of 
medicine”  which  has  occurred  elsewhere  and  at 
other  times  may  not  have  been  employed  prophetically 
and  well. 


Dr.  Hugh  H.  Trout  Honored. 

Dr.  Hugh  H.  Trout  of  Roanoke,  Va.,  was  elected 
Chairman  of  the  Surgical  Section  of  the  American 
Medical  Association  at  its  recent  meeting  at  Atlantic 
City.  Dr.  Trout  is  a physician  whom  the  doctors  of 
Virginia  have  delighted  to  honor,  and  we  all  take 
pride  in  seeing  him  elected  to  high  rank  in  medical 
societies  of  national  importance. 


Proceedings  of  Societies 


The  Virginia  State  Board  of  Medical  Exam- 
iners. 

The  following  physicians  were  granted  licenses  to 
practice  in  Virginia,  as  a result  of  the  examinations 
of  the  State  Board  of  Medical  Examiners  in  June: 
Dr.  Esta  Ross  Allen,  Lumberport,  W.  Va. 

Dr.  John  Minitree  Anderson,  Montreal,  Canada. 

Dr.  Harry  Lee  Archer,  Waynesboro. 

Dr.  Eugene  Willard  Arnett,  Danville. 

Dr.  Charles  Cabell  Bailey,  Charlottesville. 

Dr.  Robert  Liston  Bailey,  Jr.,  Columbia,  S.  C. 

Dr.  Lee  Scott  Barksdale,  Petersburg. 

Dr.  Ruth  Barnhart,  Oswego,  N.  Y. 

Dr.  Thomas  Beath,  Winnipeg,  Canada. 

Dr.  Ira  Jay  Berk,  New  York,  N.  Y. 

Dr.  William  R.  Berkowitz,  Kansas  City,  Kans. 

Dr.  McLemore  Birdsong,  Suffolk. 

Dr.  Daniel  Coleman  Booker,  Richmond. 

Dr.  Joseph  Kenneth  Bradford,  Staunton. 

Dr.  Leon  M.  Braswell,  Norfolk. 

Dr.  Edward  Vernon  Brush,  Tuckahoe,  N.  Y. 

Dr.  Ray  Edward  Burger,  Barbours  Creek. 

Dr.  John  Sibley  Burleson,  Grand  Rapids,  Mich. 

Dr.  Willard  McKenzie  Burleson,  Grand  Rapids,  Mich. 
Dr.  William  Stone  Burton,  Orlando,  Fla. 

Dr.  Kenneth  Nathan  Byrne,  North  Adams,  Mass. 

Dr.  Otho  Perry  Campbell,  Sparta. 

Dr.  Robert  Owen  Canada,  Grottoes. 

Dr.  Martin  L.  Cannon,  Cleveland,  Ohio. 

Dr.  David  Turner  Carr,  Richmond. 

Dr.  Elmer  Norval  Carter,  Huntington,  W.  Va. 

Dr.  W.  Fitzgerald  Cavedo,  Richmond. 

Dr.  Maurice  Allen  Chodosh,  Elizabeth,  N.  J. 

Dr.  Norborne  Page  Cocke,  Powhatan  County. 

Dr.  Herman  Alphonso  Cole,  Chilhowie. 

Dr.  William  Stephenson  Cole,  Norfolk. 

Dr.  Elizabeth  Mickley  Cover,  Covington. 

Dr.  Robert  Humber  Cox,  Jr.,  Lynchburg. 

Dr.  John  Custis  Crawford,  Norfolk. 

Dr.  Maurie  B.  Cree,  Littleton,  N.  C. 

Dr.  Wylie  Fackler  Creel,  Washington,  D.  C. 

Dr.  Constance  Anthony  D’Alonzo,  Wilmington,  Del. 


Dr.  Guy  Wilson  Daugherty,  Richmond. 

Dr.  Dexter  Davis,  Maben,  W.  Va. 

Dr.  Leonard  H.  Denny,  Piasa,  111. 

Dr.  Oscar  Kantor  Diamond,  New  York,  N.  Y. 

Dr.  Frank  Alexander  Dick,  Brooklyn,  N.  Y. 

Dr.  John  Philip  Eastham,  Rapidan,  Va. 

Dr.  George  O.  Emerson,  Jr.,  Pittsylvania  County. 

Dr.  S.  Norfleet  Etheredge,  Norfolk. 

Dr.  Thomas  M.  Foley,  Jr.,  Washington,  D.  C. 

Dr.  Thomas  C.  Furman,  Greenville,  S.  C. 

Dr.  Sidney  Normal  Gholsen,  Wheeling,  W.  Va. 

Dr.  James  H.  Gillen,  Brooklyn,  N.  Y. 

Dr.  Albert  R.  Gillespie,  Tazewell. 

Dr.  Barnes  Gillespie,  Jr.,  Tazewell. 

Dr.  Stanard  R.  Gillespie,  Huntington,  W.  Va. 

Dr.  John  V.  Golding,  Jamaica,  B.  W.  I. 

Dr.  Bothwell  Graham,  III,  Clinton,  S.  C. 

Dr.  Monroe  G.  Gregory,  Cleveland,  Ohio. 

Dr.  James  J.  Griffitts,  Springfield,  111. 

Dr.  Kenneth  B.  Grim,  Staunton. 

Dr.  John  L.  Guerrant,  Calloway. 

Dr.  James  W.  Gustin,  Bay  City,  Mich. 

Dr.  John  B.  Hamilton,  Petersburg. 

Dr.  Henry  H.  Hancock,  Chatham. 

Dr.  Homer  J.  Hancock,  Sedley. 

Dr.  Walter  G.  Hardy,  Bedford. 

Dr.  Everett  G.  Harris,  Carrier  Mills,  111. 

Dr.  Irving  R.  Hayman,  Carteret,  N.  J. 

Dr.  James  E.  Hemphill,  Petersburg. 

Dr.  Cecil  W.  Hickam,  Duffield. 

Dr.  Gabel  G.  Himmerwright,  Newport  News. 

Dr.  John  B.  Holt,  Pratt,  W.  Va. 

Dr.  William  B.  Hoover,  Plant  City,  Fla. 

Dr.  Claude  L.  Houck,  Lewisburg,  W.  Va. 

Dr.  Marion  K.  Humphries,  Jr.,  Washington,  D.  C. 
Dr.  William  E.  Irons,  Union,  W.  Va. 

Dr.  John  Paul  Jones,  Richmond. 

Dr.  Willie  Drewry  Joyner,  Southampton  County. 

Dr.  Harold  M.  Kelso,  Madisonville,  Tenn. 

Dr.  Albert  C.  Kirk,  Bluefield,  W.  Va. 

Dr.  Walter  Lee  Kline,  Jr.,  Dayton,  Ohio. 

Dr.  Frank  R.  Klune,  Chisholm,  Minn. 

Dr.  Herman  Laibstain,  Norfolk. 
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Dr.  Virginia  E.  Lane,  Glen  Carlin. 

Dr.  M.  Louise  Leland,  Ithaca,  N.  Y. 

Dr.  Louis  Lipman,  New  York,  N.  Y. 

Dr.  Eleanor  M.  Littlepage,  Remington. 

Dr.  John  T.  Llewellyn,  Newport  News. 

Dr.  Andrew  H.  Lorick,  New  York,  N.  Y. 

Dr.  J.  P.  Lynch,  McAfee,  N.  J. 

Dr.  H.  B.  Magill,  Jr.,  Dublin,  Texas. 

Dr.  Edward  Lancelot  Mais,  Jamaica,  B.  W.  I. 
Dr.  David  Bott  Manley,  Orlando,  Fla. 

Dr.  Morris  Manuta,  New  York,  N.  Y. 

Dr.  Harold  I.  Markowitz,  New  York,  N.  Y. 

Dr.  Victor  F.  Marshall,  Culpeper. 

Dr.  Wiley  R.  Mason,  Jr.,  Albemarle  County. 

Dr.  W.  C.  Matthews,  Pulaski. 

Dr.  Russell  G.  McAllister,  Winchester. 

Dr.  Alexander  McCausland,  Henderson,  W.  Va. 
Dr.  Robert  B.  McEwen,  Portsmouth. 

Dr.  Dolores  I.  Mendez,  Caguas,  P.  R. 

Dr.  J.  M.  Meredith,  Perkasie,  Pa. 

Dr.  Richard  A.  Michaux,  Michaux. 

Dr.  Eulalie  Mitchell-Lee,  St.  Vincent,  B.  W.  I. 
Dr.  William  S.  Morgan,  Flint,  W.  Va. 

Dr.  Walter  S.  Morse,  Lawrence,  Mass. 

Dr.  Theodore  J.  Moss,  New  York,  N.  Y. 

Dr.  Joseph  Nagle,  Norfolk. 

Dr.  Alfred  W.  Norris,  Harrisonburg. 

Dr.  Rafael  A.  Nunez-Hernandez,  San  Jose,  C.  R. 
Dr.  Sid  Carlvss  Odell,  Bristol. 

Dr.  Earl  M.  Peck,  Sullivan,  W.  Va. 

Dr.  Margaret  A.  Pennington,  Ashland,  Ky. 

Dr.  W.  A.  Pennington,  Newport  News. 

Dr.  Thornton  T.  Perry,  Charlotte,  N.  C. 

Di.  Joseph  T.  Phillips,  Portsmouth. 

Dr.  Aaron  Pushkin,  Bayshore,  L.  I. 

Dr.  Floyd  J.  Putney,  Easton,  Md. 

Dr.  E.  Brvan  Quarles,  Richmond. 

Dr.  Morgan  B.  Raiford,  Sedley. 

Dr.  Milton  C.  Richards,  Richmond. 

Dr.  D.  H.  Robinson,  Shinnston,  W.  Va. 

Dr.  Eli  A.  Rosen,  Brooklyn,  N.  Y. 

Dr.  John  O.  Rydeen,  Newport,  R.  I. 

Dr.  Irvine  Saunders,  Welch,  W.  Va. 

Dr.  Herbert  Norman  Schwartz,  New  York,  N.  Y. 
Dr.  John  R.  Seal,  Charleston,  W.  Va. 

Dr.  Hawley  H.  Seiler,  Cleveland,  Ohio. 

Dr.  Edward  J.  Sharman,  Brooklyn,  N.  Y. 

Dr.  R.  M.  Shelton,  Jr.,  Keeling. 

Dr.  G.  A.  Shetter,  York,  Pa. 

Dr.  W.  J.  Leo  Simpson,  Jamaica,  B.  W.  I. 

Dr.  Harry  L.  Smith,  Jr.,  Charlottesville. 

Dr.  Richard  O.  Smith,  Council  Grove,  Kans. 

Dr.  Julius  Snyder,  Norfolk. 

Dr.  Otis  Whittier  Snyder,  Mathias,  W.  Va. 

Dr.  Leo  Solet,  Baltimore,  Md. 

Dr.  Luther  C.  Spengler,  Grayson,  Ky. 

Dr.  L.  T.  Stoneburner,  Jr.,  Richmond. 

Dr.  Arnold  F.  Strauss,  Norfolk. 

Dr.  J.  K.  Taggart,  Jr.,  Big  Stone  Gap. 


Dr.  Charles  G.  Terrell,  Prentiss,  Miss. 

Dr.  Iris  Terry,  Roanoke. 

Dr.  Rudolf  B.  Teusler,  Tokyo,  Japan. 

Dr.  Johanna  Christine  Thelen,  Madison,  Wis. 

Dr.  H.  H.  Trout,  Jr.,  Roanoke. 

Dr.  Henry  St.  G.  Tucker,  Kyoto,  Japan. 

Dr.  Millard  K.  Underwood,  St.  Louis,  Mo. 

Dr.  Edwin  W.  Vaughan,  Norfolk. 

Dr.  John  C.  Watson,  Roanoke. 

Dr.  Marion  L.  White,  Jr.,  Suffolk. 

Dr.  William  C.  White,  Scottsville. 

Dr.  Meyer  Richard  Whitehill,  Norfolk. 

Dr.  Morris  Wilburne,  Chicago,  111. 

Dr.  J.  H.  Woolwine,  Jr.,  Blacksburg. 

Dr.  J.  A.  Wright,  Jr.,  Doswell. 

Dr.  William  A.  Wykel,  Johnsons,  W.  Va. 

Dr.  Joseph  L.  Yon,  Pittsburgh,  Pa. 

Dr.  I.  S.  Zfass,  Norfolk. 

Osteopaths 

Dr.  Alfred  George  Churchill,  Abmednagar,  India. 

Dr.  H.  M.  Osborn,  Butler,  111. 

Chiropodists 

Dr.  E.  L.  Murphy,  Nelsonville,  Ohio. 

The  Bedford  County  Medical  Society 

Held  its  regular  meeting  on  July  12th,  at  which 
time  the  following  officers  were  elected:  President, 
Dr.  M.  P.  Rucker;  vice-president,  Dr.  R.  A.  Bennett; 
and  secretary-treasurer,  Dr.  W.  V.  Rucker.  All  are 
of  Bedford.  At  this  meeting,  delegate  and  alternate 
were  named  to  the  Roanoke  meeting  of  the  State 
Society,  and  Dr.  J.  G.  Jantz  and  Dr.  D.  H.  Robinson, 
both  of  Bedford,  were  elected  to  membership. 

The  Louisa  County  Medical  Society 

Met  in  Mineral  on  July  2nd,  wfith  Dr.  H.  S. 
Daniel  presiding.  Members  present  were  Drs.  H.  G. 
Byrd,  secretary-treasurer,  T.  E.  Stanley,  E.  A.  Ter- 
rell, and  H.  W.  Judd. 

The  program  consisted  of  a report  by  Dr.  Judd 
of  an  interesting  case  of  eclampsia  complicated  by  a 
double  ureter  and  pyelitis;  two  unusual  cases  of  ap- 
pendicitis simulating  perforated  duodenal  ulcer 
given  by  Dr.  Terrell;  and  Dr.  Byrd  reported  on  a 
case  of  bronchogenic  carcinoma  in  the  operable  stage. 

The  Patrick-Henry  Medical  Society 

Held  its  quarterly  meeting  in  Stuart,  Va.,  on  July 
1st.  Following  routine  business,  interesting  talks  on 
the  diagnosis,  care,  and  treatment  of  syphilis  were 
made  by  Drs.  Roper  and  Anderson  of  Richmond. 

Delegates  and  alternates  to  the  state  meeting  in 
Roanoke  were  selected  at  this  time. 

The  next  meeting  of  this  society  will  be  held  in 
October. 
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News  Notes 


Our  Roanoke  Meeting. 

Plans  are  shaping  up  splendidly  for  the  meeting 
of  the  Medical  Society  of  Virginia  in  Roanoke,  Octo- 
ber 12,  13  and  14,  under  the  presidency  of  Dr.  J. 
Morrison  Hutcheson,  of  Richmond.  His  invited 
guests  are  to  be  Dr.  Russell  L.  Cecil,  formerly  of 
Richmond,  but  now  of  New  Vork  City,  and  Surgeon 
General  Thomas  Parran  of  the  U.  S.  Public  Health 
Service.  To  add  to  the  interest  of  the  meeting,  the 
Roanoke  Academy  of  Medicine  has  arranged  for  two 
clinics  on  Tuesday  afternoon,  the  12th,  to  be  con- 
ducted by  Dr.  Winchell  McK.  Craig  of  the  Mayo 
Clinic,  Rochester,  Minn.,  and  by  Dr.  Frank  H. 
Lahey  of  the  Lahey  Clinic  of  Boston,  Mass. 

The  Round  Tables  to  be  held  in  place  of  the  sym- 
posium this  year,  will  be  on  Wednesday  afternoon 
from  3 :30  to  5 :00  p.  m.  Those  already  arranged 
are:  . 

Treatment  of  Heart  Disease  with  Dr.  J.  Edwin 
Wood,  Jr.,  of  the  University  of  Virginia,  and  Dr. 
Paul  D.  Camp,  of  Richmond,  as  leaders; 

Obstetrical  Problems  with  Dr.  M.  P.  Rucker,  of 
Richmond,  and  Dr.  A.  M.  Groseclose,  of  Roanoke,  as 
leader  and  assistant; 

Minor  Surgery  led  by  Dr.  Hugh  H.  Trout,  of  Roa- 
noke, and  Dr.  C.  B.  Bowyer,  of  Stonega;  and 

Diarrhea  with  Dr.  C.  E.  Conrad,  of  Harrisonburg, 
and  Dr.  J.  B.  McKee,  of  Winchester  in  charge. 

Several  of  the  special  groups  have  also  agreed  to 
arrange  for  round  tables,  these  to  be  announced  later. 

On  Tuesday,  there  will  be  the  usual  golf  tourna- 
ment and  on  Wednesday  evening,  plans  are  being 
made  for  a subscription  get-together  dinner,  followed 
by  a floor  show. 

Members  are  invited  to  bring  their  wives  and 
daughters  as  special  entertainment  will  be  arranged 
for  them.  Altogether,  the  meeting  promises  to  be 
most  excellent  and  it  is  hoped  that  as  man}-  members 
as  possible  will  make  plans  to  attend. 

Those  wishing  to  have  scientific  exhibits  are  urged 
to  make  reservation  for  space  promptly. 

Changes  Among  Health  Officers. 

Dr.  A.  L.  Carson,  Assistant  Director  of  the  State 
Health  Department’s  bureau  of  maternal  and  child 
health,  recently  returned  after  a month’s  absence 


during  which  time  he  took  special  work  in  the  ad- 
ministration of  maternal  and  child  health  service  at 
the  Boston  Lying-In  Hospital  and  the  Harvard 
School  of  Public  Health. 

Dr.  H.  B.  Magill,  Jr.,  formerly  Health  Officer  of 
the  Northampton  County  Health  Department,  has 
been  appointed  Health  Officer  of  the  Hanover  County 
Health  Department. 

Dr.  Linwood  Farley  has  been  appointed  Assistant 
Health  Officer  of  the  Valley  Health  District. 

Dr.  J.  N.  Dudley,  formerly  Health  Officer  of  the 
Henrico  County  Health  Department,  has  been  ap- 
pointed Health  Officer  of  the  Northampton  Count}' 
Health  Department. 

Dr.  W.  IT  Walcott  has  resigned  his  position  as 
Health  Officer  of  the  Pittsylvania  County  Health  De- 
partment. His  place  has  been  filled  by  Dr.  B.  Ran- 
dolph Allen,  who,  for  the  past  year,  has  been  acting 
health  officer  of  the  Valley  Health  District. 

Dr.  R.  Campbell  Manson  has  resigned  his  position 
as  Assistant  Health  Officer  of  the  Arlington  County 
Health  Department. 

Dr.  Vernon  A.  Turner,  graduate  of  the  University 
of  Virginia  Medical  School,  has  been  appointed  As- 
sistant to  the  Director  of  the  Southwest  Health  Dis- 
trict. 

Southern  Tuberculosis  Conference  to  Meet 

at  Richmond. 

The  Southern  Tuberculosis  Conference  and  the 
Southern  Sanatorium  Association  will  hold  a joint 
meeting  at  the  John  Marshall  Hotel,  Richmond,  Va., 
September  29th,  30th  and  October  1st,  with  Dr. 
Frank  S.  Johns  as  chairman  of  local  arrangements. 

The  program  embraces  an  X-ray  clinic,  a sym- 
posium on  Collapse  Therapy,  symposium  on  Non- 
Tuberculosis  Lung  Conditions,  a discussion  of  the 
Initial  Management  of  Pulmonary  Tuberculosis, 
Tuberculosis  in  the  Negro,  Childhood  Tuberculosis, 
Tuberculosis  Research,  and  various  topics  dealing 
with  the  social  aspects  of  the  disease. 

Among  the  distinguished  speakers  to  be  heard  at 
this  meeting  are  Dr.  Champneys  Holmes  of  Atlanta, 
who  will  speak  on  Pneumothorax;  Dr.  Frank  S. 
Johns,  on  Phrenic  Nerve  Surgery  and  Allied  Oper- 
ations; Dr.  Louis  Hamman  of  Baltimore  on  Pul- 
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monary  Neoplasms;  Dr.  Leroy  Gardner  of  Saranac 
Lake  on  Pneumonoconiosis ; Dr.  David  I.  Smith  of 
Durham  on  Mycotic  Lung  Infection;  Dr.  Emile 
Naef  of  Tulane  School  of  Medicine,  New  Orleans 
whose  subject  is  Childhood  Tuberculosis  and  Dr.  J. 
Arthur  Myers,  Professor  of  Medicine  and  Public 
Health,  University  of  Minnesota,  who  will  bring  a 
message  from  the  National  Tuberculosis  Association, 
of  which  he  has  just  been  elected  President. 

The  physicians  of  Virginia  and  any  other  persons 
interested  are  cordially  invited  to  attend  the  sessions 
of  the  Southern  Tuberculosis  Conference  and  a pro- 
gram will  be  mailed  on  request.  Write  the  Virginia 
Tuberculosis  Association,  504  Atlantic  Life  Build- 
ing, Richmond,  for  your  copy. 

Dr.  Girard  V.  Thompson 

Has  located  at  Chatham,  Va.,  for  practice.  He 
was  a member  of  the  class  of  ’34,  Medical  College  of 
Virginia,  and  has  recently  completed  a residency  at 
Memorial  Hospital,  Richmond,  Va. 

Married. 

Dr.  Carl  Wise  Meador  and  Miss  Margaret  Anita 
Mitchell,  both  of  Richmond,  Va.,  July  7.  Dr. 
Meador  graduated  from  the  Medical  College  of  Vir- 
ginia in  1936  and  later  interned  at  the  Retreat  for 
the  Sick  in  Richmond.  He  will  be  engaged  in  prac- 
tice in  this  city. 

Dr.  William  Wallace  Fuller,  who  also  graduated 
from  the  Medical  College  of  Virginia,  later  interning 
at  Stuart  Circle  Hospital,  Richmond,  Va.,  and  Miss 
Anne  Olive  Bass,  Richmond,  July  10. 

Dr.  John  Phillip  Lynch  and  Miss  Helen  Mans- 
field Davis,  both  of  Richmond,  Va.,  June  25.  Dr. 
Lynch  graduated  from  the  Medical  College  of  Vir- 
ginia in  1935  and  interned  at  the  State  of  Wisconsin 
General  Hospital  at  Madison,  before  returning  to 
Richmond. 

Dr.  Richard  Henry  Walker,  Johnson  City,  Tenn., 
and  Miss  Mabel  Barbara  Callahan,  Lynchburg,  Va.. 
June  10th.  Dr.  Walker  is  a graduate  of  the  Univer- 
sity of  Virginia,  Department  of  Medicine,  and  is 
orthopedic  surgeon  at  the  Government  Hospital  in 
Johnson  City. 

Dr.  William  Fielding  Bryce,  Medical  College  of 
Virginia,  class  of  ’34,  and  Miss  Helen  Marguerite 
Thacker,  Reidsville,  N.  C.,  July  20th.  Dr.  and 
Mrs.  Bryce  will  make  their  home  in  New  York  until 
the  first  of  the  year  when  they  will  come  to  Rich- 
mond to  live. 


Dr.  Fred  Person 

Has  been  appointed  chairman  of  membership  for 
the  Lion’s  Club  of  W’illiamsburg,  Va.,  for  the  com- 
ing year. 

New  Board  for  the  State  Hospitals. 

Two  doctors  recently  appointed  by  Governor  Peery 
on  the  Board  for  the  State  Hospitals  for  the  mentally 
afflicted  are  Dr.  R.  Finley  Gayle,  Richmond,  and 
Dr.  Frank  Pratt,  Fredericksburg.  Other  members 
are  Shirley  Carter,  Winchester;  Morton  Goode,  Din- 
widdie;  King  E.  Harmon,  Pulaski;  George  P.  Cole- 
man, Williamsburg;  and  H.  Minor  Davis,  Lynch- 
burg. At  their  recent  meeting,  Mr.  Carter  was  elected 
chairman. 

Taxing  Provisions  of  the  Social  Security  Act. 

In  the  Miscellaneous  Department  of  this  issue  of 
the  Monthly,  the  taxing  provisions  of  the  Social 
Security  Act  for  operators  of  private  laboratories, 
private  sanatoriums,  and  physicians  are  given  in  full. 
This  should  prove  of  interest  to  a number  of  our 
readers. 

Pan-American  Medical  Association. 

The  Executive  Committee  of  the  Board  of  Trustees 
of  this  Association  announces  that  the  “Queen  of 
Bermuda”  has  been  chartered  for  the  Seventh  Cruise- 
Congress,  January  15-31,  1938.  The  main  part  of 
the  Congress  will  be  held  in  Havana,  where  there 
will  be  three  days  of  scientific  sessions  with  opera- 
tive clinics. 

Applications  and  information  regarding  reserva- 
tions should  be  made  to  the  Pan-American  Medical 
Association,  745  Fifth  Avenue,  New  York.  Reserva- 
tions should  be  booked  as  early  as  possible. 

Dr.  V.  E.  Lascara 

Has  located  in  Norfolk,  Va.,  where  he  will  be  en- 
gaged in  general  practice.  He  is  a graduate  of  the 
Medical  College  of  Virginia,  class  of  ’34,  and  has 
recently  been  at  St.  Francis  Hospital  in  Wilmington, 
Delaware. 

American  Public  Health  Association. 

The  annual  meeting  of  this  Association  will  be 
held  in  New  York  City,  October  5-8.  There  will  be 
special  sessions  on  Mental  Hygiene,  the  Hygiene  of 
Housing,  and  on  Public  Health  Advancing.  Sub- 
jects chosen  for  joint  sessions  are  Nutritional  Prob- 
lems, Water-Borne  Diseases,  the  Crippled  Child,  and 
Syphilis  in  Industry.  There  will  be  an  intensive 
three-day  Institute  on  Public  Health  Education  be- 
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fore  the  annual  meeting  begins,  sponsored  by  the 
Health  Education  Section. 

Inquiries  with  regard  to  this  meeting  should  be 
addressed  to  the  Association  at  50  W.  50th  St.,  New 
York. 

Dr.  Frederick  Pilcher,  Jr., 

Class  of  ’29,  Department  of  Medicine,  University 
of  Virginia,  was  recently  made  a member  of  the  Mayo 
Foundation  chapter  of  the  honorary  society  of  Sigma 
Xi.  This  is  an  honorary  scientific  society  whose  aim 
is  to  promote  and  foster  interest  in  scientific  research. 
Dr.  Pilcher  has  been  a fellow  of  the  Mayo  Clinic  for 
the  past  four  years. 

News  from  Medical  College  of  Virginia. 

Dr.  E.  H.  Ingersoll,  Associate  Professor  of  Ana- 
tomy, has  received  a grant  in  aid  of  $300  for  research 
in  neurology,  from  the  Ella  Sachs  Plotz  Foundation. 
For  some  time  Dr.  Ingersoll  has  been  investigating 
the  effect  of  nicotine  and  morphine  upon  cell  struc- 
ture. Blood  studies  have  also  been  undertaken  by 
him. 


Construction  of  the  new  dormitory  for  men  includ- 
ing the  hospital  house  staff  which  will  cost  approxi- 
mately $315,000  is  proceeding  satisfactorily.  This 
building  is  located  on  the  northeast  corner  of  12th 
and  Marshall  Streets  facing  the  new  clinic  and  lab- 
oratory building. 

The  100th  session  of  the  college  will  begin  on 
September  7th  for  first-year  classes  of  the  schools  of 
medicine  and  dentistry,  and  on  September  17th  for 
other  classes  of  the  institution.  First-year  classes  in 
medicine  and  dentistry  will  report  early  to  permit 
orientation  before  the  regular  session  begins. 

Enlarged  and  complete  animal  quarters  including 
operating  room  facilities  on  the  fourth  floor  of  Mc- 
Guire Hall  have  been  practically  finished  and  are 
now  in  use. 


Dr.  H.  B.  Haag,  Professor  of  Pharmacology,  par- 
ticipated in  a symposium  on  drug  deterioration  before 
the  Pennsylvania  Pharmaceutical  Association  at  Har- 
risburg, Penn.,  June  14th  through  18th.  Dr.  Haag’s 
subject  was  “The  Deterioration  of  Digitalis.”  In 
studies  extending  over  a period  of  many  years  it  was 
found  that,  as  judged  by  the  frog  method  of  assay, 
tinctures  of  digitalis  in  general  showed  appreciable 
deterioration,  while  when  these  same  preparations 


were  assayed  according  to  the  cat  method  of  Hatchei 
and  Brody  little  or  no  loss  of  potency  was  observed. 

Dr.  Haag  has  been  invited  to  participate  in 
a cooperative  study  of  digitalis  by  Dr.  Henry  A. 
Christian  of  the  Committee  of  Revision  of  the  United 
States  Pharmacopoeia.  Many  clinicians  and  phar- 
macologists throughout  the  country  will  take  part  in 
this  attempt  to  increase  scientific  knowledge  of  digi- 
talis potency. 

News  from  Duke  University  School  of  Medi- 
cine. 

The  following  new  members  were  added  to  the 
faculty  of  the  School  of  Medicine  July  1st:  Dr. 
Joseph  W.  Beard,  Assistant  Professor  of  Surgery, 
Dr.  J.  Lamar  Callaway,  Instructor  in  Dermatology, 
Syphilology  and  Medicine,  Dr.  Walter  L.  Thomas, 
Assistant  Professor  of  Obstetrics  and  Gynecology, 
Dr.  Karl  A.  Youngstrom,  Instructor  in  Anatomy, 
and  Dr.  Cyrus  C.  Erickson,  Instructor  in  Pathology. 

During  the  summer  quarter  the  following  students 
are  studying  in  London  for  credit  here:  W.  R.  Haas, 
A.  H.  Joistad,  W.  H.  Kaufman  and  E.  H.  Thornhill. 

Dr.  James  Gordon, 

Class  of  ’34,  Medical  College  of  Virginia,  is  en- 
gaged in  general  practice  in  association  with  five 
other  doctors  in  the  Tarboro  Clinic  and  Edgecombe 
County  Hospital  in  Tarboro,  N.  C.  He  served  a 
two-year  internship  at  the  University  of  Pennsyl- 
vania Hospital  and  has  recently  been  a resident  at 
the  Medical  College  of  Virginia  Hospitals. 

The  Waynesboro  (Va.)  General  Hospital 

Expects  to  open  its  doors  for  the  reception  of  pa- 
tients on  the  15th  of  August,  with  thirty  beds  and 
five  bassinets.  There  will  be  a floor  each  for  sur- 
gical and  medical  cases  and  the  basement  will  be 
used  for  colored  patients.  There  will  be  a fully 
equipped  and  modern  clinical  laboratory  and  an. 
X-ray  department.  Dr.  H.  B.  Webb  is  president  of 
the  board  of  directors  and  other  doctors  connected 
with  the  board  are  Dr.  J.  F.  Hubbard  and  Dr.  D.  H. 
Patrick. 

Dr.  A.  L.  Jones, 

Chilhowie,  Va.,  has  opened  an  office  in  Lansing, 
N.  C.,  though  he  maintains  his  residence  in  Virginia 
and  practices  in  both  states. 

Dr.  A.  R.  Shands,  Jr., 

An  alumnus  of  the  University  of  Virginia  and 
for  several  years  associate  in  surgery  in  charge  of 
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orthopedics  at  Duke  University,  Durham,  N.  C.,  has 
been  since  July  1st  in  Wilmington,  Del.,  where  he 
is  medical  director  of  the  Nemours  Foundation  for 
Crippled  Children.  In  connection  with  this  work, 
there  will  be  a crippled  children’s  hospital  w'ith  voca- 
tional rehabilitation  opportunities  of  approximately 
one  hundred  beds  for  the  first  unit,  this  ultimately  to 
be  enlarged  to  three  hundred.  There  will  be  rather 
extensive  laboratory  facilities  for  clinical  and  ex- 
perimental research  in  connection  with  the  problems 
of  the  crippled  child. 

Dr.  William  Tate  Graham  and  Dr.  Beverley  R. 
Tucker,  both  of  Richmond,  Va.,  are  on  the  Medical 
Advisory  Board  of  the  Foundation. 

Dr.  Arthur  Davidman, 

Class  of  ’36,  Medical  College  of  Virginia,  who  has 
since  interned  at  the  Logan,  W.  Va.,  General  Hos- 
pital. is  now  located  for  practice  at  1819  G.  Street, 
Northwest,  Washington,  D.  C. 

Dr.  Meade  Edmunds 

Has  been  appointed  chairman  of  the  Interclub 
Committee  of  the  Petersburg  Lion's  Club. 

Dr.  George  B.  Lawson, 

Roanoke,  Va.,  has  been  reappointed  by  Governor 
Peery  to  the  State  Board  of  Health,  his  term  of  office 
continuing  until  1942. 

Dr.  and  Mrs.  Edwin  C.  Bryce, 

Richmond,  Va.,  sailed  recently  on  the  Aquitania 
for  several  months  travel  in  France,  Switzerland, 
Germany  and  the  British  Isles.  They  will  return 
to  this  country  in  the  fall. 

Dr.  Frank  F.  Thweatt,  Jr., 

After  three  years  in  various  European  countries, 
chiefly  Italy,  Poland,  and  Germany,  returned  to 
this  country  in  March  and  is  now  located  at  the 
U.  S.  Marine  Hospital  in  Baltimore. 

Dr.  Channing  Glenn 

Has  been  appointed  City  Physician  of  Petersburg, 
and  entered  upon  his  duties  on  the  1st  of  July. 

Dr.  T.  S.  Jennings, 

Waverly,  Va.,  was  recently  elected  president  of  the 
Rotary  Club  of  that  town. 


Dr.  A.  Abramson, 

Class  of  ’34,  Medical  College  of  Virginia,  has 
located  for  practice  at  100  S.  St.  Asaph  St.,  Alexan- 
dria, Va.  He  has  recently  been  at  the  City  Hospital 
in  Mobile,  Ala. 

Dr.  R.  L.  Mason, 

Roanoke,  served  as  Senior  Medical  Officer,  Region 
III,  Section  S.,  at  the  Boy  Scouts  National  Jamboree, 
in  Washington,  D.  C.,  June  29th  to  July  9th. 

International  Leprosy  Conference. 

Arrangements  are  being  made  to  hold  the  fourth 
, International  Leprosy  Conference  in  Cairo,  begin- 
ning on  the  21st  of  March  1938.  This  conference 
is  being  organized  by  the  International  Leprosy 
Association,  and  this  will  be  the  first  International 
Conference  to  be  arranged  by  this  association  since 
its  inauguration  in  1931.  Three  previous  conferences 
of  this  nature  have  been  held — at  Berlin  in  1897, 
at  Bergen  in  1909  and  at  Strassbourg  in  1923. 

The  Egyptian  Government  is  inviting  all  countries 
concerned  to  send  official  delegates.  In  addition  to 
these,  doctors  and  others  interested  in  the  subject  are 
invited  to  be  present.  Full  information  can  be  ob- 
tained from  the  Secretary  of  the  International  Lep- 
rosy Association,  131  Baker  Street,  London,  W.  1. 

American  Board  of  Obstetrics  and  Gyne- 
cology. 

The  next  written  examination  and  review  of  case 
histories  of  Group  B applicants  by  the  American 
Board  of  Obstetrics  and  Gynecology  will  be  held  in 
various  cities  in  the  United  States  and  Canada  on 
Saturday,  November  6,  1937. 

The  next  general  examination  for  all  candidates 
(Groups  A and  B)  will  be  held  in  San  Francisco, 
Cal.,  on  June  13  and  14,  1938,  immediately  prior 
to  the  American  Medical  Association  meeting. 

Application  blanks  and  booklets  of  information 
may  be  obtained  from  Dr.  Paul  Titus,  Secretary, 
4015  Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. Applications  for  these  examinations  must  be 
filed  in  the  Secretary’s  office  not  later  than  sixty  days 
prior  to  the  scheduled  dates  of  examination. 

Obituaries  of  Physicians. 

During  1936,  the  Journal  of  the  American  Medical 
Association  carried  obituaries  of  3,581  physicians, 
including  3,475  of  the  United  States.  Of  this  number 
103  were  women.  Of  those  in  the  United  States,  the 
average  age  was  64.5  as  compared  with  64.2  in  1935. 
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Thirtv-six  physicians  died  between  the  ages  of  26 
and  29,  while  ten  were  more  than  95.  Heart  disease 
wTas  again  the  leading  cause  of  death,  with  pneu- 
monia as  second.  One  hundred  and  eighty-two 
physicians  died  as  a result  of  accidents,  while  suicide 
claimed  fifty-nine,  and  homicide  four.  A full  report 
of  this  may  be  obtained  from  the  May  1st  issue  of 
the  Journal. 

Officers  of  Portsmouth  Country  Club. 

At  the  recent  election  of  officers  of  the  Portsmouth, 
Va.,  Country  Club,  Dr.  E.  W.  Rawls  was  re-elected 
president  for  his  ninth  consecutive  term.  Other 
doctors  also  re-elected  are:  vice-president,  Dr.  J.  \Y. 
Abbitt;  and  directors,  Drs.  F.  P.  Barrow  and  George 
H.  Carr,  Jr. 

For  Sale — 

Southwest  Virginia  practice,  home,  office.  Eight- 
room  modern  home,  double  garage;  large  surround- 
ing territory;  practice  established  twenty-five  years; 
growing  town  of  700;  good  high  school  near  house; 
competition  light.  Ill  health  cause  of  selling.  Ad- 
dress “RR,”  care  this  Journal.  ( Adv.) 

Wanted — 

An  Associate  in  Eastern  Kentucky  coal  mine 
practice.  Must  be  gentile,  physicially  strong,  good 
mixer,  and  capable  of  earning  promotion.  Starting 
salary  $225.00  per  month.  Address  “Associate,” 
care  the  Virginia  Medical  Monthly.  (Adv.) 

Intern  Wanted— 

For  60-bed  general  hospital.  Active  service  in 
Medicine,  Obstetrics  and  Surgery.  Pays  $50.00  per 
month  and  maintenance.  Address  “Internship”  care 
of  this  Journal,  1200  East  Clay  Street,  Richmond, 
Va.  (Adv.) 


Obituary  Record 


Dr.  John  Newton  DeShazo, 

Prominent  physician  of  Essex  County,  died  at  his 
home  in  Center  Cross  on  June  26th,  following  a heart 
attack,  though  his  health  had  not  been  good  for  some- 
time. He  was  sixty-two  years  of  age  and  a graduate 
of  the  Medical  College  of  Virginia  in  1900.  Dr. 
DeShazo  was  a member  of  the  Essex  County  Board 
of  Supervisors  and  had  been  a member  of  the  Medical 


Society  of  Virginia  for  thirty-seven  years.  At  the 
time  of  his  death,  he  was  president  of  the  Mid-Tide- 
water Medical  Society.  His  wife  and  four  children 
survive  him. 

Dr.  William  C.  Ford, 

Well-known  physician  of  Woodstock,  Va.,  died 
July  8th,  at  the  age  of  seventy-one.  He  was  a grad- 
uate of  the  College  of  Physicians  and  Surgeons,  Balti- 
more, in  1896.  Dr.  Ford  had  served  as  Shenandoah 
County  coroner,  and  a member  of  the  county  health 
board  and  school  board.  He  was  also  vice-president 
of  one  of  the  county  banks.  Dr.  Ford  had  been  a 
member  of  the  Medical  Society  of  Virginia  since 
1907. 

Dr.  Edward  Griffith  Maupin, 

Portsmouth,  Va.,  died  May  18th.  He  was  eighty- 
seven  years  of  age,  and  received  his  degree  in  medi- 
cine from  the  University  of  Virginia  in  1877  and 
the  College  of  Physicians  and  Surgeons  of  Columbia 
University  in  1878.  Dr.  Maupin  was  for  some  time 
superintendent  of  the  asylum  on  Ward’s  Island  and 
later  practiced  in  New  York  City  until  1915  after 
which  he  located  in  Portsmouth.  He  had  been  a 
member  of  the  Medical  Society  of  Virginia  for  a 
number  of  years.  Two  brothers  and  two  sisters  sur- 
vive him. 

Dr.  William  Beckwith  Fuqua,  Jr., 

Son  of  Dr.  and  Mrs.  Wm.  B.  Fuqua,  of  Radford, 
Va.,  and  college  physician  at  the  Radford  State 
Teachers  College,  died  June  29th  at  a Roanoke  hos- 
pital, following  an  operation.  He  was  a graduate  of 
Hampden-Sydnev  College  and  later  attended  the 
Medical  College  of  Virginia  from  which  he  received 
his  diploma  in  1931.  His  widow  survives  him. 

Dr.  Frederick  F.  Davis, 

Of  Sassafras,  Va.,  died  July  19th  in  a Richmond 
hospital,  after  an  illness  of  several  months.  He  was 
sixty-seven  years  of  age  and  was  graduated  from  the 
Medical  College  of  Virginia  in  1894,  since  which 
time  he  had  been  practicing  in  Gloucester  County. 
Two  daughters,  a sister  and  a brother,  Dr.  John  Gib- 
son Davis,  of  Roanoke,  survive  him. 

Dr.  Walter  Weldon  Harloe, 

Matoaka,  W.  Va.,  prominent  in  the  civic  and  pro- 
fessional activities  of  his  community,  died  April  1 7th, 
age  sixty-two  years.  He  was  a graduate  of  the  Uni- 
versity of  Virginia  Department  of  Medicine  in  1905. 
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Gastric  Tissue  Juice  Extract 


ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 

ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 

It  is  made  ready  for  use,  simply  by  the  addition  of  water. 

These  are  simply  notes  of  clinical  application  during  many  years: 


ABSCESS  CAVITIES 
ANTRUM  OPERATION 
SINUS  CASES 
CORNEAL  ULCER 
CARBUNCLE 
RECTAL  FISTULA 


DIABETIC  GANGRENE 
AFTER  REMOVAL  OF  TONSILS 
AFTER  TOOTH  EXTRACTION 
CLEANSING  MASTOID 
MIDDLE  EAR 
CERVICITIS 


Originated  and  Made  by 

Fairchild  Bros.  & Foster 

New  York 


Physician’s  Steeline  Office  Furniture 


For  the  Thoroughly  Modern  Treatment  Room 


Southwestern  Virginia  Representative 


J.  C.  PARRISH, 

126  E.  Campbell  Ave. 


JR. 

Roanoke,  Vo. 


A New  Conception  in  Physician  s 
Fine  Office  Furniture 

Modern  Convenience  with  the  En- 
durance of  Steel 

Offered  in  Five  Duo-Tone  Color 
Combinations 


■i 


t- 


W.  O.  HESTER, 


3122  W.  Grace  Street,  Richmond,  Virginia 


Representative, 

A.  S.  ALOE  COMPANY, 
St.  Louis,  Mo. 
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Nutritional  Anemia  in  Infants 

THE  iron  stored  in  the  infant’s  liver  at  birth  is  rapidly  depleted  during 
the  first  months  of  life  (Mackay,1  Elvehjem2).  During  this  period  the 
infant’s  diet  contains  very  little  iron — 1.44  mg.  per  day  from  the  average  bottle 
formulae  of  20  ounces,  or  possibly  1.7  mg.  per  day  from  28  ounces  of  breast 
milk  (Holt").  For  these  reasons,  and  also  because  of  the  low  hemoglobin 
values  so  frequent  among  pregnant  and  nursing  mothers  (Coons,4  Galloway  ), 
the  pediatric  trend  is  constantly  toward  the  addition  of  irorvcontaining  foods 
at  an  earlier  age,  as  early  as  the  third  or  fourth  month  (Blatt,0  Glacier,7  Lynch5). 

Pablum  is  an  ideal  food  for  this  purpose,  as  it  is  high  both  in  total  iron 
(30  mg.  per  100  gm.)  and  soluble  iron  (7.8  mg.  per  100  gm.)  and  can  be  fed 
in  significant  amounts  without  digestive  upsets  as  early  as  the  third  month, 
before  the  initial  store  of  iron  in  the  liver  is  depleted.  Pablum  also  forms 
an  iron-valuable  addition  to  the  diet  of  pregnant  and  nursing  mothers. 

Pablum  (Mead's  Cereal  thoroughly  cooked  and  dried)  consists 
of  wheatmeal,  oatmeal,  cornmeal,  wheat  embryo,  brewers' 
yeast,  alfalfa  leaf,  beef  bone,  iron  salt  and  sodium  chloride. 

1-x  Bibliography  on  request. 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 


INTERNATIONAL  MEDICAL  ASSEMBLY 


Interstate  Postgraduate  Medical  Association  ot  North  America 

Public  Auditorium,  St.  Louis,  Mo.  OCTOBER  18-19-20-21-22,  1937 

Pre-assembly  Clinics,  October  16;  Post  assembly  Clinics,  October  23,  St.  Louis  Hospitals 
President,  Dr.  John  F.  Erdmann  ; President-Elect,  Dr.  Elliott  P.  Joslin  ; Chairman,  Program  Com- 
mittee, Dr.  George  Crile  ; Managing-Director,  Dr.  William  B.  Peck  ; Secretary,  Dr.  Tom  B,  Throck- 
morton ; Director  of  Exhibits,  Dr.  Arthur  G.  Sullivan  ; Treasurer  and  Director  Foundation  Fund.  Dr. 

Henry  G.  Langworthy  ; Chairman,  St.  Louis  Committees,  Dr.  Elsworth  Smith. 

AT  L MEDICAL  MEN  AND  WOMEN  IN  GOOD  STANDING  CORDIALLY  INVITED 


Intensive  Clinical  and  Didactic  Program  by  World  Authorities 

The  following  is  a major  list  of  members  of  the  profession  who  will  take  part  on  the  program  : 


Irvin  Abell,  Louisville.  Ky. 

Alfred  W.  Ad  son,  Rochester,  Minn. 
Walter  C.  Alvarez,  Rochester,  Minn. 
Charles  R.  Austrian.  Baltimore.  Mil. 
W.  Wayne  Babcock,  Philadelphia,  Pa 
Fred  W.  Bailey.  St.  Louis.  Mo. 

Donald  C.  Balfour.  Rochester,  Minn. 
David  P.  Barr,  St.  Louis,  Mo. 

James  H.  Black.  Dallas.  Texas. 

Cyrus  E.  Burford,  St.  Louis.  Mo. 
Richard  B.  Cattell,  Boston.  Mass. 

John  R.  Caulk.  St.  Louis,  Mo. 

Russell  L.  Cecil.  New  York.  N.  Y. 
Frederick  P.  Coller,  Ann  Arbor,  Mich. 
Leon  H.  Cornwall.  New  York,  N.  Y. 
William  T.  Coughlin,  St.  Louis.  Mo. 

W.  McK.  Crab,  Rochester,  Minn. 
George  W.  Crile,  Cleveland,  Ohio. 
Bronson  Crothers,  Boston.  Mass. 

Elliott  C.  Cutler.  Boston.  Mass. 

Walter  E.  Dandy,  Baltimore,  Mil. 

Loyal  Davis.  Chicago,  111. 

Claude  F.  Dixon,  Rochester,  Minn. 
Wells  P.  Eagleton,  Newark.  N.  .1, 
Nicholson  J.  Eastman.  Baltimore,  Mil 
Joseph  Eller,  New  York,  N.  Y 
Charles  A.  Elliott,  Chicago,  111. 

John  F.  Erdmann,  New  York.  N.  1' 
Reginald  Fitz,  Boston.  Mass. 

John  R.  Fraser  Montreal,  Canada. 


Evarts  A.  Graham,  St.  Louis,  Mo. 

Russell  L.  Haden,  Cleveland,  Ohio. 
William  D.  Haggard,  Nashville,  Tenn. 
Seale  Harris.  Birmingham,  Ala. 

Tinsley  R.  Harrison,  Nashville.  Tenn. 
Charles  G.  Heyd,  New  York,  N Y. 

J.  William  Hinton.  New  York,  N.  Y 
Frederick  M.  Hodges,  Richmond,  Ya. 
Thomas  E.  Jones  Cleveland,  Ohio. 

Elliott  P.  Joslin.  Boston.  Mass. 

Frederick  J.  Kalteyer,  Philadelphia.  Pa. 
William  J.  Kerr,  San  Francisco,  Calif. 
Ralph  A.  Kinsella,  St.  Louis,  Mo. 

Marion  L.  Klinefelter,  St.  Louis,  Mo. 
Herman  L.  Kretschmer,  Chicago,  111. 
Frank  H.  Lahey,  Boston.  Mass. 

Robert  L.  Levy,  New  York,  X.  Y. 

Dean  Lewis.  Baltimore.  Mil. 

William  E.  Lower,  Cleveland,  Ohio. 
Charles  H.  Mayo,  Rochester.  Minn. 
William  J.  Mayo.  Rochester,  Minn. 
Jonathon  C.  Meakins,  Montreal.  Canada. 
John  J.  Moorhead,  New  York,  N.  Y. 

Emil  Novak,  Baltimore.  Mil 
Alton  Ochsner,  New  Orleans,  La. 

Eric  Oldbcrq.  Chicago  111 
Dallas  B.  Phemister  Chicago  111. 

Fred  W.  Rankin,  Lexington.  Ivy 
Leonard  G.  Rowntree  Philadelphia,  Pa. 
Robert  D.  Rudolf.  Toronto.  Canada. 


Otto  H.  Schwarz.  St.  Louis,  Mo. 

Roy  W.  Scott.  Cleveland,  Ohio. 

Alan  deForest  Smith,  New  York.  N.  Y 
Charles  Hendee  Smith,  New  York.  N.  Y 
Fred  M.  Smith,  Iowa  City,  Iowa. 

Horace  W.  Soper,  St.  Louis,  Mo. 

Merrill  C.  Sosman.  Boston.  Mass. 

Charles  R.  Stockard,  New  York,  N Y. 
Cyrus  C.  Sturgis,  Ann  Arbor.  Mich. 

Harold  G.  Tobey,  Boston.  Mass 
John  A.  Toomey,  Cleveland,  Ohio. 

Gabriel  Tucker,  Philadelphia,  Pa. 

Maurice  B.  Visscher,  Minneapolis,  Minn. 
William  H,  Vogt,  St.  Louis,  Mo. 

Waltman  Walters,  Rochester,  Minn. 

Philip  D.  Wilson,  New  York,  N.  Y. 

Alan  C.  Woods  Baltimore,  Mil. 

Hugh  H.  Young,  Baltimoe,  Md. 

FOREIGN  ACCEPTANCES  TO  DATE; 

Dr.  Thomas  C.  Hunt,  London,  England. 
Mr.  W.  Hugh  Cowie  Romanis,  F.R.C.S.. 

London,  England. 

Mr.  Wilson  H.  Hey,  F.R.C.S., 
Manchester,  England. 

Professor  Nikolai  Boordenko 
University  Surgical  Clinic, 

Moscow,  USSR. 


HOTEL  HEADQUARTERS  tiMTt7t  DrCUDLr  a TTHMC  Hotel  Committee,  Dr.  Millard  F.  Arbuckle,  Ch. 

Jefferson  and  Statler  Hotels  IlU  1 Eli  I ixLu^lLrx  \ A 1 lUnu  537  N.  Grand  Blvd.,  St.  Louis,  Mo. 

Final  program  mailed  to  all  members  of  the  medical  profession  in  good  standing,  September  1. 

If  you  do  not  receive  one.  write  the  Managing-Director. 

Comprehensive  Scientific  and  Technical  Exhibit.  Special  Entertainment  for  the  Ladies. 


do  you  treat 

CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds  of 
the  composite  type,  with  radon  under  leak-proof  glass  seal.  Fil- 
tration 0.3  mm.  of  platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques,  properly  prepared  to  meet  the  requirements  of  each  in- 
dividual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

The  Radium  Emanation  Corporation 

GRAYBAR  BLDG.  Tel.  MOhawk  4-6455  NEW  YORK,  N.  Y. 
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PREVALENCE  AND  INCIDENCE  OF  VENEREAL  DISEASES  IN 
RICHMOND,  VIRGINIA— WITH  RECOMMENDATIONS.* 


Lida  J.  Usilton,  M.  A., 

Statistician,  U.  S.  Public  Health  Service, 
and 

R.  A.  VONDERLEHR,  M.  D., 

Assistant  Surgeon  General, 

Division  of  Venereal  Diseases,  U.  S.  Public  Health  Service, 
Washington,  D.  C. 


For  the  purpose  of  determining  the  existing  needs 
preliminary  to  a reorganization  of  the  health  pro- 
gram in  Richmond,  a committee  composed  of  citizens 
particularly  interested  in  health  work  was  organized. 
As  a basis  for  study,  the  committee  used  the  Ap- 
praisal Form  for  City  Health  Work  published  by 
the  Committee  on  Administrative  Practice  of  the 
American  Public  Health  Association.  Venereal  dis- 
ease control  was  among  the  health  measures  studied. 
Using  the  Appraisal  Form  as  a comparative  yard- 
stick, the  work  in  the  field  of  venereal  diseases  in 
Richmond  was  rated  fifty-one  out  of  a possible  100 
points.  This  low  rating  challenged  the  sponsors 
of  the  original  survey  to  action.  State  and  local 
health  departments,  the  Richmond  Academy  of  Med- 
icine, and  the  Council  of  Social  Agencies  requested 
the  Public  Health  Service  to  establish  the  prevalence 
and  incidence  of  venereal  diseases  by  means  of  a 
procedure  that  has  been  applied  in  many  representa- 
tive areas  throughout  the  United  States,  and,  based 
on  these  findings,  to  make  recommendations  for  a 
more  effective  venereal  disease  control  program. 

In  response  to  this  request  the  U.  S.  Public  Health 
Service  made  a survey  of  all  patients  under  obser- 
vation or  treatment  in  Richmond  during  the  sum- 

*This survey  was  sponsored  by  R.  W.  Miller,  M.  D., 
President,  Richmond  Academy  of  Medicine,  Basil  B.  Jones, 
M.  D.,  Chairman  of  Committee  on  Relations  with  Pre- 
ventive Medicine,  Richmond  Academy  of  Medicine,  I.  C. 
Riggin,  M.  D.,  Commissioner,  State  Department  of  Health, 
W.  Brownley  Foster,  M.  D.,  Director  of  Public  Welfare, 
City  of  Richmond,  Arthur  A.  Guild,  Richmond  Council  of 
Social  Agencies,  and  Miss  Miriam  H.  Dettelbach,  Secre- 
tary, Richmond  Council  of  Social  Agencies,  F.  J.  Wampler, 
M.  D.,  Out-Patient  Department,  Medical  College  of  Vir- 
ginia. 


mer  of  1936.  There  were  359  sources  of  treatment 
reporting  in  the  city,  317  being  private  physicians. 
There  are  three  clinics  treating  venereal  diseases, 
the  Mothers’  and  Children’s  Clinic  (Venable  Street 
Clinic),  the  City  Jail,  and  the  Out-Patient  Clinic 
of  the  Medical  College  of  Virginia.  The  first  two 
clinics  are  held  once  a week,  the  one  at  the  Medical 
College  ever)'  week  day  (except  Saturday)  with 
evening  clinics  twice  a week.  The  Medical  College 
Clinic  treats  approximately  80  per  cent  of  the  public 
clinic  cases.  The  college  hospitals,  the  jail  and  the 
City  Home  have  very  limited  hospital  facilities  for 
the  treatment  of  cases  requiring  hospitalization.  In 
general,  the  private  institutions  do  not  accept  for 
hospitalization  patients  with  infectious  syphilis  and 
gonorrhea.  From  Table  1 it  will  be  noted  that  there 
is  considerable  difference  in  the  proportion  of  cases 
of  gonorrhea  and  syphilis  under  treatment  by  the 
private  practitioner.  The  private  physician  treats 
two-thirds  of  the  patients  with  gonorrhea  and  one- 
third  of  the  patients  with  syphilis.  Forty  per  cent 
of  the  cases  of  venereal  disease  reported  are  under 
the  care  of  the  private  physician.  From  this  same 
table  comparative  information  is  available  for  other 
surveyed  localities  in  the  United  States.  The  sur- 
veys of  the  communities  with  which  these  data  are 
compared  were  in  most  instances  made  before  the 
depression.  The  shift  in  venereal  disease  cases  to- 
ward the  public  clinic  emphasizes  the  necessity  for 
more  adequate  clinic  facilities  in  every  community. 

Distribution  of  Patients  in  Private  Practice 
Fifty-five  per  cent  of  the  physicians  of  Richmond 
reported  that  they  had  no  cases  of  syphilis  and 
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gonorrhea  under  treatment.  One-half  of  the  private 
patients  were  under  treatment  by  8 per  cent  of  the 
physicians  in  Richmond.  This  apparent  specializa- 
tion in  the  treatment  of  venereal  diseases  in  Rich- 
mond is  common  throughout  the  urban  communities 
of  the  United  States,  a tendency  which  at  first 
thought  would  seem  especially  helpful  in  the  ulti- 
mate control  of  the  disease.  However,  this  concen- 
tration of  treatment  does  not  necessarily  make  the 


Prevalence  of  Venereal  Disease 
Syphilis.  The  term  “prevalence”  as  used  in  this 
paper  indicates  the  number  of  individuals  who  are 
actually  under  observation  or  treatment  on  any  one 
day.  Data  are  presented  with  the  reservation  that 
they  represent  only  individuals  actually  under  ob- 
servation or  treatment.  There  is  a large  though  un- 
known number  who  fail  to  seek  treatment  during  the 
early  stages  of  their  infection  or  else  seek  treatment 


Table  1. 

A.  Proportion  of  Cases  of  Syphilis  and  Gonorrhea  Reported  Under  Treatment  or 
Observation  by  Indicated  Sources,  in  Richmond,  Virginia 


Source 

Number  of 
sources 
reporting 

Percentage  of  cases  reported 

Syphilis 

Gonorrhea 

Syphilis  and 
Gonorrhea 

Private  physicians 

317 

32.6 

66.6 

40.4 

Public  clinics 

3 

59.1 

25.7 

51.5 

Hospitals  and  institutions 

39* 

8.3 

7.7 

8.1 

Total 

359 

100.0 

100.0 

100.0 

*Seventeen  hospitals  and  twenty-two  institutions. 


B.  Percentage  of  Cases  of  Syphilis  and  Gonorrhea  Under 
Treatment  or  Observation  by  Private  Physicians 
and  in  Public  Clinics,  in  Seven  Cities  Compared 
with  Richmond,  Va. 


City 

Percentage  of 

cases  treated 

By  private 
physicians 

In  public 
clinics 

Richmond,  Va. 

40.4 

59.6 

Knoxville,  Tenn. 

74.8 

25.2 

Dallas,  Texas 

62.3 

37.7 

Memphis,  Tenn.  _ 

61.3 

38.7 

Nashville,  Tenn.  . 

53.2 

46.8 

New  Orleans,  La. 

49.5 

50.5 

Cleveland,  O.  . _ 

49.4 

50.6 

Baltimore,  Md. 

28.0 

72.0 

problem  easier,  for,  while  the  treatment  of  the  pa- 
tients may  be  in  the  hands  of  a few  physicians,  the 
diagnosis  is  not.  With  the  occurrence  of  500,000 
fresh  infections  of  syphilis  and  1,000,000  fresh  in- 
fections of  gonorrhea  in  the  United  States  annually, 
every  general  practitioner  is  at  some  time  required 
to  make  a diagnosis  of  syphilis  or  gonorrhea. 
Therefore,  every  physician  should  be  able  to  recog- 
nize and  have  a sufficiently  high  index  of  suspicion 
to  cause  him  to  look  for  evidence  of  syphilis  and 
gonorrhea.  His  responsibility  does  not  end  with 
the  diagnosis.  The  first  interview  with  the  patient 
after  the  diagnosis  has  been  established  is  a predomi- 
nating influence  and  focuses  the  attention  of  the  in- 
fected individual  on  the  necessity  for  adequate  treat- 
ment if  he  is  to  attain  complete  recovery.  If  syphilis 
and  gonorrhea  are  to  be  brought  under  control,  every 
physician  in  the  community  must  lend  his  active 
support  to  the  program. 


from  incompetent  hands.  Data1  indicate  that  at 
least  twice  as  many  persons  seek  treatment  across 
the  drug  store  counter  as  come  to  an  authorized 
source.  The  individuals  who  fail  to  seek  treatment 
early  make  of  syphilis  an  ever-increasing  problem 
of  the  utmost  importance  to  the  health  of  the  nation. 
In  spite  of  the  fact  that  there  are  individuals  who 
ultimately  attain  a spontaneous  “cure”  of  syphilis, 
(24  per  cent  according  to  Bruusgaard,2  the  potential 
danger  early  during  the  infection  of  these  untreated 
individuals  in  spreading  their  disease  and  the  tre- 
mendous economic  loss  due  to  the  late  crippling 
manifestations  among  the  remaining  76  per  cent  un- 
treated patients,  compel  all  progressive  physicians 
and  health  officers  not  only  to  make  provision  for  the 
treatment  of  patients  who  cannot  afford  to  pay  but 
also  to  take  the  proper  steps  to  require  recalcitrant  in- 
fected individuals  to  adhere  to  a treatment  schedule 
until  they  have  been  rendered  permanently  nonin- 
fectious. 

In  Richmond  there  is  an  average  of  922  cases  of 
syphilis  constantly  under  observation  or  treatment, 
or  5.0  per  1,000  population.  Of  these,  1.9  per  1,000 
were  admitted  during  the  early  stages  of  the  disease 
and  3.1  per  1,000  failed  to  seek  treatment  until  the 
infection  had  reached  the  late  stages.  Nothing  could 
show  more  clearly  the  general  neglect  of  treatment 

1.  Data  from  the  files  of  American  Social  Hygiene 
Assoc.,  New  York,  N.  Y. 

2.  Bruusgaard,  E.,  Uber  das  Schicksal  der  nicht  spezi- 
fisch  behandelten  Luetiker.  Arch.  f.  Dermat.  u.  Syph., 
1929,  167:  309. 
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for  early  syphilis  than  a comparison  of  these  two 
rates.  In  the  light  of  the  tremendous  number  of 
individuals  with  syphilis  who  fail  to  seek  author- 
ized medical  care,  a comparison  of  the  rate  for  early 
syphilis  with  that  for  late  syphilis  is  a reasonable 
measure  of  the  efficiency  of  a health  department  in 
bringing  individuals  to  treatment  during  the  infec- 
tious stage. 
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silent  course  of  early  syphilis  in  females  in  whom 
the  disease  frequently  is  not  recognized  until  the 
patient  is  examined  for  some  other  cause  or  is  sub- 
jected to  a routine  blood  test.  Routine  serologic 
surveys  in  rural  southern  areas  among  33,000 
Negroes4  indicate  that  one  out  of  every  five  is  in- 
fected with  syphilis,  yet  the  one-day  surveys  reveal 
that  less  than  one  out  of  ten  Negroes  infected  with 


Table  2. 


A.  Prevalence  of  Syphilis  and  Gonnorrhea  by  Stage  of  Disease  and  by  Sex  and  Color  of  the  Patient, 

in  Richmond,  Virginia 


Sex  and 
color 

Syphilis 

Gonorrhea 

Number  of  cases 

Rate  per  1,000 
population 

Number  of  cases 

Rate  per  1,000 
population 

Early 

Late 

Total 

Early 

Late 

Total 

Acute 

Chronic 

Total 

Acute 

Chronic 

Total 

White 

93 

113 

206 

1.5 

1.8 

3.3 

96 

34 

130 

1.6 

.5 

2.1 

Male  Black 

106 

143 

249 

4.3 

5.9 

10.2 

37 

27 

64 

1.5 

1.1 

2.6 

Total 

199 

256 

455 

2.3 

3.0 

5.3 

133 

61 

194 

1.6 

.7 

2.3 

White 

59 

84 

143 

.9 

1.2 

2.1 

50 

22 

72 

.7 

.3 

1.0 

Female  Black 

93 

231 

324 

3.2 

8.1 

11.3 

18 

16 

34 

.6 

.6 

1.2 

Total 

152 

315 

467 

1.6 

3.2 

4.8 

68 

38 

106 

.7 

.4 

1.1 

White 

152 

197 

349 

1.2 

1.5 

2.7 

146 

56 

202 

1.1 

.4 

1.5 

Total  Black 

199 

374 

573 

3.7 

7.1 

10.8 

55 

43 

98 

1.0 

.8 

1.8 

Total 

351 

571 

922 

1.9 

3.1 

5.0 

201 

99 

300 

1.1 

.5 

1.6 

B.  Comparison  of  the  Prevalence  of  Syphilis  and  Gonorrhea  in  Richmond,  Virginia,  with  that  of 
Thirty-eight  Surveyed  Communities,  by  Color  of  the  Patient 


Infection 

Richmond 

Virginia 

38 

Survey  Communities 

Number  of  cases 

Rate  per  1,000 
population 

Number  of  cases 

Rate  per  1,000 
population 

Total 

White 

Black 

Total 

White 

Black 

Total 

White 

Black 

Total 

White 

Black 

Syphilis  and 

gonorrhea 

1,222 

551 

671 

6.6 

4.2 

12.6 

93,028 

63,392 

29,636 

9.3 

8.5 

11.8 

Syphilis 

922 

349 

573 

5.0 

2.7 

10.8 

54,416 

33,335 

21,081 

5.4 

4.5 

8.4 

Gonorrhea 

300 

202 

98 

1.6 

1.5 

1.8 

38,612 

30,057 

8,555 

3.9 

4.0 

3.4 

Table  3 permits  a comparison  of  this  ratio  of 
early  to  late  cases  in  Richmond  with  that  of  other 
communities.  It  will  be  noted  throughout  this  table 
that  the  rate  of  infection  among  the  Negro  popula- 
tion is  largely  responsible  for  the  relatively  high  rate 
in  localities  where  the  Negro  represents  a signif- 
icant percentage  of  the  population.  The  neglect  of 
. treatment  until  after  syphilis  reaches  the  late  stages 
is  especially  noticeable  among  Negroes.  Twice  as 
many  come  for  treatment  only  after  the  disease 
reaches  the  late  stage  as  come  during  the  early  stage. 
This  is  true  of  both  Negro  males  and  females  and 
a little  more  predominant  among  the  females.  As 
Moore"  states,  this  is  possibly  an  indication  of  the 


syphilis  in  the  United  States  seeks  authorized  med- 
ical care.  For  these  reasons  the  922  patients  with 
syphilis  who  are  constantly  under  observation  and 
treatment  in  Richmond  represent  the  minimum  num- 
ber of  individuals  in  need  of  treatment. 

Gonorrhea.  An  average  of  only  300  cases  of 
gonorrhea  was  reported  as  constantly  under  treat- 
ment or  observation  in  the  city  of  Richmond,  or  1.6 
per  1,000  population.  It  cannot  be  assumed  that 

3.  Moore,  J.  E.,  Cole,  H.  N.,  O'Leary,  P.,  Stokes,  J.  H., 
Wile,  U.  J.,  Clark,  T.,  Parran,  T.,  Jr.,  and  Usilton,  L.  J., 
Cooperative  Clinical  Studies  in  the  Treatment  of  Syphilis. 
The  Treatment  of  Latent  Syphilis.  I.  General  Considera- 
tions. Ven.  Dis.  Inform.,  1932,  13:  355,  325. 

4.  Clark,  T.,  The  Control  of  Syphilis  in  Southern  Rural 
Areas.  Published  by  Julius  Rosenwald  Fund.  Chicago, 
1932. 
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the  prevalence  of  gonorrhea  is  only  a third  of  that 
for  syphilis,  or  even  that  the  disease  is  less  wide- 
spread. It  is  interesting,  however,  to  note  that  a 
higher  proportion  of  patients  with  acute  gonorrhea 
seek  treatment  than  delay  treatment  until  the  chronic 
manifestations  develop.  A comparison  of  these  rates 
in  Richmond  with  a composite  rate  for  thirty-eight 
communities  throughout  the  United  States  (Table 
2B)  where  the  proportion  of  colored  population  is 


Negro  for  a gonorrheal  infection.  Perhaps  it  is  due 
to  the  more  limited  clinic  facilities  for  the  treatment 
of  gonorrhea.  Among  the  colored  population  of 
Richmond  the  prevalence  rate  for  syphilis  is  2Q 
per  cent  higher  than  for  other  comparable  commu- 
nities, while  the  prevalence  rate  for  gonorrhea  is 
47  per  cent  lower,  thus  indicating  that  the  diagnosis 
and  treatment  of  gonorrhea  among  the  colored  popu- 
lation at  least  is  seriously  neglected. 


Table  3. 

Comparative  Prevalence  Rates  for  Syphilis  and  Gonorrhea  by  Stage  of  Disease  and  by  Color  of  the  Patient, 
in  Richmond,  Virginia,  and  in  Representative  Communities  Throughout  the  United  States 


Communities 

(Over  100,000  population) 

Per  cent  of 
white  and 
colored 
population 

Case  rates 

per  1,000  population 

Syphilis 

Gonorrhe 

1 

Grand 

Total 

Early 

Late 

Total 

Acute 

Chronic 

Total 

IV  kite 

Richmond,  Va.  . 

71.0 

1.2 

1.5 

2.7 

1.1 

.4 

1.5 

4.2 

Memphis,  Tenn. 

62.3 

2.9 

4.6 

7.5 

5.5 

4.0 

0.5 

17.0 

Dallas,  Texas 

85.1 

3.9 

4.1 

8.0 

3.6 

3.9 

7.5 

15.4 

Nashville,  Tenn. 

69.9 

2.8 

4.3 

7.1 

3.3 

2.6 

5.9 

13.0 

Birmingham  and  Jefferson  Co.,  Ala 

61.1 

2.2 

2.8 

5.0 

3.0 

2.1 

5.1 

10.1 

St.  Louis  and  5 Counties  in  Mo 

92.2 

1.7 

3.9 

5.6 

2.7 

2.4 

5.1 

10.7 

Baltimore  and  5 Counties  in  Md 

83.4 

.8 

2.6 

3.4 

1.1 

1.5 

2.6 

6.0 

New  Orleans,  La. 

71.7 

1.5 

2.4 

3.8 

2.9 

1.9 

4.8 

8.6 

Knoxville,  Tenn.  

85.5 

2.1 

2.4 

4.5 

2.2 

2.0 

4.2 

8.7 

Cleveland,  Ohio 

93.4 

.8 

3.0 

3.9 

1.2 

1.4 

2.7 

6.5 

Black 

Richmond,  Va. 

29.0 

3.7 

7.1 

10.8 

1.0 

.8 

1.8 

12.6 

Memphis,  Tenn.  ... 

37.7 

3.5 

12.8 

16.4 

2.7 

5.6 

8.3 

24.6 

Dallas,  Texas 

14.9 

4.1 

10.1 

14.2 

2.4 

7.9 

10.3 

24.5 

Nashville,  Tenn. 

30.1 

6.5 

10.3 

16.8 

1.6 

2.3 

3.8 

20.6 

Birmingham  and  Jefferson  Co.,  Ala. 

38.9 

2.0 

9.7 

11.7 

1.7 

2.4 

4.1 

15.8 

St.  Louis  and  5 Counties  in  Mo. 

7.8 

3.6 

13.1 

16.6 

3.4 

3.8 

7.3 

23.9 

Baltimore  and  5 Counties  in  Md. 

16.6 

4.9 

22.7 

27.6 

1.9 

5.1 

7.1 

34.7 

New  Orleans,  La. 

28.3 

4.3 

6.7 

10.9 

2.3 

2.1 

4.4 

15.3 

Knoxville,  Tenn. 

14.5 

2.9 

4.9 

7.8 

2.0 

2.3 

4.3 

12.1 

Cleveland,  Ohio  _ 

_ 6.6 

5.7 

20.1 

25.9 

1.9 

2.2 

4.2 

30.0 

T otal 

Richmond,  Va. 

100.0 

1.9 

3.1 

5.0 

1.1 

.5 

1.6 

6.6 

Memphis,  Tenn. 

100.0  ~ 

3.2 

7.7 

10.9 

4.5 

4.6 

9.0 

19.9 

Dallas,  Texas 

100.0 

3.9 

5.0 

8.9 

3.4 

4.5 

7.8 

16.8 

Nashville,  Tenn.  _ _ 

100.0 

3.9 

6.1 

10.0 

2.7 

2.5 

5.3 

15.2 

Birmingham  and  Jefferson  Co.,  Ala 

100.0 

2.1 

5.5 

7.6 

2.5 

2.2 

4.7 

12.3 

St.  Louis  and  5 Counties  in  Mo.  _ 

100.0 

1.9 

4.6 

6.4 

2.8 

2.5 

5.3 

11.7 

Baltimore  and  5 Counties  in  Maryland-- 

100.0 

1.5 

5.9 

7.4 

1.3 

2.1 

3.3 

10.8 

New  Orleans,  La. 

100.0 

2.3 

3.6 

5.8 

2.7 

2.0 

4.7 

10.5 

Knoxville,  Tenn. 

100.0 

2.2 

2.7 

5.0 

2.2 

2.0 

4.2 

9.2 

Cleveland,  Ohio 

100.0 

1.2 

4.1 

5.3 

1.3 

1.5 

2.8 

8.1 

relatively  high,  emphasizes  the  indifference  with 
which  this  infection  is  regarded  both  by  those  in- 
fected and  those  who  provide  for  its  treatment  in 
Richmond.  The  proportionately  higher  prevalence 
rate  for  the  Negro  race  noted  for  syphilis,  disap- 
pears in  the  prevalence  rate  for  gonorrhea.  Prob- 
ably this  condition  is  due  to  the  disregard  of  the 


Incidence  of  Venereal  Diseases 
Syphilis.  The  term  “incidence”  as  used  in  this 
paper  denotes  the  number  of  fresh  infections  that 
occur  within  a specified  period  of  time.  Although 
the  data  are  presented  for  a period  of  a year,  they 
are  based  on  information  obtained  during  a period 
of  only  four  months.  Since  there  is  apparently  no 
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seasonal  variation  in  the  venereal  diseases,  an  aver- 
age of  a series  of  months  within  the  year  can  rea- 
sonably be  used  as  a basis  for  an  annual  incidence 
rate  for  the  community.  In  Table  4 A the  incidence 
of  syphilis  in  Richmond  is  given.  One  thousand 
and  twenty  individuals  in  Richmond  acquire  syph- 
ilis each  year  and  an  additional  1,272  seek  treat- 
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ment  during  the  year  who  previously  had  neglected 
their  infection  until  the  late  manifestations  devel- 
oped. Although  only  29  per  cent  of  the  population 
of  Richmond  is  Negro,  more  than  one-half  of  the 
syphilis  patients  under  treatment  belong  to  this  race. 
There  is  five  times  as  much  syphilis  among  the 
Negro  as  among  the  white  population  of  Richmond. 
The  incidence  of  syphilis  among  the  white  popula- 
tion of  Richmond  is  lower  than  a composite  rate 
for  twenty-nine  communities  throughout  the  United 
States  (Table  4B)  but  we  cannot  be  too  encouraged 
by  such  a finding  in  a disease  that  claims  at  least 
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768  new  victims  each  year  in  a population  group 
of  130,000  white  persons. 

Gonorrhea.  There  are  2,724  patients  with  gonor- 
rhea who  seek  treatment  each  year  in  Richmond 
(Table  4A).  More  than  twice  as  many  males  come 
for  treatment  as  females.  This  is  true  for  both  the 
white  and  the  colored.  The  proportion  of  patients 
with  gonorrhea  who  seek  treatment  is  quite  different 
from  that  of  syphilis.  Although  proportionately  five 
times  as  many  colored  patients  with  syphilis  were 
found  under  treatment  as  white  patients,  less  than 
twice  as  many  colored  patients  were  under  treat- 
ment for  gonorrhea  as  white  patients.  This  con- 
trast simply  indicates  the  neglect  of  treatment  for 
gonorrhea. 


formed  by  the  physicians  that  many  patients,  who 
were  not  classified  as  “poor,”  did  not  have  sufficient 
funds  to  defray  the  cost  of  treatment.  It  is  believed, 
however,  that  a higher  percentage  of  patients  in  the 
lower  economic  groups  can  afford  to  pay  for  treat- 
ment of  gonorrhea  than  can  pay  for  the  much  more 
expensive  and  prolonged  treatment  of  syphilis. 

The  Age  of  Infection 

In  the  organization  of  an  adequate  control  pro- 
gram for  syphilis  it  is  important  to  determine  the 
age  incidence  of  the  infection  in  a community. 
Recent  studies5  have  indicated  that  at  least  one 
hundred  thousand  of  the  five  hundred  thousand  in- 
dividuals annually  infected  with  syphilis  in  the 


Table  5. 


Annual  Incidence  Rates  per  1,000  Population  for  White  and  Black  Males  and  Females,  by  Age  at  Time  of 
Acquiring  Syphilis,  in  Richmond  as  Compared  with  a Representative  Area  in  the  United  States 


Annual  incidence  rates  per  1,000  population 

Patient’s  age 

White 

Black 

at  time  of  ac- 

Males 

Females 

Ma 

les 

Females 

quiring  in- 

fection 

Representa- 

Representa- 

Representa- 

Representa- 

Richmond 

tive  area  in 

Richmond 

tive  area  in 

Richmond 

tive  area  in 

Richmond 

tive  area  in 

u.  s. 

u.  s. 

U.  S. 

U.  S. 

11-15 

.3 

.3 

.5 

.9 

4.0 

2.9 

4.9 

5.7 

16-20 

1.8 

5.5 

4.7 

5.8 

13.8 

33.6 

24.6 

30.9 

21-25 

13.8 

15.0 

8.1 

6.6 

60.7 

48.2 

25.3 

23.7 

26-30 

14.2 

14.5 

6.8 

4.3 

70.5 

41.5 

18.2 

10.6 

31-35 

5.6 

10.9 

3.0 

2.5 

29.7 

18.6 

14.6 

5.3 

36-45 

7.2 

4.3 

2.3 

1.2 

13.2 

9.2 

3.7 

2.7 

46-55 

2.1 

1.9 

.4 

.6 

. 5.3 

3.9 

1.0 

.3 

56-65 

3.0 

.8 



.3 









Over  65 

3.4 

.2 

-- - 

.1 

— 

— 

— ' 

— 

Total  annual 

incidence 

rates 

4.1 

5.0 

2.5 

2.2 

14.8 

16.0 

8.4 

9.1 

Economic  Status 

The  economic  status  of  the  patients  with  venereal 
diseases  is  of  interest.  The  clinics  of  Richmond 
through  their  social  service  departments  attempt  to 
limit  admissions  to  the  clinic  to  those  individuals 
who  are  not  able  to  pay  for  treatment  of  syphilis 
at  private  rates.  Most  individuals  prefer  treatment 
by  a private  physician  even  though  only  a small 
proportion  can  pay  for  such  services.  This  tendency 
on  the  part  of  the  patient  usually  places  the  costly 
burden  of  treatment  on  the  private  physician,  thus 
relieving  the  local  health  authorities  of  their  proper 
financial  responsibility.  A third  of  the  patients 
who  were  treated  by  private  practitioners  were  classi- 
fied by  the  physician  as  “poor”  and  in  a number 
of  instances  one  of  the  writers  (L.  J.  U.)  was  in- 


United  States  acquire  the  infection  before  they  have 
reached  the  age  when  their  earning  capacity  is 
sufficient  to  enable  them  to  pay  for  treatment.  One 
hundred  thousand  individuals  in  this  country  an- 
nually acquire  syphilis  between  the  ages  of  13  and 
20,  and  11,000  contract  the  disease  between  the  ages 
of  11  and  15.  Among  1,020  patients  with  early 
syphilis  who  sought  treatment  in  the  city  of  Rich- 
mond, 527,  or  one-half,  occurred  before  the  indi- 
vidual reached  the  age  of  25.  The  high  incidence  of 
syphilis  in  young  adults  in  Richmond  is  roughly 
comparable  to  that  found  in  other  surveyed  areas 
(Table  5).  A relatively  earlier  age  of  infection 
among  females  is  apparent.  This  early  age  of  in- 

5.  Usilton,  L.  J.,  Trend  of  Syphilis  and  Gonorrhea  in  the 
United  States.  Vert.  Dis.  Inform.,  1935,  16:  147. 
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fection  is  one  of  the  principal  obstacles  in  the  con- 
trol of  the  disease.  It  is  particularly  difficult  to 
devise  an  educational  program  that  will  reach  these 
individuals.  In  Richmond  this  phase  of  the  control 
program  has  apparently  been  very  much  neglected. 
It  is  urged  that  whatever  action  is  taken  along  edu- 
cational lines,  full  cognizance  be  given  to  the  early 
age  at  which  the  disease  is  acquired.  An  educational 
program  that  does  not  reach  individuals  during 
adolescence  will  fail. 


public  clinic  or  the  private  practitioner  remains 
under  treatment  for  a sufficient  length  of  time  to  be 
rendered  permanently  noninfectious.  There  is  a 
limited  social  service  follow-up  under  the  Director 
of  Public  Welfare  but  this  service  is  too  understaffed 
to  be  effective.  Since  the  private  physician  fails  to 
report  his  cases  to  the  city  health  officer  as  author- 
ized by  law,  no  current  data  are  available  on  the 
number  of  delinquent  patients  treated  by  the  private 
physician.  The  city  health  officer  does  not  make 


Table  6. 

Amount  of  Arsphenamine  with  Appropriate  Heavy  Metal  Administered  to  Patients  with  Early  and  Late 
Syphilis  by  Private  Physicians  and  in  the  Syphilis  Clinic  of  the  Medical  College  of  Virginia  in  Richmond 


Number  of  injections  of  an  arsenical 
with  appropriate  heavy  metal 

Patients  with  syphilis  treated — 

By  private 
physicians 

In  syphilis  clinic  Medical 
College  of  Virginia 

Total 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Early  syphilis 

Less  than  20 

219 

91.3 

285 

83. S 

504 

86.9 

20  or  more 

21 

8.7 

55 

16.2 

76 

13.1 

Total 

240 

100.0 

340 

100.0 

580 

100.0 

Late  syphilis 

Less  than  20 

229 

84.8 

426 

81.5 

655 

82.6 

20  or  more 

+1 

15.2 

97 

18.5 

138 

17.4 

Total. 

270 

100.0 

523 

100.0 

793 

100.0 

T otal 

Less  than  20 

448 

87.8 

711 

82.4 

1,159 

84.4 

20  or  more 

62 

12.2 

152 

17.6 

214 

15.6 

Total 

510 

100.0 

863 

100.0 

1,373 

100.0 

The  Inflation  of  Prevalence  Rates  within 
Urban  Communities  by  the  Inclusion 
of  Rural  Patients. 

In  any  city  it  is  impossible  to  conduct  a successful 
program  if  an  attempt  is  made  to  limit  admissions 
to  the  treatment  facilities  to  the  residents  of  the  city. 
Some  provision  must  be  made  whereby  those  in  the 
surrounding  rural  area  may  also  be  treated.  In 
places  where  steps  have  been  taken  to  exclude  out- 
siders from  the  clinics,  it  has  been  found  that  patients 
resort  to  subterfuge  to  secure  treatment.  Fortunately 
in  Richmond  no  effort  is  made  to  exclude  from 
public  clinics  individuals  from  the  surrounding  ter- 
ritory. These  individuals  represent  10  per  cent  of  the 
local  treatment  problem. 

Treatment 

Less  than  one  out  of  every  five  syphilitic  patients 
who  seek  treatment  in  Richmond  from  either  the 


available  to  local  clinics  and  physicians  a system 
of  modern  epidemiologic  investigation  of  recently 
infected  patients. 

It  wall  be  noted  in  Table  6 that  among  the  early 
syphilitic  patients  approximately  one  in  ten  of  those 
privately  treated  and  two  in  ten  of  those  treated  in 
public  clinics  received  20  or  more  doses  of  arsphen- 
amine with  interim  heavy  metal.  Since  82  per  cent 
of  the  infectious  types  of  relapse  occur  among  pa- 
tients with  inadequately  treated  syphilis,  it  is  ex- 
tremely important  that  proper  measures  be  instituted 
so  that  all  patients  may  be  held  until  adequate  treat- 
ment has  been  administered. 

At  the  time  of  the  present  survey  only  6 1 pregnant 
women  had  been  under  treatment  during  the  period 
of  their  pregnancy,  and  only  38  per  cent  of  these 
had  had  more  than  10  injections  of  arsphenamine 
with  interim  heavy  metal.  This  is  scarcely  a 
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sufficient  number  to  establish  completely  the  efficiency 
of  this  measure  of  control. 

Conclusions 

1.  There  was  in  Richmond  an  average  of  922' 
cases  of  syphilis  constantly  under  observation  or 
treatment,  or  5.0  per  1,000  population;  and  an 
average  of  300  cases  of  gonorrhea,  or  1.6  per  1,000' 
population. 

2.  Forty  per  cent  of  the  patients  with  venereal 
disease  were  in  the  hands  of  private  physicians.  This 
percentage  is  lower  than  in  six  cities  surveyed 
previous  to  the  depression ; however,  it  is  much  higher 
than  that  for  the  City  of  Baltimore.  In  Richmond 
the  percentage  of  cases  under  private  care  was  67 
for  gonorrhea  and  33  for  syphilis. 

3.  Fifty-five  per  cent  of  the  physicians  of  Rich- 
mond reported  no  cases.  One-half  of  the  private 
cases  were  under  treatment  by  8 per  cent  of  the 
physicians  of  Richmond.  The  concentration  of  pa- 
tients in  the  hands  of  a few  physicians  does  not 
necessarily  make  the  treatment  problem  easier,  for 
with  500,000  new  infections  of  syphilis  annually  in 
the  United  States  and  over  a million  new  cases  of 
gonorrhea,  every  general  practitioner  is  at  some  time 
required  to  make  a diagnosis  of  syphilis  or 
gonorrhea. 

4.  A comparison  of  the  prevalence  rates  for  early 
and  late  syphilis  indicates  that  the  present  venereal 
disease  program  in  Richmond  is  ineffective  in  bring- 
ing individuals  to  treatment  while  they  are  in  an 
infectious  stage. 

5.  The  findings  indicate  that  the  treatment  of 
gonorrhea  is  even  more  neglected  than  that  of 
syphilis,  not  only  by  the  patient  himself  but  by  those 
who  are  expected  to  provide  treatment. 

6.  Annually  there  are  1,020  individuals  in  Rich- 
mond who  acquire  syphilis  and  an  additional  1,272 
who  seek  treatment  for  the  first  time  after  the  disease 
has  reached  the  late  stages.  There  are  2,724  new 


patients  with  gonorrhea  who  seek  treatment  each 
year. 

7.  One-third  of  the  individuals  under  treatment 
by  the  private  physician  are  unable  to  pay  fees  and 
much  of  the  financial  burden  of  treatment  is  shifted 
to  the  private  practitioner, 

8.  The  principal  justification  for  the  provision  of 
adequate  facilities  is  the  early  age  at  which  the  in- 
fection is  acquired.  More  than  half  of  the  in- 
dividuals with  syphilis  are  infected  before  they  are 
25  years  of  age.  Individuals  at  this  age  have  only 
very  limited  earning  power  which  at  best  is  in- 
sufficient to  pay  for  treatment  of  syphilis. 

9.  Very  inadequate  medical  social  service  work 
is  provided.  Less  than  one  out  of  every  five  syphilitic 
patients  receive  20  or  more  doses  of  arsphenamine 
with  appropriate  heavy  metal  or  a sufficient  amount 
to  render  him  noninfectious. 

10.  Little  or  no  provision  is  made  for  the  diag- 
nosis and  clinical  management  of  syphilis  in  indus- 
try in  the  city. 

Recommendations 

A Committee  to  Review  the  Question  of  Syphilis 
Control  has  recently  submitted  its  report  to  the  Pres- 
ident of  the  Medical  Society  of  Virginia.  This 
Committee,  representing  your  State  society  in  an 
official  capacity,  has  described  a practical  and  com- 
prehensive program  for  the  control  of  syphilis.  It  is, 
therefore,  recommended  that  the  members  of  the 
Richmond  Academy  of  Medicine  sponsor  this 
program  and  actively  support  the  State  Health 
Officer  and  the  Director  of  Public  Welfare  of 
the  City  of  Richmond  in  developing  it  to  the  fullest 
extent. 

The  control  of  gonorrhea  was  not  considered  by 
this  Committee.  This  subject  should  be  thoroughly 
studied  by  both  physicians  and  health  officers  in 
order  that  practical  and  effective  control  measures 
may  be  applied  in  the  near  future. 


Have  you  made  your  hotel  reservations  for  the  Roanoke 
meeting?  If  not,  don’t  delay— -make  them  today — as  we  are 
expecting  to  see  you  at  that  time! 
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THE  VENEREAL  DISEASE  PROGRAM  IN  RICHMOND  WITH 
RECOMMENDATIONS  FOR  SUGGESTED  CHANGES. 


L.  E.  Burney,  M.  D., 

Passed  Assistant  Surgeon, 
and 

R.  A.  Vonderlehr,  M.  D., 

Assistant  Surgeon  General, 
U.  S.  Public  Health  Service, 
Washington,  D.  C. 


The  Public  Health  Service  was  requested  by  cer- 
tain interested  groups*  to  make  a survey  of  the 
venereal  disease  control  program  in  Richmond,  to 
study  present  treatment  facilities  and  make  recom- 
mendations for  such  changes  as  would  make  the 
program  more  efficient.  The  results  of  this  study 
and  observation,  together  with  suggested  changes  to 
promote  greater  efficiency  in  the  control  of  venereal 
diseases,  are  presented  in  the  following  paragraphs. 

Bureau  of  Health 

The  total  annual  appropriation  of  the  Bureau 
of  Health  of  Richmond  for  the  past  five  years  has 
been  as  follows: 

1931—  $115,973.31.  1933— $100,566.58. 

1932—  118,473.83.  1934—  99,180.34. 

1935— $104,828.20. 

The  distribution  of  this  amount  to  the  most  im- 
portant activities  in  1935  is  as  follows: 

Communicable  disease  control $14,300.02 

Venereal  disease  control 4,750.20 

Infant  welfare  19,472.30 

Tuberculosis  control  (does  not  in- 
clude Pine  Camp) 6,198.02 

A further  analysis  of  those  funds  expended  for 
control  of  venereal  disease  shows: 

Payroll — $2,580.27.  Includes  part  salary  to  chief 
nurse,  one  full-time  nurse  and  two  contract  phy- 
sicians. The  physician  at  the  Venable  Street  Clinic 
is  paid  $3.00  per  clinic  session;  the  physician  at  the 
Jail  Clinic  approximately  $12.00  per  clinic  session. 

Expenses — $2,169.93.  $1,957.14  for  drugs  alone, 
$1,800.00  of  which  was  paid  to  the  Out-Patient 
Department  of  the  Medical  College  of  Virginia  for 
arsphenamine. 

*This  survey  was  sponsored  by  the  Richmond  Academy 
of  medicine;  Basil  B.  Jones,  M.  D.,  Chairman  of  Com- 
mittee on  Relations  with  Preventive  Medicine,  Richmond 
Academy  of  Medicine;  I.  C.  Riggin,  M.  D.,  Commissioner, 
State  Department  of  Health;  W.  Brownley  Foster,  M.  D., 
Director  of  Public  Welfare,  City  of  Richmond;  Arthur 
A.  Guild,  Richmond  Council  of  Social  Agencies;  Miss 
Miriam  H.  Dettelbach,  Secretary,  Richmond  Council  of 
Social  Agencies,  and  F.  J.  Wampler,  M.  D.,  Out-Patient 
Department,  Medical  College  of  Virginia. 


There  is  no  department  of  venereal  disease  con- 
trol. One  nurse  constitutes  the  only  full-time  em- 
ployee doing  only  venereal  disease  work.  One  sani- 
tary officer  gives  part  of  his  time  to  court  cases  with 
venereal  diseases.  The  city  and  State  have  a joint 
laboratory.  The  State  furnishes  no  financial  aid. 
drugs  or  personnel  to  the  Bureau  of  Health. 

Reporting 

The  only  reporting  of  venereal  diseases  in  the  city 
of  Richmond  is  limited  to  the  Medical  College  Clinic 
and  court  cases.  No  attempt  is  made  by  the  city 
either  to  supply  physicians  with  report  forms  or  to 
encourage  their  use. 

Number  of  Cases  of  Venereal  Diseases  Reported 
During  1935 

Physicians  Clinics  Hospitals 


Syphilis : 0 1,206  0 

Gonorrhea  0 644  0 


No  arsenicals  or  heavy  metals  are  furnished  free 
to  the  physicians. 

Laboratory  of  City  of  Richmond 
The  city  and  State  laboratory  are  combined,  the 
city  contributing  one-third  of  the  support.  The  di- 
rector of  this  laboratory  is  not  a physician  but  has 
had  excellent  training.  She  has  two  full-time  and  one 
part-time  assistants  doing  work  pertaining  to  vene- 
real diseases. 

The  serologic  tests  used  for  the  diagnosis  of 
syphilis  are  the  Craig  and  the  Kahn,  the  latter  not 
being  used  routinely,  but  only  on  doubtful  cases. 
There  is  no  periodic  clinical  control  of  these  tests. 


Tests  Performed 

Number  of  tests  Number  of 

Type  of  test  performed  positives 

City  State  City  State 

Craig  14,070  63,679  1,962  9,659 

Kahn 572  2,328  213  818 


Gonococcal  smears  2,503  6,967  620  1,608 

The  Gram  stain  is  used  exclusively  for  the  gon- 
ococcal smears. 

Darkfield  examinations  are  not  performed. 
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Out-Patient  Department,  Medical  College 
of  Virginia 

The  Out-Patient  Department  of  the  Medical  Col- 
lege of  Virginia  plays  the  major  role  in  the  treat- 
ment of  indigent  cases  of  syphilis  and  gonorrhea. 
During  the  fiscal  year,  July,  1935  to  June,  1936, 
there  was  a total  of  26,218  patient  treatment  visits 
to  the  various  sections  treating  venereal  diseases, 
namely,  dermatology  and  syphilis,  child  syphilis, 
genito-urinary  and  gynecology.  Approximately  90 
per  cent  of  the  patients  are  from  the  city  of  Rich- 
mond, the  remaining  10  per  cent  coming  from  ad- 
jacent counties. 

Patients  in  all  the  clinics  are  requested  to  pay  a 
nominal  registration  fee,  and  small  fees  for  indi- 
vidual treatments  in  syphilis  but  this  is  not  an  abso- 
lute requirement.  Last  year  it  was  found  that  54 
per  cent  of  those  attending  the  syphilis  clinic  were 
treated  entirely  free,  the  other  46  per  cent  paying 
nominal  fees  of  from  25c.  to  $1.00.  The  city  of 
Richmond,  through  its  Department  of  Public  Wel- 
fare, contributed  $1,800.00  for  arsphenamine  and 
$2,649.00  for  prescriptions  which  were  filled  for 
patients  from  all  clinics.  Receipts  from  polyclinic 
patients  who  were  able  to  pay  something,  totalled 
$12,996.47 — -one-half  of  which  came  from  registra- 
tion fees. 

Each  section  treating  a venereal  disease  was 
studied  and  an  individual  report  of  these  follows. 

Adult  Syphilis  Section 

The  adult  syphilis  section  was  so  named  to  dif- 
ferentiate it  from  the  child  section  where  the  age 
limit  is  twelve.  Last  year  there  were  1,200  new 
cases  of  syphilis  with  a total  of  14,454  treatment 
visits.  There  are  six  sessions  a week,  five  in  the 
afternoon  and  one  in  the  evening,  each  lasting  ap- 
proximately two  hours.  Both  sexes  and  colors  are 
treated  and  also  pregnant  women  with  syphilis.  As- 
sisting the  part-time  clinician  in  charge  are  a resi- 
dent and  an  interne.  During  the  evening  session, 


he  has  the  added  assistance  of  another  part-time 
physician. 

The  rest  of  the  staff  consists  of  two  Works  Prog- 
ress Administration  nurses  and  a clerk,  and  one 
nurse  from  the  Department  of  Public  Welfare  who 
spends  half  her  time  on  follow-up  work.  The  two 
nurses  who  are  well  trained  and  efficient  prepare  the 
reagents  and  supervise  the  treatment  of  the  patients 
by  medical  students.  The  clerk  must  spend  part 
of  her  time  in  the  general  office  work  of  the  Out- 
Patient  Department,  so  that  she  has  insufficient  time 
to  keep  the  records  of  the  syphilis  section  properly. 
This  affects  particularly  lapsed  cases,  pregnant 
women,  sources  and  contacts.  The  nurse  from  the 
Bureau  of  Health  is  able  to  spend  but  half  her  time 
to  follow  up  such  cases  as  the  physician  deems  nec- 
essary. This  means  that  lapsed  infectious  cases, 
sources  and  contacts  remain  practically  untouched. 

Accepted  standards  of  treatment  procedure  are 
carried  out.  Arsphenamine,  neoarsphenamine  and 
bismuth  are  the  antisyphilitic  drugs  used.  There 
are  no  facilities  for  doing  darkfield  examinations  in 
the  section.  Lumbar  punctures  are  done  on  a very 
small  percentage  of  the  cases.  Roentgenologic  ex- 
aminations of  the  chest  in  suspected  cases  of  cardio- 
vascular syphilis  are  made  occasionally  with  a cost 
of  $6.00  to  the  patient. 

It  was  found  that  only  17  per  cent  of  early 
syphilitic  cases  in  this  clinic  received  twenty  or  more 
injections  of  an  arsenical  and  appropriate  heavy 
metal  which  means,  literally,  that  only  17  per  cent 
were  rendered  noninfectious.  The  other  83  per  cent 
were  permitted  to  lapse  from  treatment  and  become 
public  health  problems. 

In  an  analysis  of  1 1 1 pregnant  women  registered 
at  the  clinic  and  found  to  have  syphilis,  fifty  cases 
or  45  per  cent  received  no  antisyphilitic  therapy  dur- 
ing this  pregnancy.  Sixty-one  women  received  an 
arsenical,  an  average  of  3.3  injections  per  patient 
with  but  eight  patients  receiving  ten  or  more  in- 
jections. Sixteen  of  the  1 1 1 patients  received  a 


Medical  College  of  Virginia  Out-Patient  Department  Patient  Treatment  Visits  for  Venereal  Diseases 
NEW  OLD 


White  Colored  White  Colored  Total  Grand 

Section  MFMFM  F MF  M F Total 


Derm.  & Syph.  (Adult)  78  62  163  143  2,024  1,907  4,380  5,697  6,645  7,809  14,454 

Svph.  (Child)  7 3 14  10  315  322  777  1,139  1,113  1,474  2,587 

G.  U. 166  7 399  1 1,309  174  3,717  142  5,591  324  5,915 

Gyn.  (Child) __  3 ___  12  162  231  410  

Gyn.  (Adult) __  69  ___  298  399  2,086  2,852  
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heavy  metal,  an  average  of  5.6  injections  per  patient 
and  none  received  adequate  therapy.  Further,  of 
the  111  pregnant  women  with  syphilis,  only  thirty- 
five  registered  before  the  fifth  month  of  pregnancy. 

In  this  condition,  where  syphilis  takes  such  a 
heavy  toll,  it  is  particularly  essential  that  treatment 
of  the  infected  mother  begin  before  the  fifth  month 
of  pregnancy  and  that  it  include  at  least  ten  in- 
jections of  an  arsenical  compound  and  ten  of  a heavy 
metal.  An  untreated  pregnant  woman  has  only  a 
1 7 per  cent  chance  to  deliver  a living  nonsyphilitic 
baby,  whereas,  if  adequate  treatment  is  given,  start- 
ing before  the  fifth  month  of  pregnancy,  she  has  a 
91  per  cent  chance  to  deliver  a living,  nonsyphilitic 
child. 

The  records  of  cases  in  this  section  are  kept  on  a 
unit  card  along  with  notations  from  other  sections, 
with  the  result  that  confusion  is  inevitable.  One 
may  have  to  hunt  through  several  pages  to  find  the 
last  progress  note  from  the  syphilis  section,  causing 
the  clinician  extra  work  and  the  loss  of  valuable 
time. 

Child  Syphilis  Clinic 

The  child  syphilis  clinic  meets  two  mornings  a 
week,  one  for  white  patients  and  one  for  colored. 
The  personnel  includes  the  same  two  Works  Prog- 
ress Administration  nurses  who  work  in  the  Adult 
Section  and  one  untrained  social  worker  and  clerk 
combined,  who  divides  her  time  with  the  Vulvovagin- 
itis and  the  Pediatric  Sections.  She  has  no  auto- 
mobile for  follow-up  work  and  therefore  must  travel 
by  bus  or  street  car  on  a pass  which  circulates  for 
the  use  of  others  and  is  not  always  available.  Cases 
visited  are  those  designated  by  the  physician  in 
charge  of  this  section,  usually  lapsed  infectious  cases. 
A maximum  of  two  visits  may  be  made  to  any  one 
case  requiring  follow-up  attention;  usually  only  one 
visit  is  made.  The  results  of  this  follow-up  work 
are  very  unsatisfactory;  no  records  are  available. 
All  things  considered,  with  an  untrained  worker, 
no  regular  means  of  transportation  and  dividing 
her  time  between  three  clinics  as  well  as  acting  as 
clerk,  the  results  could  be  nothing  but  unsatisfactory. 

There  were  thirty-four  new  patients  registered  in 
this  section  last  year  and  a total  of  2,587  treatment 
visits.  The  mother  and  child  may  both  be  treated 
here  and  this  is  a tremendous  advantage.  Standard 
treatment  procedures  are  carried  out.  Lumbar  punc- 
tures are  performed  rarely.  Roentgenologic  exami- 


nations in  suspected  bone  syphilis  are  done  occa- 
sionally with  a cost  of  $6.00  or  more  to  the  patient 
but  this  charge  is  prohibitive  for  most  patients.  The 
greatest  omission  in  this  clinic  is  the  lack  of  trained 
follow-up  personnel. 

Vulvovaginitis  Section 
This  section  is  held  one  morning  a week.  The 
personnel  consists  of  one  student  nurse,  one  Works 
Progress  Administration  nurse  and  the  Works  Prog- 
ress Administration  social  worker  described  pre- 
viously. 

The  majority  of  the  cases  receive  local  treatment 
of  either  10  per  cent  argyrol  or  2 per  cent  aqueous 
mercurochrome.  A few  cases  are  given  intradermal 
Corbus-Ferry  Gonococcus  Filtrate,  once  a week. 
Theelin  and  similar  endocrine  products  are  not  used 
because  of  their  cost.  Mothers  are  advised  to  ad- 
minister at  home  sitz  baths  twice  a day  as  well  as 
injections  of  10  per  cent  mercurochrome  twice  a day. 
Smears  are  taken  at  each  visit. 

The  Gram  stain  is  used  for  diagnosis  and  for  evi- 
dence of  cure.  Negative  clinical  findings  and  three- 
negative  vaginal  smears  at  weekly  intervals  are  the 
criteria  for  cure. 

Adult  Gynecology  Section 
The  Adult  Gynecology  Section,  where  a large 
proportion  of  the  cases  have  gonorrhea,  has  three 
morning  and  five  afternoon  sessions  a week.  Six 
physicians  alternate  in  the  direction  of  the  activities. 
There  is  one  graduate  and  one  student  nurse.  Treat- 
ment consists  of  topical  applications  of  10  per  cent 
silver  nitrate  and  glycerol  and  ichthyol  tampons.  Pa- 
tients are  advised  to  use  hot  douches  at  home  three 
times  a day.  Last  year  there  was  2,852  treatment 
visits.  There  is  no  attempt  at  follow-up  because  of 
lack  of  personnel. 

Genitourinary  Section 
The  Genito-urinary  Section  treats  mainly  gonor- 
rheal infections.  During  the  fiscal  year  1935-1936, 
there  were  5,915  treatment  visits  to  this  section. 
Seven  physicians  alternate  in  the  direction  of  ac- 
tivities of  the  five  afternoon  sessions.  There  are 
neither  nurses  nor  social  workers  and  no  attempt 
is  made  at  follow-up  work.  The  usual  accepted 
treatment  program  is  performed,  anterior  and  pos- 
terior irrigations  with  potassium  permanganate  and 
sounds  and  massage  before  discharge.  The  patient 
reports  to  the  section  twice  a week.  Darkfield  ex- 
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aminations  are  made  in  this  section  only,  either  by 
students  or  an  attendant.  The  patient  with  a penile 
lesion  is  sent  to  this  section  on  admission  and  a 
darkfield  examination  is  made.  If  this  is  found 
to  be  positive,  the  patient  is  transferred  to  the  syph- 
ilis section,  but  there  is  no  check  to  determine  that 
he  reports  to  that  section.  Gram  stains  are  used 
for  gonococcus  smears. 

Laboratory  of  the  Medical  College  of 
Virginia 

The  laboratory  is  under  the  direction  of  the  Pro- 
fessor of  Bacteriology.  Another  person  is  in  imme- 
diate supervision,  however,  with  one  trained  assist- 
ant. 

The  Kline  diagnostic  is  used  as  a routine  sero- 
logic test.  On  all  doubtful  or  positive  results  from 
the  above  test,  a modified  Kahn  is  used  for  con- 
firmation. A total  of  15,684  serologic  tests  was 
performed  during  ten  months  of  1935.  There  is  no 
periodic  clinical  control  of  these  tests  nor  are  there 
any  cross  checks  with  other  laboratories. 

The  Gram  stain  is  used  exclusively  on  all  smears 
for  gonococci.  There  were  409  of  such  slides  ex- 
amined during  nine  months  of  1935. 

The  performance  of  darkfield  examinations  is  not 
a routine  service  of  the  laboratory.  Approximately 
five  were  done  during  the  year  1935. 

The  Mothers’  and  Children’s  Clinic 

The  Mothers’  and  Children's  Clinic,  commonly 
known  as  the  Venable  Street  Clinic,  is  conducted  by 
the  Bureau  of  Health.  It  is  associated  with  two 
other  clinics,  Child  Welfare  and  Prenatal,  making 
it  a true  polyclinic.  Patients  with  syphilis  are  re- 
ferred from  the  Prenatal  Clinic  at  the  same  address 
and  also  from  the  South  Side  Prenatal  Clinic.  One 
clinic  session  a week  is  held. 

Personnel  includes  a contract  physician  and  two 
nurses.  One  of  these  spends  the  remainder  of  her 
time  outside  the  clinic  in  the  tuberculosis  work  while 
the  other  does  nothing  but  venereal  disease  control, 
being  the  same  one  who  conducts  the  Jail  Clinic  and 
does  follow-up  work  at  the  Medical  College  Clinic. 

There  were  291  new  patients  in  the  two  prenatal 
clinics,  seventy-three,  or  25  per  cent,  of  whom  had  a 
positive  serology.  Last  year,  besides  these  seventy- 
three  prenatal  cases  with  syphilis  there  were  fifty- 
six  post-natal  cases,  the  latter  returning  for  anti- 
syphilitic therapy  after  delivery.  In  many  cases, 
both  mother  and  child  are  treated.  There  was  a 


total  of  386  treatment  visits.  In  the  group  of  sev- 
enty-three pregnant  women  treated  and  delivered, 
fourteen  registered  before  the  fifth  month  of  preg- 
nancy and  received  an  average  of  fifteen  injections 
of  neoarsphenamine  per  patient.  The  remaining 
fifty-nine  patients,  registering  during  or  after  the 
fifth  month,  received  an  average  of  ten  injections 
of  neoarsphenamine.  Bismuth  was  given  to  certain 
cases  but  not  as  a routine  procedure.  All  cases  of 
gonorrhea  are  referred  to  the  Medical  College  Clinic. 


Resui.t  of  Pregnancies  of  Syphilitic  Mothers 


Number  of 
syphilitic  Number 
mothers  delivered 

Live 

births 

Still- 

births 

Miscar- 

riages 

Not 

delivered 

W C T 

7 66  73 

W C T 

5 52  57 

W C T 

5 48  53 

WCT 
0 2 2 

WCT 
0 2 2 

W C T 
2 14  16 

Forty-three  mothers  returned  for  a postnatal  Was- 
sermann,  of  whom  seventeen  were  positive.  Thirty- 
nine  babies  were  tested  and  only  four  were  found 
to  have  a positive  serology. 

The  public  health  nurse  visits  every  case  each 
week  following  treatment.  All  lapsed  cases  are 
visited  and  an  attempt  to  secure  sources  and  con- 
tacts is  made  but  has  not  been  very  successful. 

City  Home 

During  the  fiscal  year,  1935-1936,  there  were  at 
the  City  Home  144  cases  of  syphilis  and  114  cases 
of  gonorrhea.  Treatment  is  under  the  direction  of 
four  medical  students,  each  treating  a different 
group,  that  is,  male  white,  male  colored,  female 
white,  female  colored.  There  was  no  definite  time 
set  for  clinic  periods,  dependence  being  placed  upon 
the  available  time  of  the  students.  The  most  im- 
portant group  at  this  institution,  as  far  as  venereal 
diseases  are  concerned,  are  the  pregnant  women. 
Last  year,  there  were  123  of  these  registered,  seven- 
teen of  whom  had  a positive  Wassermann  before  de- 
livery, or  approximately  14  per  cent.  Practically 
all  of  these  seventeen  came  in  on  the  day  of  delivery 
or  but  a short  time  before,  making  treatment  im- 
possible. However,  each  of  the  five  cases  who  did 
register  several  months  early,  received  over  ten  in- 
jections of  an  arsenical  and  the  cord  Wassermann 
was  negative  in  all  of  these  cases.  One  mother  re- 
ceived three  injections  of  neoarsphenamine  and  the 
cord  Wassermann  was  negative.  Among  the  remain- 
ing eleven  mothers  with  positive  serology  who  did  not 
receive  antisyphilitic  therapy,  there  were  six  who 
had  a strongly  positive  cord  Wassermann,  or  over 
50  per  cent. 
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Following  delivery,  only  one  case  received  ade- 
quate therapy.  When  the  child  is  syphilitic,  at- 
tempts are  made  to  have  both  mother  and  child  re- 
turn to  the  City  Home  or  go  to  the  Medical  College 
Clinic  for  treatment.  However,  since  there  is  no 
personnel  for  follow-up,  the  efficiency  of  these  ef- 
forts is  not  known  and  is  extremely  doubtful. 

Gonorrhea  is  treated  by  these  same  medical  stu- 
dents, dividing  the  groups  as  for  syphilis.  Usual 
treatment  methods  are  in  force. 

Number  of  patients  Number  of  treatments 


Neo  Bismuth 

Syphilis  1+4  602  596 

Gonorrhea 11+  +03 


City  Jail 

A venereal  disease  clinic  is  maintained  by  the 
Department  of  Public  Welfare  at  the  City  Jail  for 
the  treatment  of  persons  sentenced  because  they  have 
syphilis  or  gonorrhea  and  for  those  persons  serving 
a sentence  for  some  other  reason  and  found  to  be 
infected.  During  the  year  1935,  there  were  115 
inmates  treated  for  syphilis  and  twenty  for  gonor- 
rhea. The  syphilis  clinic  is  held  <?nce  a week  un- 
der the  direction  of  a contract  physician,  lasting 
from  thirty  to  sixty  minutes.  The  patients  are  given 
six  injections  of  neoarsphenamine  but  rarely  is  a 
heavy  metal  used.  There  is  no  provision  for  dark- 
field  examination,  lumbar  puncture  or  roentgenologic 
work.  Gonorrhea  is  treated  by  a senior  medical 
student  but  no  record  is  kept  of  this  work. 

Attempts  to  follow-up  these  cases  after  release  to 
provide  further  treatment  and  render  them  perma- 
nently noninfectious  are  ineffectual  because  of  lack 
of  personnel.  It  has  been  hampered,  too,  by  the  in- 
correct addresses  given  by  the  prisoners.  The  nurse 
attending  this  clinic  is  the  same  one  who  works  at  the 
Medical  College  and  the  Venable  Street  Clinics. 

Industry  Groups 

There  has  been  no  effort  by  the  Bureau  of  Health 
to  enlist  the  aid  of  industries  in  the  diagnosis  and 
treatment  of  syphilis  and  gonorrhea.  Certain  in- 
dustries are  doing  some  work  in  this  field,  quite 
independent  of  the  Health  Department. 

duPont  de  Nemours  takes  an  annual  serologic 
test  on  all  employees.  Those  found  to  be  infected 
are  required  to  take  a standard  form  of  treatment 
from  their  private  physician  and  must  bring  a slip 
to  the  company  physician  each  week,  signed  by  their 
physician,  noting  the  treatment  they  received.  Fail- 
ure to  take  treatment  results  in  dismissal.  A sero- 


logic test  is  performed  on  all  applicants  for  employ- 
ment and  those  with  a positive  result  are  rejected. 

The  American  Tobacco  Company,  through  their 
physicians,  have  taken  serologic  tests  on  all  their 
employees.  This  is  done  annually  on  newer  em- 
ployees. Those  found  to  be  infected  are  treated  if 
they  have  been  employed  five  years  or  longer;  other- 
wise, they  are  discharged.  . Workers  in  the  cafe- 
teria are  required  to  have  a serologic  test  every  six 
months.  Positive  cases  are  not  reported  to  the 
Bureau  of  Health. 

The  Nolde  Bakery  discharges  any  employee  with 
a positive  serologic  test.  There  may  be  other  in- 
dustries in  Richmond  with  some  sort  of  a venereal 
disease  program,  but  it  was  impossible  to  obtain  a 
record  of  them. 

Among  certain  accident  insurance  groups,  such  as 
policemen,  firemen  and  taxi-drivers,  only  on  the  lat- 
ter are  Wassermann  tests  mandatory. 

A Suggested  Program 

The  ineffectiveness  of  the  present  program  has 
been  shown  by  the  recent  survey  of  Usilton.  She 
found  that  there  are  1,020  cases  of  early  acquired 
syphilis  annually  who  come  under  observation  or 
treatment  and  an  additional  1,272  who  seek  treat- 
ment in  the  late  stage  of  the  infection.  There  are 
2,724  patients  with  gonorrhea  who  seek  treatment 
each  year  in  Richmond.  It  was  further  ascertained 
that  there  are  1,222  patients  constantly  under  obser- 
vation or  treatment,  922  with  syphilis  and  300  with 
gonorrhea.  Forty  per  cent  of  all  venereal  disease 
patients  were  in  the  hands  of  private  physicians  and, 
of  these,  one-third  were  classified  as  of  poor  economic 
status  which  means  they  paid  little  or  nothing  for 
their  treatment.  As  a final  point,  it  is  desired  to 
emphasize  the  fact  that  less  than  one  out  of  every 
five  syphilitic  patients,  seeking  treatment  either  from 
the  private  physician  or  public  clinic,  remained  un- 
der this  therapy  long  enough  to  be  rendered  perma- 
nently noninfectious. 

With  the  present  problem  clearly  defined  and  the 
inadequacies  of  the  present  program  known,  it  is 
desired  to  present  a more  effective  program  for  the 
city  of  Richmond  which  can  deal  effectively  with 
this  enormous  plague. 

Parran1  has  outlined  the  four  objectives  in  a con- 
trol program  for  syphilis,  and  these  are  applicable 

1Parran,  Thomas,  Jr.,  Vcn.  Dis.  Inform.,  1935,  16  : 1, 
Washington,  D.  C. 
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to  the  whole  problem  of  venereal  diseases.  Briefly 
stated,  these  objectives  are: 

1.  Provision  of  adequate  diagnostic  and  treatment 
facilities. 

2.  Improvement  in  case  reporting  and  the  super- 
vision of  cases. 

3.  Intensive  and  complete  investigation  of  cases 
and  contacts. 

4.  Professional  and  public  education  in  matters 
pertaining  to  social  hygiene. 

I.  Administration  of  the  Program 

In  a health  department  as  large  as  that  in  the 
city  of  Richmond  it  is  absolutely  essential  that  the 
venereal  disease  work  should  be  integrated  in  close 
liaison  with  the  communicable  disease  division,  but 
it  should  be  directed  under  a separate  division  or 
subdivision  with  a high  degree  of  autonomy.  The 
program  should  be  directed  by  a full-time  venereal 
disease  control  officer.  The  venereal  disease  direc- 
tor must  be  a specialist  in  his  field,  capable  of  giv- 
ing expert  consultation  advice  on  diagnosis  or  treat- 
ment as  well  as  having  a knowledge  of  the  most 
effective  control  measures.  Extreme  care  should  be 
taken  in  the  selection  of  this  person,  for  upon  him 
will  depend  the  effectiveness  and  the  end-results  of 
the  program.  He  should  be  aggressive,  have  a pleas- 
ant personality,  be  endowed  with  considerable  tact 
and  be  an  interested  and  determined  fighter. 

Personnel  in  his  division  should  include  one 
stenographer  and  at  least  one  nurse  and  two  medical 
follow-up  workers,  specially  trained  for  this  type  of 
work.  The  nurse  should  perform  her  special  duties 
in  the  Mothers’  and  Children’s  and  the  Jail  Clinics 
and  in  addition  assist  in  follow-up  investigations. 
The  two  medical  follow-up  workers  should  per- 
form follow-up  activities  chiefly  for  the  Medical 
College  Clinics  but  be  under  the  supervision  of  the 
venereal  disease  control  officer. 

II.  Efidemiologic  Program 

In  a large  city  like  Richmond,  the  health  officer 
should  assume  responsibility  for  all  venereal  disease 
follow-up  work  for  clinics  and  private  physicians. 
Clinics  should  limit  their  activities  to  diagnosis  and 
treatment.  The  program  includes  two  important 
factors,  namely:  1.  Investigation  of  the  early  in- 
fectious case  from  the  standpoint  of  source  of  in- 
fection and  contacts,  extramarital,  marital  and  chil- 
dren. The  results  obtained  will  be  in  direct  pro- 
portion to  the  ability  of  the  medical  follow-up 


worker,  her  tact  and  power  of  persuasion  constitut- 
ing the  chief  means  she  has  for  obtaining  much 
valuable  information.  2.  Follow-up  of  lapsed  in- 
fectious cases.  This  service,  when  provided  to 
physicians,  must  insure  the  necessary  privacy  and 
professional  secrecy.  It  is  in  this  phase  of  the 
program  that  cooperation  between  law  enforcement 
agencies  and  courts  can  be  of  invaluable  assistance. 
There  must  be  some  means  for  the  compulsory 
treatment  and  quarantine  of  recalcitrant  infectious 
cases — those  persons  with  contagious  lesions  who 
refuse  treatment  and  refuse  to  observe  the  ordinary 
precautions  in  their  relationship  with  uninfected  sex 
partners,  children  and  others.  When  such  patients 
fail  to  respond  to  persuasion,  it  is  necessary  to  have 
the  full  cooperation  of  the  police  and  the  courts  in 
order  that  such  cases  can  be  made  to  take  treatment 
until  they  are  rendered  permanently  noninfectious. 

The  local  health  officer  in  Richmond  has  all  the 
authority  for  the  control  of  venereal  disease  that  he 
has  in  the  control  of  smallpox  or  meningitis.  “In 
his  discretion,  he  can.  placard  the  house  in  which  a 
case  of  syphilis,  gonorrhea  or  chancroid  is  found,  he 
can  quarantine  a patient  in  the  home  or  jail.”  If  a 
policeman  is  sent  out  for  a few  of  these  irrespon- 
sible, recalcitrant  individuals,  the  word  will  soon  be 
passed  around  and  lapsed  infectious  cases  will  not 
be  so  great  a problem. 

III.  Laboratory  Service 

Free  laboratory  service  for  all  physicians  is  a 
most  essential  factor,  including  darkfield  examina- 
tion, serologic  tests  for  syphilis  (blood  and  spinal 
fluid)  and  examination  of  gonococcal  smears.  The 
latter  two  are  being  done  by  the  Bureau  of  Health 
Laboratory  but  there  is  no  provision  for  darkfield 
examination.  This  is  necessary  if  one  is  to  diagnose 
syphilis  early  and  begin  treatment  immediately  in 
order  that  patients  will  not  only  be  rendered  non- 
infectious but  have  a greater  chance  for  cure.  This 
procedure  should  be  set  up,  preferably  in  the  present 
laboratory,  where  any  patient,  from  private  physician 
or  public  clinic  could  be  sent  for  immediate  exami- 
nation. Since  this  is  a highly  technical  procedure 
it  should  be  in  the  hands  of  a skilled  technician. 
Results  should  be  reported  by  telephone  as  well  as 
by  mail. 

Because  of  many  instances  where  it  will  be  im- 
possible for  the  patient  to  be  sent  to  the  laboratory 
for  a darkfield  examination,  it  is  considered  ad- 
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visable  to  initiate  the  indirect  darkfield  technic. 
The  capillary  tubes  in  which  the  physician  obtains 
secretion  from  the  lesion  may  be  sent  to  the  labora- 
tory in  convenient  mailing  tubes  or  left  at  one  of 
the  collecting  biological  stations.  Since  many  phy- 
sicians have  had  no  experience  with  this  method, 
and  its  value  depends  to  a large  degree  on  the  care 
and  skill  with  which  the  secretion  is  obtained,  an 
informative  campaign  would  be  advisable. 

Serologic  examinations  should  be  reported  as  posi- 
tive, doubtful  or  negative.  Standardization  of  sero- 
logic test  performances  and  interlaboratory  cross 
checks  on  comparable  specimens  are  necessary  to  in- 
sure efficient  service. 

IV.  Furnishing  of  Free  Antisyphilitic  Drugs 

to  Physicians  for  All  Cases 

This  procedure  is  considered  necessary  for  sev- 
eral reasons  but  primarily  to  help  lighten  the  finan- 
cial load  now  assumed  by  the  private  physician.  As 
was  stated  previously,  Usilton  found  that  one-third 
of  the  patients  treated  by  private  physicians  in 
Richmond  were  of  a poor  economic  group  which 
means  they  were  able  to  pay  little  or  nothing  for 
their  antisyphilitic  therapy.  The  physician  fur- 
nishes his  time,  office  and  experience  and  in  the 
past  has  also  supplied  expensive  antisyphilitic  drugs. 
The  furnishing  of  these  drugs  free,  for  all  patients, 
will  decrease  his  personal  expense  considerable. 
Neoarsphenamine  and  bismuth  should  be  the  drugs 
supplied.  These  could  be  made  available  to  the 
physicians  at  the  various  biological  stations  through- 
out the  city  or  sent  by  mail  from  the  Flealth  Depart- 
ment in  response'  to  individual  requests. 

V.  Public  Clinic  Facilities 

The  Medical  College  Out-Patient  Clinic  for  syph- 
ilis and  dermatology  treats  80  per  cent  of  the  clinic 
cases  and  yet  they  received  but  $1,800  from  the  city 
during  1935.  It  is  recommended  that  greater  finan- 
cial support  be  given  by  the  city  of  Richmond  since 
the  largest  part  of  their  problem  is  cared  for  in  this 
clinic.  The  clinic  itself  has  several  faults  but  these 
are  due  mainly  to  lack  of  funds  and  not  to  lack  of 
initiative  or  interest  on  the  part  of  the  Director  of 
the  Out-Patient  Department  or  the  clinicians  in  the 
several  sections. 

The  clinic  is  centrally  located,  easily  accessible 
and  is  a polyclinic,  all  most  essential  features. 
When  the  new  building  is  completed,  adequate  clinic 
space  should  be  available,  something  sadly  lacking 


at  present.  A general  criticism,  applicable  to  all 
the  sections  at  the  Medical  College  Out-Patient  De- 
partment, treating  venereal  diseases,  is  lack  of  per- 
sonnel. If  the  Works  Progress  Administration  nurses 
alone  were  removed,  it  is  doubtful  if  some  of  the 
sections  could  continue.  Clerical  force  is  very  in- 
adequate and  this  is  most  unfortunate  in  these  par- 
ticular clinics  where  it  is  essential  that  accurate 
records  be  kept  on  all  patients  with  regard  to  the 
treatment  received,  lapse  from  therapy,  information 
pertaining  to  sources  and  contacts,  and  many  other 
details  very  inadequately  handled  at  the  present 
time. 

The  records  kept  of  patients  are  most  confusing. 
One  may  have  to  look  through  several  pages  to  learn 
what  and  when  was  the  last  treatment.  A separate 
record  for  syphilis  and  gonorrhea  is  very  necessary 
for  the  efficient  and  intelligent  conduction  of  the 
clinic.  No  specific  recommendations  are  made  to 
remedy  this,  but  it  is  suggested  that  a representative 
visit  one  of  several  well-organized  clinics  and  from 
these  devise  a form  suitable  to  local  needs.  Every 
patient,  whether  transferred  or  transient,  should  be 
given  a record  of  his  antisyphilitic  treatment  and 
serologic  reports. 

Follow-up  of  lapsed  infectious  cases  and  investi- 
gation of  sources  and  contacts  are  not  performed 
with  any  degree  of  satisfaction  because  of  lack  of 
trained  personnel  but  it  is  thought  that  the  coopera- 
tion of  a larger  venereal  disease  follow-up  personnel 
of  the  Bureau  of  Health  will  aid  materially  in  this 
problem. 

This  is  important  not  only  for  syphilis  but  for 
gonorrhea,  particularly  vulvovaginitis  cases.  It  has 
been  estimated  that  10  per  cent  of  all  gonorrhea  in 
the  female  occurs  in  girls  under  fourteen  years  of 
age  as  a result  of  gonorrheal  vulvovaginitis,  and 
most  of  these  cases  are  contracted  in  the  home  from 
some  member  of  the  family.  Therefore,  source  and 
contact  examinations  are  very  essential. 

Special  suggestions  are  made  for  individual  clinics 
with  the  knowledge  that  a change  in  quarters  and  a 
larger  budget  will  automatically  remedy  many  of 
these. 

It  is  recommended  that  a separate  clinic  session 
be  held  for  pregnant  syphilitic  women.  This  is  ad- 
visable not  only  because  of  possible  embarrassment 
to  the  expectant  mothers  of  being  in  a large  public 
waiting  room  containing  both  colors  and  sexes  but 
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also  because  more  time  and  care  must  be  given  in 
the  diagnosis  and  treatment  of  such  cases. 

It  is  strongly  advised  that  the  present  practice  of 
permitting  medical  students  and  attendants  to  per- 
form darkfield  examinations  without  the  confirma- 
tion of  a skilled  technician  be  abolished.  All  dark- 
field  examinations  should  be  done  by  a skilled  tech- 
nician in  the  regular  laboratory.  It  is  more  valuable 
for  medical  students  to  learn  the  correct  procedure 
to  secure  secretion  from  suspicious  lesions  than  ac- 
tually to  carry  out  the  examination. 

The  only  suggestion  to  be  made  with  reference 
to  the  laboratory  of  the  Medical  College  is  that  their 
serologic  tests  be  periodically  controlled  by  cross 
checks  with  one  or  more  laboratories,  preferably  one 
performing  the  same  test.  The  reporting  of  the  re- 
sults of  serologic  tests  for  syphilis  by  the  terms  posi- 
tive, doubtful  or  negative  is  considered  better  than 
the  old  nomenclature,  one,  two,  three  and  four  plus. 

The  Mothers’  and  Children’s  Clinic  should  be 
under  the  direct  supervision  of  the  venereal  disease 
control  officer.  Good  work  has  been  done  consider- 
ing the  present  facilities  but  the  clinic  has  scarcely 
touched  the  surface.  Expectant  mothers  do  not  reg- 
ister early  enough  and  there  is  insufficient  follow-up 
after  delivery.  It  is  to  be  expected  that  the  general 
prenatal  care  and  epidemiologic  programs  will 
remedv  these  conditions.  In  order  that  treatment  be 
effective  in  pregnancy,  the  syphilitic  mother  must  be 
examined  before  the  fifth  month  of  pregnancy  and 
continuous  treatment  instituted  at  once.  She  and  the 
baby  must  be  followed  afterwards,  even  though  both 
are  negative  serologically.  The  present  practice  of 
the  nurse  seeing  each  patient  the  day  following 
treatment  is  considered  unnecessary. 

The  City  Home,  where  practically  all  of  the  active 
syphilitic  cases  are  pregnant  women,  has  the  same 
difficulty.  The  mothers  usually  register  only  a day 
or  two  before  delivery  and  there  is  no  way  to  follow 
them  after  delivery.  All  these  activities  should  be 
coordinated  by  the  venereal  disease  control  officer. 
The  practice  of  having  four  different  syphilis  clinics 
under  four  medical  students  is  poor  medical  and 
public  health  practice.  This,  again,  should  be  cor- 
rected by  the  venereal  disease  control  officer. 

The  Jail  Clinic  should  be  directed  by  the  venereal 
disease  control  officer,  thereby  eliminating  the  ex- 
pense of  a contract  physician.  At  present  the  prison- 
ers are  obtaining  inadequate  treatment  even  though 
they  may  be  sentenced  for  six  months.  They  are 


released  from  jail  but  no  effort  is  made  to  see  that 
they  continue  treatment,  even  though  infectious.  It 
would  appear  more  beneficial  and  certainly  more 
economical  to  place  these  “persons  of  ill  repute,” 
found  to  have  a venereal  disease,  on  probation,  with 
the  understanding  that  they  will  take  treatment  at 
the  Medical  College  Clinic.  Then,  if  they  refused 
to  report  for  such  therapy,  send  a policeman  after 
them  and  place  them  in  jail. 

VI.  Reporting 

The  Virginia  law  for  the  control  of  venereal  dis- 
ease, enacted  and  approved  in  1920,  designates 
syphilis,  gonorrhea  and  chancroid  as  the  venereal 
diseases.  It  states  further  that  any  physician  diag- 
nosing or  treating  any  of  these  diseases  shall  report 
such  case  immediately  in  writing  to  the  State  Board 
of  Health,  giving  the  age,  sex,  race,  date  of  onset 
and  probable  source  of  infection. 


Number  of  cases  re- 
source ported  to  Health  Dept. 

Number  of  cases 
obtained  by  survey 

Syphilis 

Gonorrhea  Syphilis 

Gonorrhea 

Private  physicians 

7+7 

1,81+ 

Public  clinics 

. 1,206 

6+4 

1,355 

700 

Hospitals  and  Insti 

- 

tutions  

- 

— 

190 

210 

Total 

. 1,206 

6+4 

2,292 

2,72+ 

Compare  the  above  figures  and  one  can  see  plainly 
the  inadequate  reporting  being  done.  No  one  can 
be  held  directly  responsible  for  this.  The  physicians 
will  not  report  because  nothing  is  done  about  it  and 
the  Bureau  of  Health  has  been  unable  to  do  any- 
thing because  of  lack  of  funds.  This  procedure 
calls  for  the  closest  cooperation  between  physician 
and  health  department.  Reporting  must  be  made 
convenient,  free  of  any  expense  to  the  physician  by 
the  provision  of  penalty  mailing  envelopes,  dis- 
tributed free,  and  there  must  be  assurance  that  these 
reports  will  be  kept  from  the  public,  preferably  un- 
der lock. 

VII.  Educational  and  Informative  Measures 
for  the  Public 

These  measures  are  most  important  if  it  is  ex- 
pected to  obtain  the  cooperation  of  the  public  in  the 
control  program.  They  should  be  planned  and  con- 
ducted by  the  venereal  disease  control  officer  by 
and  with  the  advice  of  the  Academy  of  Medicine 
and  the  Director  of  the  Bureau  of  Health.  Such  a 
program  should  consist  of  distribution  of  literature, 
articles  in  local  newspapers  and  periodicals,  moving 
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pictures,  lectures  and  radio  talks.  Venereal  dis- 
eases must  be  considered  and  taught  as  communica- 
ble diseases.  Sex  education  and  moral  issues  are 
the  primary  responsibility  of  the  educators  and  the 
ministers;  our  immediate  problem  as  physicians  is 
to  treat  venereal  diseases  with  the  scientific  methods 
available. 

VIII.  Cooperation  with  Industries 
As  shown  earlier  in  the  report,  several  of  the 
larger  industries  are  carrying  on  a venereal  disease 
program  of  their  own  but  there  has  been  no  coopera- 
tion with  the  Bureau  of  Health.  Under  the  direc- 
tion of  a full-time  venereal  disease  control  officer, 
such  a program  could  be  increased  and  integrated 
with  the  general  control  measures.  Serologic  re- 
ports from  these  industries  should  be  sent  to  the 
Bureau  of  Health,  and  epidemiologic  service  could 
be  applied  in  suitable  cases.  It  is  vitally  important 
that  a routine  serologic  test  be  done  on  all  employees 
to  prevent  the  late  crippling  manifestations  of  syph- 
ilis. 

IX.  Cost  of  Venereal  Disease  Program 
What  will  be  the  cost  of  the  above  program  ? Any 
such  statement  must  necessarily  be  a relative  one. 

The  following  items  should  provide  for  the  or- 
ganization of  reasonably  effective  measures: 

$4,000  Venereal  disease  control  officer. 

3.000  Two  medical  follow-up  workers. 

1,500  One  nurse. 

1.000  Stenographer. 

2,100  Free  drugs  to  private  physicians. 

7,350  Medical  College  of  Virginia  Out-Patient 
Department. 

2.000  Travel  expenses. 

1.000  Educational  program. 


$21,950  Total  budget. 

The  cost  of  supplying  free  drugs  to  private  phy- 
sicians is  based  on  the  finding  by  Usilton  that  there 
are  approximately  900  cases  of  syphilis  under  ob- 
servation or  treatment  at  all  times,  40  per  cent  or 
360  of  whom  are  cared  for  by  private  physicians 
and  one-third  or  120  of  these  are  of  poor  economic 
status.  It  is  estimated  that  $17.50  will  furnish  free 
drugs  necessary  to  provide  adequate  treatment,  a 
total,  of  thirty  injections  of  an  arsenical  compound 
and  interim  heavy  metal.  This  would  mean  a total 
cost  of  $2,100.00  for  approximately  120  cases. 


With  reference  to  the  subsidy  to  the  Medical 
College  of  Virginia  Out-Patient  Department,  the  esti- 
mate of  Baltimore  City  Clinics  is  used,  that  $0.35 
is  required  per  syphilitic  patient  per  treatment.  Us- 
ing this  estimate  for  adequate  treatment  as  recom- 
mended by  the  Cooperative  Clinical  Group,  there 
would  be  a cost  of  $14,700.00  for  the  600  patients. 
However,  since  this  is  a State  institution  and  many 
of  the  patients  come  from  the  surrounding  counties, 
it  is  believed  that  the  city  of  Richmond  should  be 
responsible  for  but  half  of  this  amount,  or  $7,350.00. 

Summary 

Very  briefly,  the  following  specific  recommenda- 
tions are  made  to  provide  an  adequate  Venereal  Dis- 
ease Control  Program  for  Richmond: 

1.  Venereal  disease  control  officer,  full  time. 

2.  One  nurse  and  two  medical  follow-up  workers 
full  time  to  venereal  diseases. 

3.  Increase  appropriation  to  a minimum  of 
$26,600.00. 

4.  Greater  financial  support  to  the  Out-Patient 
Department  of  the  Medical  College  of  Virginia. 

5.  Reorganization  of  Jail  Clinic,  Mothers’  and 
Children’s  Clinic,  and  City  Home,  under  the  direc- 
tion of  the  venereal  disease  control  officer  with  the 
necessary  financing  and  subsidies. 

6.  Provision  of  free  laboratory  service  to  phy- 
sicians, including  darkfield  examination,  direct  and 
indirect,  serologic  tests  for  syphilis  and  examination 
of  gonococcal  smears. 

7.  Provide  free  antisyphilitic  drugs  to  physicians 
for  all  patients. 

8.  Formation  of  an  epidemiologic  service  for  the 
purpose  of  returning  lapsed  infectious  cases  to  treat- 
ment and  to  search  for  sources  and  contacts. 

9.  Stimulation  of  reporting  by  private  physicians, 
hospitals  and  clinics  with  the  result  that  good  mor- 
bidity and  mortality  statistics  shall  be  available. 

10.  Development  of  an  informative  and  educa- 
tional program. 

11.  Cooperation  with  industries. 

Recommendation 

The  Medical  Society  of  Virginia  recently  adopted 
a comprehensive  and  practical  program  for  the  con- 
trol of  syphilis  throughout  the  State.  Many  of  the 
features  contained  in  this  program  apply  to  the  en- 
tire subject  of  venereal  disease  control.  It  is  recom- 
mended, therefore,  that  the  Richmond  Academy  of 
Medicine  and  the  Director  of  Public  Welfare  accept 
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the  recommended  program  of  the  Medical  Society  of 
Virginia  for  immediate  application  in  the  city  of 
Richmond. 

Addenda 

There  have  been  certain  improvements  in  the 
Medical  College  of  Virginia  Out-Patient  Depart- 
ment since  this  study  was  made.  It  is  desired  to 
note  these  changes. 

1.  In  regard  to  the  child-syphilis  clinic,  there  is 
now  a fully-trained  medical  social  worker  attached 
to  this  clinic.  She  gives  all  of  her  time  to  the  child- 
syphilis  clinic,  the  vulvovaginitis  clinic,  and  gen- 


eral medicine  clinic.  The  WPA  worker  who  had 
done  some  follow-up  visitations  and  clerical  work 
for  these  clinics  is  now  limiting  her  work  to  the 
clerical  side  entirely. 

2.  The  second  point  is  two  medical  social  work- 
ers in  the  adult  syphilis  clinic  and  the  prenatal 
clinic.  There  is  now  an  experienced  medical  social 
worker  on  a WPA  Project  to  work  in  the  adult 
syphilis  clinic,  and  a second  qualified  and  trained 
social  worker  on  a WPA  Project  who  is  assigned  to 
the  prenatal  clinic  and  to  the  nervous  and  mental 
clinic. 


MODERN  ASPECTS  OF  HEMATOLOGY.* 

J.  H.  Scherer,  M.  D., 

Department  of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Practically  neglected  for  more  than  two  hundred 
years,  hematology  has  come  into  its  own  during  these 
slow  development  of  technical  procedures  the  study 
of  the  blood  and  blood  forming  organs,  inspired  by 
the  epochal  discoveries  of  Minot  and  Whipple,  has 
proceeded  so  rapidly  during  the  past  decade  that 
last  ten  years.  From  an  obscurity  that  saw  only  the 
hematology,  sponsored  by  internal  medicine,  has 
progressed  to  take  its  place  alongside  of  the  other 
advanced  branches  of  medicine.  If  this  be  doubted 
one  need  only  glance  through  the  current  literature, 
or,  more  convincing,  trace  the  progress  of  our 
knowledge  of  this  largest  organ  of  the  body  from  the 
several  chapters  devoted  to  hematology  in  textbooks 
ten  years  ago  on  through,  first  the  small  book  of 
Janet  "\  aughan,  Whitby  and  Britton’s  larger  volume, 
and  finally  the  Handbook  of  Hematology,  four  com- 
plete volumes,  edited  by  Dr.  Hal  Downey,  of  the 
University  of  Minnesota,  which  shortly  are  to  come 
from  the  press. 

Nor  is  this  astonishing  if  one  looks  back  upon 
the  development  of  our  knowledge  of  the  widely 
scattered  ervthron,  as  Boycott  aptly  designated  the 
blood,  bone  marrow,  and  reticulo-endothelial  system, 
together  an  organ  considerably  larger  than  the  liver. 
Progress  has  been  slow  since  1673  when  Leeuwen- 
hoek described  “globules”  in  a drop  of  his  own 
blood  examined  with  his  simple  microscope.  It  was 

*Read  before  the  Richmond  Academy  of  Medicine  at  its 
meeting  on  January  12,  1937. 


1851  before  the  technical  difficulty  of  enumerating 
these  red  blood  cells  was  overcome.  Hemoglobin 
was  discovered  by  Funke  this  same  year,  and  two 
years  later  the  first  white  count  was  performed.  The 
next  twenty-five  years  saw  the  development  of  more 
accurate  means  of  determining  these  quantitative 
changes.  Erhlich’s  application  of  the  analine  dyes 
to  blood  smears  in  1879  marked  the  beginning  of 
qualitative  studies.  He  showed  that  the  lymphocy- 
tosis of  infection,  described  by  Virchow,  was  ac- 
tually a leukocytosis.  Here  qualitative  studies 
bogged,  as  if  it  were  enough  to  be  able  to  dis- 
tinguish a leukocyte  from  a lymphocyte  or  a 
monocyte.  That  this  is  essentially  true  is  evidenced 
today,  just  fifty-seven  years  later,  in  the  all  too 
frequent  query  of  the  laboratory:  “What’s  his  count, 
how  many  polys?”.  The  average  physician  who 
would  be  insulted  at  any  insinuation  that  he  could 
not  distinguish  one  cardiac  murmur  from  another 
gladly,  even  proudly  at  times,  will  admit  that  he 
“knows  nothing  about  the  blood”.  As  a consequence 
the  task  of  carrying  on  in  hematology  has  been  left 
to  the  inadequately  trained  technician.  The  result 
has  been  the  repetition  of  the  same  things  we  have 
known  for  years:  the  white  count  and  the  differential. 

Discovery  of  the  role  of  liver  in  pernicious  anemia 
served  as  a stimulus  to  investigative  work  by  more 
trained  workers.  From  these  more  able  investigations 
have  come  the  rapid  advances  of  the  last  few  years. 
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Quantitative  studies  have  given  way  to  qualitative 
approaches. 

Although  Hedin  attempted  volumetric  determi- 
nations in  1890  it  remained  for  Haden,  Osgood,  and 
Wintrobe  to  develop  the  modern  hematocrit.  Capps, 
in  1905,  made  reasonably  accurate  cell  volume 
determinations.  Had  this  study  of  cell  size  been 
followed  I feel  sure  that  the  somewhat  constant 
macrocytosis  of  liver  disease  would  have  hinted  at 
the  cause  of  pernicious  anemia  years  before  the 
studies  of  Minot  and  Whipple  worked  out  this  rela- 
tionship. The  hematocrit  has  become  established  as 
an  integral  part  of  every  complete  blood  study, 
affording  as  it  does,  an  accurate  method  of  grouping 
anemias  into  classes  based  on  cell  size  and  hemo- 
globin content. 

The  old,  vague  classification  of  “primary”  and 
“secondary”  anemias  has  been  discarded,  for  now 
we  know  that  most  anemias  fall  into  groups  which 
are  characterized  by  increase  or  decrease  in  cell  size 
and  normal  or  lowered  hemoglobin  content.  Having 
determined  that  an  anemia  is  macrocytic  or  micro- 
cytic, hyperchromic  or  hypochromic,  it  remains  only 
to  find  the  involved  deficiency  or  deficiencies,  for 
more  and  more  we  are  finding  that  there  are  mixed 
types.  Or  again,  the  recognition  of  an  underlying 
toxic,  metabolic,  hemolytic,  congenital,  or  other  path- 
ological state  is  made  the  more  readily  possible.  I 
do  not  mean  that  the  hematocrit  is  a substitute  for 
the  study  of  the  patient;  rather  is  such  a determi- 
nation, as  is  the  case  with  all  laboratory  procedures, 
merely  a part  of  the  approach  to  the  diagnosis  of  a 
disease. 

Further  research  has  shown  that  the  macrocytic 
hyperchromic  anemias  are  associated  with  deficiency 
of  an  erythrogenic  maturing  factor  contained  es- 
pecially in  liver.  Hypochromic  anemias,  on  the  other 
hand,  are  dependent  most  often  on  a deficiency  of 
iron  or  some  pathological  state  which  leads  to  es- 
sentially the  same  result.  Hematocrit  determinations, 
quite  easily  performed  in  any  laboratory,  allow  com- 
paratively accurate  differentiation,  and  treatment 
can  then  be  instituted  on  a rational  basis.  I cannot 
stress  this  too  strongly.  All  too  frequently  the  intern- 
ist is  faced  with  the  patient  whose  diagnostic  problem 
has  been  made  unnecessarily  complex  because  of 
“shot-gun”  therapy,  as  Dr.  Minot  has  characterized 
the  indiscriminate  use  of  liver  and  iron.  Nor  is  the 


useless  expense  to  the  patient  inconsiderable  in  such 
cases.  Liver,  especially,  is  expensive. 

I have  mentioned  the  macrocytosis  of  liver  disease. 
One  cannot  become  interested  in  hematology  without 
soon  finding  that  there  exists  a very  close  relation- 
ship between  the  liver  and  the  blood.  Exemplified 
by  the  macrocytosis  and  leukopenia  of  cirrhosis  and 
rapidly  developing  macrocytic  anemia  of  the  toxic 
hepatoses,  this  relationship  has  been  attributed  to  a 
capacity  on  the  part  of  the  liver  to  store  the  per- 
nicious anemia  or  erythrogenic  maturing  factor. 
Investigations  now  in  progress  at  the  Medical  Col- 
lege of  Virginia  indicate  that  the  liver  plays  an  even 
more  definite  role  in  ervthrogenesis.  As  a matter  of 
fact,  I am  coming  to  believe  that  hematocrit  determi- 
nations and  study  of  the  blood  smear  offer  one  of 
the  most  reliable  of  liver  function  tests.  Unfortu- 
nately, as  with  other  liver  function  tests,  the  macrocy- 
tosis does  not  appear  until  late,  usually  only  after 
the  blood  count  has  fallen  to  about  3,500,000  cells. 
Nevertheless,  studies  of  the  blood  appear  to  offer 
possibilities  for  differentiating  the  various  diseases  of 
the  liver,  one  from  another,  as  well  as  distinguishing 
parenchymal  liver  damage  from  other  diseases.  I 
say  “parenchymal  liver  damage”  because  it  appears 
that  it  is  only  the  destruction  of  the  liver  cells  them- 
selves that  is  mirrored  in  the  blood,  obstructive 
lesions  giving  rise  to  little  or  no  change. 

The  addition  of  the  supra-vital  technique  to  the 
study  of  blood  is  a comparatively  recent  contribution. 
Although  most  of  us  are  insufficiently  trained  in  this 
field  to  use  this  method  of  studying  the  living  blood 
cell  to  any  practical  advantage,  the  work  of  students 
of  Sabin,  Doan,  and  Cunningham  is  adding  con- 
siderably to  our  knowledge.  This  is  especially  true 
in  the  fields  of  tuberculosis,  the  lymphosarcoma  and 
leukemia  groups,  and  Hodgkin’s  Disease.  The  com- 
bining of  the  various  schools  of  thought  through  the 
more  universal  application  of  all  available  methods 
of  blood  study  remains  for  the  future.  Up  to  the 
present  each  school  has  confined  itself,  because  of 
insufficient  experience  in  other  methods,  to  tissue 
preparations,  supra-vital  technique,  or  the  stained 
film.  This  apparent  failure  to  see  some  value  in  the 
other  fellow’s  method  has  proved  a drawback  to 
hematology  which  will  be  overcome  as  men,  schooled 
in  all  of  the  several  methods,  begin  to  enter  the  field 
as  now  they  are.  An  enormous  training  is  required 
to  master  all  three  techniques. 


318 


Virginia  Medical  Monthly 


[September, 


Until  recently  our  knowledge  of  the  bone  marrow 
had  been  gained  entirely  from  post-mortem  studies 
of  this  structure.  Rarely  biopsy  of  the  tibia  was 
resorted  to.  Now,  there  is  ample  opportunity  for 
study  of  the  blood  forming  marrow  through  the  use 
of  the  comparatively  simple  sternal  biopsy.  A small 
button  of  marrow  is  removed  from  the  sternum,  fixed, 
and  studied  as  in  any  biopsy.  Even  more  simple  is 
the  sternal  puncture,  an  office  procedure  enabling 
the  physician  to  study  cells  aspirated  from  the  bone 
marrow.  Both  of  these  methods  are  being  used  ex- 
tensively in  many  medical  centers,  often  contributing 
valuable  information  in  puzzling  cases.  The  greatest 
use  of  either  procedure,  however,  will  remain  prob- 
ably in  the  field  of  research,  offering  here  an  ex- 
tremely effective  means  of  studying  the  earlier  blood 
cells.  After  a considerable  experience  with  sternal 
punctures,  I am  of  the  opinion  that  their  biggest 
practical  value  is  in  the  diagnosis  of  the  leukopenic 
leukemias  and  in  substantiating  the  diagnosis  of 
certain  other  blood  dyscrasias. 

More  important  than  any  of  these  procedures  are 
the  recent  advances  made  in  hematology  through  the 
study  of  the  cells  themselves.  Arneth  and  Shilling 
stimulated  some  interest  in  qualitative  changes 
through  their  contributions  some  twenty-five  years 
ago.  Several  modifications  of  the  Schilling  count 
have  simplified  this,  the  filament-non-filament  count 
now  generally  in  use,  offering  a sharp  line  of  de- 
marcation on  which  all  can  agree. 

Internists  interested  in  hematology  are  placing 
greater  dependence  in  a thorough  study  of  the  blood 
film,  that  is,  in  cell  morphology.  It  is  curious  that, 
biopsy  conscious  as  we  have  been  in  every  other 
field,  this  most  readily  accessible  biopsy  of  the 
largest  organ  of  the  body  has  been  neglected  all  these 
years.  Now1  appreciative  of  the  value  of  these 
morphological  studies  as  an  aid  both  in  diagnosis 
and  prognosis,  many  of  the  larger  institutions  have 
established  departments  of  hematology.  These,  act- 
ing as  consultation  services,  study  blood  smears  just 
as  tissues  are  studied  in  pathological  institutes. 

The  first  prerequisite  to  such  a study  is  a 
thorough  appreciation  of  the  appearance  of  the 
normal  blood  smear,  its  cells,  and  the  staining  of 
these  cells.  Above  all  the  staining  must  be  consistent. 
In  the  Memorial  Laboratories  we  use  the  “Gruebler 
Wright’s”  stain,  accurately  time  the  staining,  and 
stain  for  the  red  cells.  If  the  red  cells  are  stained 


properly,  the  white  cells  will  take  care  of  themselves. 
The  film  is  studied  as  a picture,  cell  size,  regener- 
ative activity,  immaturity,  monocytic  response,  the 
shift,  the  appearance  of  the  individual  cells,  approx- 
imate counts  all  being  weighed.  Such  a study 
usually  will  enable  one  to  conclude  that  the  blood 
picture  is  consistent  with  this  or  that  disease  where 
a differential  diagnosis  is  being  considered,  or,  not 
infrequently,  result  in  the  suggestion  of  a new  ap- 
proach. 

Cirrhosis  of  the  liver,  for  instance,  is  often  con- 
fused with  peritoneal  carcinomatosis,  tuberculous 
peritonitis,  or  other  causes  of  ascites.  The  macro- 
cytic tendency  with  other  features  of  the  blood  pic- 
ture of  cirrhosis  generally  will  prove  helpful  in 
aiding  diagnosis.  Clasmatocytes  with  engulfed  red 
cells  may  offer  the  first  definite  evidence  of  the 
existence  of  a bacterial  endocarditis.  This  is 
especially  true  in  cases  of  acute  bacterial  endocar- 
ditis. The  finding  of  these  phagocytic  cells  is  not 
limited  to  this  disease;  they  are  seen  occasionally  in 
Malta  fever,  malaria,  typhoid  fever,  peritonitis  and 
septicemia.  Such  cells,  even  those  without  engulfed 
red  cells,  are  of  definite  diagnostic  value.  Fulmi- 
nating pulmonary  tuberculosis  frequently  may  be 
distinguished  from  pneumonia  on  morphological 
grounds.  Many  other  leads  may  be  gained  from 
blood  studies:  the  leuko-erythroblastic  picture  of 
metastatic  bone  tumors,  the  “greasy”  red  cells  of 
multiple  myeloma,  and  the  “hair  cells”  found  at 
times  in  some  types  of  carcinoma. 

I believe  that  surgery  has  much  to  expect  from 
hematology.  The  work  of  Rosenthal,  in  particular, 
has  served  to  re-create  interest  in  toxic  changes  in 
blood  cells.  I have  been  particularly  interested  in 
these  changes,  and  now  the  toxic  manifestations  of 
blood  films  have  become  a routine  part  of  our  re- 
ports. To  place  emphasis  on  quantitative  changes 
alone  is  to  be  dependent  upon  a reserve  force,  the 
bone  marrow.  This  is  important,  of  course,  but  is 
it  not  more  logical  to  expect  more  valuable  in- 
formation from  a study  of  the  condition  of  the  cells 
that  have  been  at  the  scene  of  battle? 

With  proper  and  consistent  staining  one  soon  finds 
that  the  polymorphonuclear  cells  undergo  definite 
changes  when  subjected  to  inflammatory  conditions; 
the  more  severe  and  widespread  the  condition,  the 
greater  the  changes.  The  nucleus  is  first  affected, 
the  earliest  change  being  a swelling  with  a loss  of 
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the  chromatin-para-chromatin  relationship.  Budding 
of  the  nucleus  also  is  commonly  seen.  More  im- 
pressive are  the  alterations  in  the  cytoplasm.  A 
basophilic  degeneration  takes  place,  the  granules 
retracting  to  leave  small  buds  of  sky  blue  cytoplasm 
at  the  periphery  of  the  cell.  Ordinarily  inconspic- 
uous, the  neutrophilic  granulation  becomes  obvious, 
the  granules  prominent  and  darker,  tending  toward 
basophilia.  As  the  degeneration  progresses  the 
granules  become  larger,  variable  in  size,  and  irreg- 
ularly distributed.  The  underlying  cytoplasm,  ordi- 
narily neutrophilic,  may  become  slate  blue,  a dirty 
gray,  or  disappear  entirely.  Vacuoles  may  develop. 
There  are  also  definite  changes  in  monocytes.  Under 
certain  toxic  conditions  these  lose  their  fine 
azurophylic  granulation,  the  cytoplasm  becoming 
filled  with  large  irregular  basophilic  granules.  Then, 
too,  one  sees  vacuolated  monocytes  with  a sunset  like 
coloring  in  the  region  of  the  indentation  of  the 
nucleus.  These  appear  different  from  the  monocyte 
ordinarily  seen  and  probably  represent  the  irritation 
forms  described  in  supra-vital  staining.  This 
monocytic  activity  seems  to  represent  response  to 
inflammatory  involvement  of  large  areas  of  tissue, 
endothelial  surfaces  in  particular,  and  is  commonly 
a part  of  the  picture  of  peritonitis,  empyema, 
tuberculosis,  and  lung  abscesses.  Plasma  cells  in  any 
great  number  suggest  peritoneal  or  pleural  inflam- 
matory conditions.  All  of  these  toxic  degenerative 
changes  are  present  somewhat  in  proportion  to  the 
insult  to  which  the  cells  are  subjected. 

It  is  in  the  evaluation  of  these  changes  that 
hematology  offers  a practical  contribution  to  surgery. 
In  the  Memorial  Laboratories  we  are  studying  the 
toxic  changes  in  suspected  appendices.  While  we 
have  made  mistakes,  it  appears  likely  that  we  shall 
be  able  to  distinguish  between  a severe  acute  ap- 
pendix and  that  removed  and  found  to  be  chronic  or 
normal. 


Morphological  studies  offer  an  excellent  possibility 
for  differentiating  abdominal  hemorrhage  from  peri- 
tonitis. The  quantitative  changes  in  these  cases  are 
similar,  the  qualitative  totally  different.  Generalized 
peritonitis  with  a low  count  is  not  infrequently  con- 
fused with  typhoid  fever,  or  the  pneumonia  patient 
is  considered  to  have  a surgical  disease.  These,  as 
well  as  other  surgical  diagnostic  problems,  are  con- 
ditions in  which  study  of  the  toxic  manifestitations 
may  prove  helpful.  In  the  field  of  gynecology,  the 
differentiation  of  salpingitis  from  ectopic  pregnancy 
appears  to  be  aided  by  smear  studies.  The 
otolaryngologist  has  reason  to  expect  help  in  follow- 
ing the  course  of  mastoid  infections.  Rosenthal  has 
shown  that,  while  the  total  count  and  shift  may  not 
be  appreciably  different  in  mastoid  infections  and 
their  more  serious  sequelae,  the  toxic  changes  reflect 
the  spread  of  the  infection  quite  accurately.  The 
field  is  new  but  extremely  interesting. 

In  closing,  I might  say  that  I do  not  wish  to 
leave  the  impression  that  blood  counts  are  to  be 
discarded.  As  a part  of  the  hemogram  they  are 
quite  valuable  at  times,  especially  in  determining 
absolute  figures.  Similarly  the  filament-non-filament 
count  is  helpful.  Both  are  procedures  easily  done 
by  any  technician.  But  to  stop  here  is  to  continue 
to  be  satisfied  with  methods  which  have  become 
routine  through  years  of  usage.  Nothing  is  more 
discouraging  than  the  continued  practice  of  looking 
upon  the  laboratory  as  a mere  counting  chamber. 
Routine  requests  deserve  and  get  routine  answers. 
Today  the  study  of  the  blood  offers  valuable  diag- 
nostic and  prognostic  information  to  the  physician 
who  will  equip  himself  and  train  his  technical  staff 
to  be  conscious  of  this  advantage.  Valuable  de- 
ductions are  within  the  grasp  of  the  student  of  mor- 
phology, and  it  is  my  plea  that  physicians  acquaint 
themselves  with  modern  hematological  advances  just 
as  they  have  followed  progress  in  cardiology, 
roentgenology,  and  other  branches  of  medicine. 


THE  TOBACCO  HEART.* 


Harry  Golston,  M.  D., 

Roanoke,  Va. 


The  question  arises,  should  one  class  the  tobacco 
heart  a disease  entity,  or  consider  it  a symptomatic 

*Read  before  the  Roanoke  Academy  of  Medicine,  Feb- 
ruary 1,  1937. 


and  clinical  condition  because  of  the  varied  find- 
ings produced  as  a result  of  smoking. 

The  use  of  tobacco  can  affect  individuals  as 
follows: 
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1.  Local  irritating  action  with  skin  manifesta- 
tions; this  is  noted  by  urticarial  wheals  or  erythemas 
which  are  not  persistent  in  character. 

2.  Pharmacological  action  (toxic) — due  to  the 
effect  of  nicotine  on  the  sympathetic  system  with 
the  subsequent  vasoconstriction  of  peripheral  vessels. 

3.  An  allergic  action — due  to  its  protein  mani- 
festations and  resultant  sensitization  as  demon- 
strated with  either  the  skin  patch  test  or  the  intra- 
cutaneous  use  of  the  tobacco  extract. 

4.  A psychic  action — in  which  the  individual 
shows  an  intolerance  to  the  odors  of  tobacco  or  the 
sight  of  one  smoking. 

We  will  endeavor  to  give  the  opinions  of  men 
who  have  devoted  great  study  to  this  physical  men- 
ace which  we,  as  a world,  regard  as  a pleasurable 
habit,  supposedly  harmless,  and  later  in  this  paper 
will  cite  two  cases,  one  of  a unifocal  irritation,  and 
the  other  multifocal  in  its  action  on  the  heart 
muscle. 

According  to  Paul  White1,  tobacco  causes  no 
actual  heart  disease,  but  if  used  in  large  amounts  or 
in  susceptible  people  may  excite  sino  auricular 
tachycardia,  premature  contractions,  paroxysmal 
tachycardia  or  in  extreme  cases  auricular  fibrillation. 
White  feels  that  the  tobacco  heart  is  not  one  of 
heart  disease  but  a temporary  cardiac  irritation. 

The  active  constituent  of  tobacco  is  nicotine2,  an 
acrid,  tarry,  volatile,  liquid  oil  which  is  exceed- 
ingly poisonous;  it  is  an  alkaloid  CjoH^Na  and  is 
considered  a mild  narcotic.  The  puffed  smoke  con- 
tains the  alkaloid  nicotine,  pyridine  and  its  deriv- 
atives carbon  monoxide,  several  aldehydes,  hydro- 
cyanic acid,  methyl  alcohol,  a volatile  oil  and  six 
to  thirty  parts  per  million  of  arsenic.  Baumberger 
estimated  that  the  average  cigarette  smoked  yields 
3.78  mgms.  of  nicotine  and  that  66  per  cent  is 
absorbed  by  the  mouth  and  up  to  88  per  cent  when 
inhaled.  Maddock  and  Coller  substantiated  this 
by  giving  the  same  amount  intravenously  to  habit- 
uated human  subjects  and  produced  the  same  effect 
on  blood  pressure,  pulse  rate  and  surface  temper- 
ature as  the  inhaling  or  smoking  of  one  or  two 
cigarettes.  It  also  has  been  proved  that  the  paper 
was  negligible  and  of  no  moment  by  Barker,  Wright 
and  Moffitt. 

In  an  experimental  study  by  Fisher3  and  Berry 
on  fifteen  physical  directors,  smokers  and  non- 
smokers,  they  noted  the  following: 

1.  Rate.  Cigarette  smoking  caused  an  increase 


in  the  heart  rate.  This  is  verified  by  Bastedo4  and 
Maddock  and  Coller;  the  latter  two  observed  in 
smoking  medical  students  a regular  rise  from  eight 
to  thirty-eight  beats  from  a single  cigarette,  with  a 
return  to  previous  rate  in  five  to  thirty  minutes. 

2.  Blood  Pressure.  Cigarette  smoking  maintained 
a blood  pressure  which,  under  the  circumstances  of 
the  experiment,  would  otherwise  have  dropped. 
Bastedo5  states  that  the  blood  pressure  may  rise 
with  each  smoke,  even  in  habitual  smokers.  Mad- 
dock'’ and  Coller  noted  that  in  eleven  young  men 
accustomed  to  smoking  twelve  to  twenty  cigarettes  a 
day,  a single  cigarette  resulted  in  a systolic 
increase  of  8 to  20  mm.  and  a diastolic  increase  of 
0 to  25  mm.,  with  a ,return  to  the  previous  level  in 
five  to  thirty  minutes.  Nicotine  tartrate  intraven- 
ously in  theoretically  corresponding  doses  acted  in  a 
similar  manner. 

On  the  other  hand,  there  may  be  no  drop  or 
change  in  blood  pressure  to  the  point  of  giving  the 
familiar  symptoms  of  collapse. 

Thomson'  and  Sheldon  found  that  one  cigar 
raised  the  pressure  in  35  per  cent,  lowered  it  in  45 
per  cent,  the  results  being  variable  from  day  to  day 
in  the  same  patient. 

Albutt8  found  tobacco  not  a cause  of  high  blood 
pressure.  Lauder9,  Brunton  and  Rolleston  find  that 
immoderate  smokers  tend  to  have  low  blood  pressures. 
Fisher10  and  Berry,  Parkinson  and  Koefod  have 
found  an  unraised  or  raised  blood  pressure  in  the 
horizontal  position,  while  in  the  erect  position  or 
after  mild  exercise  there  was  a significant  failure 
of  the  circulatory  system  to  respond  to  added  work. 

Schrumpf-Pierron11  note  that  since  the  war  the 
number  of  young  persons  having  hypertension  has 
increased.  This  they  feel  is  due  to  the  greater 
amount  of  smoking  in  young  adults,  and  corrobor- 
ated by  the  fact  that  these  blood  pressures  return  to 
normal  with  the  cessation  of  tobacco.  Bates12  in 
1922  showed  some  increase  in  systole  and  diastole, 
but  not  any  more  unusual  than  seen  from  various 
other  causes. 

Experimentally  these  seemingly  confusing  con- 
tradictory statements  regarding  rate,  rhythm  and 
blood  pressure  can  be  explained  to  the  satisfaction 
of  all  by  the  work  of  Hett13.  He  experimented  on 
the  isolated  heart  of  the  frog,  using  nicotine,  and 
noted  that  it  affected  the  cardiovascular  system  in 
two  different  ways: 

1.  Action  on  the  Heart — 
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(a)  Acted  on  the  pneumogastric  nerve,  causing 
a decrease  in  cardiac  rate,  which  may  proceed  to 
diastolic  stoppage;  tachycardia  was  the  usual  end- 
result. 

(b)  Action  on  the  intracardia  conducting  ele- 
ments, causing  extrasystoles  and  even  auriculo- 
ventricular  block. 

(c)  Action  on  the  cardiac  muscle  itself,  resulting 
in  a lessening  of  its  electrical  excitability. 

These  effects  confirmed  the  work  of  Clerc14  and 
Wiener. 

2.  Action  on  the  Arteries — 

(a)  Small  doses  of  nicotine  produce,  by  irri- 
tation of  the  vasmotor  centers,  vasoconstriction  and 
the  resultant  higher  arterial  tension,  and  are  usually 
accompanied  by  bradycardia. 

(b)  Strong  doses  induce,  by  paralyzing  the  same 
centers,  vasodilatation,  which  causes  lower  arterial 
tension  and  tachycardia. 

Animals15  given  small  doses  of  nicotine  over  a 
long  period  suffer  from  hypertrophy  of  the  heart, 
with  changes  in  the  myocardium  and  sclerosis  of 
the  coronaries,  as  well  as  lesions  of  the  intracardiac 
ganglia  and  hypertrophy  of  the  cortex  of  the 
suprarenals. 

Clinical  Study 

According  to  A.  Grollman16,  tobacco  increases 
the  cardiac  output  more  than  the  oxygen  consump- 
tion, at  least  in  subjects  who  are  not  frequent  users 
of  these  drugs. 

Harrison17  states  that  in  people  with  congestive 
heart,  it  is  best  that  the  cardiac  output  be  not  in- 
creased because  it  is  desirable  to  keep  oxygen  con- 
sumption down  and  decrease  the  tissue  need  of 
blood. 

In  a study  of  extrasystoles  Boas18  and  Levy  men- 
tion that  extrasystoles  can  arise  from  an  irritable 
focus  either  in  the  auricles  or  ventricles  as  a result 
of  the  toxic  action  of  tobacco;  however,  with  the 
removal  of  the  offending  agent  the  extrasystoles  will 
disappear. 

An  example  of  unifocal  irritation  is  cited  in  the 
following: 

Case  1:  A male  Hebrew,  age  45,  from  Charles- 
ton, West  Virginia,  complained  of  precordial  pain 
of  a dull  aching  character  and  constant  annoyance 
of  palpitation  and  periods  of  tachycardia.  This 
individual  was  of  the  nervous,  high  strung,  geared 
type  of  business  man.  Through  the  years  he  de- 


veloped the  habit  of  smoking  fifteen  to  twenty  cigars 
a day.  On  palpation  and  auscultation  these  ab- 
normal beats  with  their  compensatory  pause  were 
noted  as  having  a rhythmical  sequence  and  inter- 
ruption. The  electrocardiogram  in  Figure  1 shows 
trigeminal  extrasystoles. 

E.  K.  G.  shows  trigeminal  extrasystoles  with  right 
axis  deviation  and  left  axis  deviation  with  regular 
rhythm.  Q.  R.  S.  notching  Lead  1 and  3.  Infra 
auricular  extrasystoles  (nodal  rhythm). 

Exercise  threw  this  patient  into  a transient  attack 
of  auricular  fibrillation.  This  was  denoted  by  a 
complete  arrhythmia  of  rate  and  force  of  the  cardiac 
impulses  with  a pulse  deficit  of  twenty-two.  Regret 
that  I overlooked  to  make  an  E.  K.  G.  to  check  my 
physical  findings.  I understand  that  this  patient 
now  smokes  one  cigar  a day,  has  improved  in  his 
general  physical  being,  and  is  able  to  work  harder 
without  being  heart  conscious. 


Fig.  1. — Case  1. 

Case  2:  An  example  of  multifocal  irritation  in 
which  the  diagnosis  of  paroxysmal  auricular  fibril- 
lation is  made.  This  concerns  a male  Hebrew,  age 
36  years,  who  has  been  smoking  the  past  eleven 
years,  cigarettes,  cigars  and  pipe.  Within  the  last 
five  years  this  individual  has  been  smoking  an 
average  of  three  cigars,  ten  cigarettes  and  occasion- 
ally the  use  of  his  pipe  during  a day’s  session.  This 
patient  is  of  a nervous  temperament  and  tobacco 
would  have  a double  action  on  his  nervous  system; 
little  smoking  would  have  a soothing,  sedative  action, 
while  a great  deal  of  smoking  would  make  him 
highly  nervous  and  perspire  freely.  Toward  evening 
a sensation  of  palpitation  would  occur  with  occa- 
sional precordial  pains — from  a dull  aching  char- 
acter to  a sharp  shooting  twinge.  At  bedtime  this 
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patient  would  be  conscious  of  a pounding  sensation 
of  the  heart.  Also,  with  the  use  of  a great  deal  of 
tobacco  there  would  occasionally  occur  an  itching  of 
the  skin  and  sporadic  urticarial  wheals.  He  was 
highly  sensitive  to  tobacco  smoke  and  with  his 
frequent  smoking  developed  an  irritative  type  of 
cough.  The  heart  rate  would  increase  and  his  blood 
pressure  would  vary  from  125/80  to  132/90.  In 
arising  in  the  morning  he  would  feel  groggy  and  at 
times  dizzy.  His  sense  of  enjoyment  of  smoking  was 
such  that  he  continued,  despite  these  symptoms 


exercise  increased  the  rate  and  irregularity  and 
caused  him  to  become  dyspneic.  The  patient  arrived 
home  two  days  later,  doing  nothing  from  a medicinal 
standpoint  as  he  was  cognizant  of  the  situation  and 
stopped  smoking  completely  on  October  16,  1936. 
On  October  18,  1936,  at  11:00  A.  M.,  an  E.  K.  G. 
was  made  by  me,  showing  these  irregularities,  and 
on  the  same  day,  at  6:00  P.  M.,  the  patient  felt  a 
sudden  sense  of  relief  with  an  absence  of  this  ir- 
regular rhythm.  Another  E.  K.  G.  was  made  at 
8:00  P.  M.,  and  a normal  cardiogram  was  noted. 


a be 

Figure  2. — Case  2. 


and  signs  until  October  16,  1936.  On  this  particular 
day  he  was  deeply  interested  in  some  lecture  work 
away  from  home  and  smoked  several  cigars.  At 
approximately  5 P.  M.,  he  became  aware  of  some 
twitching  precordial  pains  and  a sudden  tumultous 
upheaval  taking  place  in  the  cardiac  area.  The 
cardiac  rate  was  140  and  the  pulse  rate  was  110, 
the  cardiac  impulse  and  radial  pulse  being  totally 
irregular  in  rate  and  rhythm;  there  was  no  peripheral 
vessel  pulsations  and  the  only  outward  signs  were 
a pallor  of  the  skin  with  slight  cyanosis  of  the 
mucous  membranes.  The  pounding  was  sufficient 
to  keep  the  patient  up  all  night.  It  was  noted  that 


The  following  sequence  is  noted  in  the  electro- 
cardiograms: 

(a)  July  8,  1935 — Normal  electrocardiograms. 
The  inverted  T wave  in  Lead  3 has  no  signincance. 
The  left  axis  deviation  is  seen  in  the  athletic  type  of 
individual. 

(b)  October  18,  1936,  11:00  A.  M. — Despite  the 
somatic  tremors  one  can  see  the  fff  waves  of  fibril- 
lation, the  total  irregularity  of  the  force,  and  sequence 
of  the  Q.  R.  S.  waves.  Some  of  the  Q.  R.  S.  waves 
appear  like  multiple  beats  but  upon  caliper  measure- 
ments they  are  not  so. 

(c)  October  18,  1936,  8:00  P.  M. — No  irregular- 
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ities  noted  and  the  electrocardiagram  appears  like  the 
one  taken  July  8,  1935. 

We  have  a case  here  of  sudden  onset  and  sudden 
remission.  The  only  treatment  was  the  removal  of 
tobacco.  Since  then  this  individual  has  completely 
stopped  smoking  and  has  had  none  of  the  symptoms 
and  signs  previously  enumerated  and  has  felt  better 
than  he  has  been  feeling  in  years. 

In  regard  to  the  disorders19  of  cardiac  rhythm, 
we  may  add  that  extrasystoles  occur  commonly  in 
young  people.  Some  individuals  will  react  to  some 
brands  of  cigarettes  and  be  free  of  extrasystoles  with 
others.  This  is  thought  to  be  due  to  the  type  of 
volatile  oils  in  the  particular  brand  of  tobacco  used. 

One  case  of  sino  auricular  block  was  observed  by 
Neuhof  and  no  cases  of  auriculo  ventricular  block 
noted. 

Albutt  and  Ortner  showed  that  with  extrasystoles 
they  may  give  rise  to  symptoms  of  epigastric  pain, 
gastric  distention  and  oppression. 

It  was  shown  by  Parkinson  and  Koefod  that  in 
normal  healthy  men  the  smoking  of  a few  ciragettes 
may  cause  dyspnea  on  exertion  and  a condition 
simulating  “soldier’s  heart”  (D.  A.  H.). 

Pain. — The  most  striking  symptom  that  cigarette 
smokers  are  subject  to  is  a precordial  pain20  which 
disappears  with  abstinence.  These  pains  may  be  of 
a short  stabbing  character  or  may  be  a steady  pain  or 
soreness  or  simulate  an  anginal  pain,  the  differen- 
tiation being  that  it  is  not  attended  with  the  feeling 
of  fear  and  mental  depression.  The  pain,  as  a rule, 
comes  on  at  night  when  the  patient  is  in  bed.  Chest 
pains  due  to  tobacco  may  persist  for  several  weeks 
after  the  cessation  of  tobacco.  The  strictly  precordial 
pain  disappears  more  quickly  than  the  substernal 
pain.  Often  they  are  increased  by  deep  breathing, 
with  the  result  that  the  individual  will  breathe  super- 
ficially, this  condition  being  termed  by  Pick  and  Gy 
as  “tobacco  asthma.”  In  chronic  smokers  the  symp- 
toms of  aortitis  and  angina  become  more  noticeable. 
These  pains  are  thought  to  be  due  to  either  a myo- 
cardial ischemia  produced  by  spasm  of  the  coronary 
arteries  or  tobacco  toxemia  of  the  periaortic  nerves. 

Angina  Pectoris. — We  are  often  confronted  with 
the  problem  as  to  whether  tobacco  should  be  re- 
stricted. There  are  two  sensible  ways  of  looking  at 
this:  our  primary  thought  is  that  anything  injurious 
to  the  human  system  should  be  removed  or  restricted 
as  much  as  possible;  the  second  point  is,  in  view  of 


the  fact  that  angina  patients  have  a limited  time  to 
live,  i.  e.,  four  years,  eight  months  as  an  average, 
why  not  let  these  people  smoke  in  moderation  if  it 
affords  them  a sense  of  pleasure  and  comfort. 
Levine,  of  Boston,  is  of  this  latter  opinion. 

On  the  other  hand,  Logan  Clendening21  forbids 
the  use  of  tobacco.  He  cites  a case  in  which  one  of 
his  patients  gave  up  the  use  of  tobacco  for  years, 
during  which  period  he  was  free  of  attacks;  then 
he  decided  to  smoke  a cigar  and,  after  two  puffs, 
induced  an  attack  and  died. 

Tice22  records  four  patients  of  angina  pectoris 
who,  upon  discontinuing  the  use  of  tobacco,  were 
free  of  anginal  attacks  for  that  period  of  time,  but, 
upon  their  resumption  of  tobacco,  fatal  results  oc- 
curred within  the  hour. 

Harlow  Brooks  emphasized  the  fact  that  in 
tobacco  angina  the  pulse  is  frequently  arrhythmic 
and  intermittent  as  a result  of  involvement  of  the 
neuro-muscular  system. 

Laubry23,  Walser  and  Deglaude  showed  in  labor- 
atory animals  that  large  doses  of  nicotine  caused 
constriction  of  the  coronary  arteries,  and  in  the 
isolated  heart  of  a rabbit  small  doses  resulted  in 
dilatation  with  increased  coronary  flow. 

Bastedo24  states  that  smoking  may  precipitate  an 
attack  of  angina  through  the  liberation  of  epinephrine 
from  the  suprarenals.  In  five  patients  Ralli  and 
Oppenheimer  demonstrated  that  promptly  on  smok- 
ing there  was  peripheral  vasoconstriction  followed 
by  the  paroxysm,  the  pain  disappearing  with  vaso- 
dilatation. 

With  nicotine  free  tobacco  extracts  Harkavv  found 
cutaneous  sensitization  in  4 per  cent  of  twenty-six 
with  general  arteriosclerosis,  while  in  those  with 
coronary  disease  the  reactions  appeared  in  36  per 
cent,  showing  the  possibility  of  a sensitivity  to 
tobacco  in  angina. 

Peripheral  Vascular  Disease. — It  has  been  noted 
that  tobacco  has  an  evident  allergic  reaction  in  con- 
ditions like  (1)  thrombo-angiitis  obliterans,  (2) 
Reynaud’s  disease  and  (3)  arteriosclerotic  con- 
ditions. Positive25  intracutaneous  tests  seem  to  in- 
dicate that  the  peripheral  vessels  may  be  the  seat  of 
allergic  reactions  similar  to  the  broncho  pulmonary 
tissues  of  asthmatics.  This  thought  was  corroborated 
by  Collens26  and  Wilensky  in  June,  1936. 

1.  Thrombo-Angiitis  Obliterans. — Harkavv27"28 
injected  .01  cc.  of  nicotine  free  tobacco  extract  intra- 
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cutaneously  and  in  eighty-seven  male  cigarette 
smokers  suffering  with  this  disease  he  obtained 
, eighty-seven  reactions,  while  in  five  cases  of  migrat- 
ing phlebitis  he  obtained  two  reactions.  He  also 
got  a 7 per  cent  positive  reaction  on  forty-three  non- 
smoking women.  Barker,29  at  the  Mayo  Clinic  in  a 
group  of  350  patients,  ascertained  that  1.4  per  cent 
were  non-users,  0.3  per  cent  w’ere  chewers,  6.8  per 
cent  smoked  cigars  or  pipe,  and  the  remainder  91.5 
per  cent  were  cigarette  smokers. 

All  observers  agree  that  the  severity  of  the  disease 
tends  to  be  greatest  in  heavy  users,  and  is  seen  most 
frequently  in  the  Jewish  males.  Maddock,  Malcolm 
and  Coller  felt  that  this  increased  susceptibility  in 
the  Jewish  race  was  due  to  their  temperamental 
nature,  with  the  result  that  they  were  more  intensive, 
quicker,  and  took  deeper  inhalations  than  the  Gen- 
tile subjects.  Maddock30  et  al  feel  that,  in  view  of 
the  vasoconstrictor  effect  of  tobacco,  one  could  as- 
sume that  in  a thrombosed  vessel,  with  this  con- 
stant threat  from  the  use  of  tobacco,  gangrene  of  an 
extremity  may  follow.  They  therefore  make  a dog- 
matic “no  smoking”  edict  in  which  there  are 
peripheral  extremity  signs  of  impaired  circulation. 

2.  Reynaud’s  Disease. — Maddock  and  Coller,  and 
Barker',  of  the  Mayo  Clinic,  and  Wright  and  Moffitt 
showed  that  in  habitual  smokers,  particularly  cigar- 
ette smokers,  the  skin  temperatures  of  fingers 
and  toes  will  drop,  even  as  much  as  ten  degrees,  this 
being  a manifestation  of  vasoconstriction;  this  con- 
dition became  more  marked  when  the  subject  in- 
haled or  smoked  rapidly,  and  bore  no  relation  to 
the  length  of  habituation  or  number  of  cigarettes 
smoked.  Maddock  and  Coller  in  two  subjects  blocked 
the  posterior  tibial  nerve  of  one  leg  with  procaine 
and  found  that  smoking  produced  no  effect  in  that 
leg  but  a marked  effect  in  the  other,  an  indication 
that  the  effect  came  through  the  sympathetic  nerves. 
Wright  and  Moffitt  also  observed  a momentary  slow- 
ing or  stoppage  of  the  blood  flow  through  the 
capillaries  of  the  nail  bed,  all  of  which  went  to 
show  tobacco  as  an  etiological  factor  in  producing 
vasoconstriction. 

3.  Arteriosclerosis. — There  is  a questionable  doubt 
as  to  the  harm  that  tobacco  may  cause  in  arterioscler- 
osis, as  this  condition  is  just  as  common  in  smokers 
as  in  non-smokers.  However,  in  cases  of  obliterative 
endarteritis,  with  its  intermittent  claudication,  Erb 
showed  that  tobacco  had  an  etiological  influence, 


while  Schlessinger  with  100  cases  showed  that  thirty 
wyere  moderate  smokers  and  sixty  were  excessive 
smokers. 

Blood. — Walters  could  find  no  significant  differ- 
ence between  smokers  and  non-smokers.  Vas, 
Velich  and  Petit  have  described  an  anemia  and 
slight  leucocytosis  due  to  tobacco.  Decaisne,  study- 
ing the  effects  of  tobacco  on  young  children,  states 
anemia  may  occur.  However,  these  facts  are  not 
absolute  and  are  open  to  question. 

Morbidity. — Fiske31,  of  the  Life  Extension  In- 
stitute, in  a survey  of  15,000  smokers  and  non- 
smokers,  showed  that  tobacco  had  no  particular 
effect  on  individuals  already  suffering  from  hyper- 
tension, but  that  among  excessive  tobacco  users  an 
excess  of  10  per  cent  of  cases  showed  advanced  and 
serious  organic  changes,  an  excess  of  6 per  cent 
showed  arterial  changes,  and  more  than  15  per  cent 
showed  a toxic  tachycardia. 

Summary 

From  the  literature  we  glean  the  following  out- 
standing effects  on  circulation,  resulting  from 
tobacco : 

(1)  A lowered  cardiac  efficiency,  with  diminished 
power  of  the  heart  to  stand  strain,  and  in  some 
cases  the  excitation  of  premature  or  arrhythmical 
rhythm.  This  was  demonstrated  by  the  two  case 
histories. 

(a)  Young  adults  recover  quickly  with  the  cessa- 
tion of  tobacco. 

(b)  It  is  conceivable  that  the  continued  use  of 
tobacco  may  cause  the  development  of  an  organic 
heart. 

(2)  Vasoconstriction— as  a contributing  cause  of 
death  in  organic  arterial  disease. 

(a)  Not  shown  to  be  a cause  of  hypertension, 
although  the  blood  pressure  may  be  temporarily 
slightly  elevated,  and  thus  not  necessarily  forbidden. 

(b)  Coronary  sclerosis  and  angina  pectoris  not 
significant  except  in  those  showing  cutaneous  re- 
action to  nicotine  free  tobacco,  or  a toxic  mani- 
festation. 

(3)  In  peripheral  vascular  diseases,  such  as 
thrombo  angiitis  obliterans,  Reynaud’s  disease  and 
intermittent  claudication,  tobacco  is  forbidden. 

With  these  facts  in  mind,  we  quote  Cornwall, 
“The  tobacco  heart  appears  to  be  mostly  a matter 
of  symptoms  and  functional  disturbance,  but  one 
must  not  forget  that  a functional  condition  con- 
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tinuously  abused  through  abnormal  physiology  may 
result  in  permanent  structural  changes.  Tobacco, 
therefore,  must  be  considered  a toxic  agent  and  our 
guiding  rule  must  be  the  reactions  as  exhibited  by 
our  patients.” 
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Deformities  of  the  wrist  as  the  result  of  fractures 
are  of  more  common  occurrence  than  is  generally 
supposed.  The  lower  end  of  the  radius  is  the  part 
of  the  wrist  joint  which  is  most  often  affected,  and 
it  is  the  frequency  of  malunited  fractures  at  this 
point  which  has  stimulated  the  authors  to  present 
this  subject. 

A Frenchman  by  the  name  of  Claude  Pouteau 
in  1783  first  described  a fracture  of  the  lower  por- 
tion of  the  radius.  In  1814  an  Irish  surgeon  by 
the  name  of  Abraham  Colles  described  this  same 
type  of  injury.  Because  of  the  writings  of  Smith  in 
1847  and  his  reference  to  the  importance  of  the 
work  of  Colies,  a fracture  near  the  lower  end  of  the 
radius  is  now  spoken  of  as  a Colies’  fracture.  How- 
ever, there  are  a great  many  fractures  of  the  lower 
end  of  the  radius  which  are  frequently  called  Colles’ 
fractures  but  which  are  not  of  true  Colles’  type. 
The  original  description  of  a Colles’  fracture  re- 
ferred to  a transverse  fracture  occurring  within  the 
distal  one  and  a half  inches  of  the  radius.  Smith 
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placed  this  fracture  from  one-fourth  to  one  inch 
above  the  wrist  joint,  which  is  the  location  commonly 
accepted  today. 

Most  physicians  regard  a Colles’  fracture  as  very 
easy  to  reduce  and  to  treat  successfully.  This  is 
true,  if  the  reduction  and  subsequent  treatment  are 
correctly  done.  However,  as  will  be  seen  in  the  series 
of  fractures  presented  in  this  paper,  one-fourth  of 
the  patients  with  fractures  of  the  lower  end  of  the 
radius  who  came  to  the  Duke  Hospital  for  treat- 
ment presented  old  fracture  deformities  of  the  wrist 
due  in  most  cases  to  improper  management.  In  some 
instances  the  deformity  was  attributable  to  neglect 
on  the  part  of  the  patient. 

Stinson  has  made  the  statement  that  poor  results 
are  seen  more  often  from  Colles’  fracture  than  from 
any  other  type  of  fracture.  Bankhart  has  said  that 
a Colles’  fracture  is  at  once  the  commonest,  one  of 
the  easiest  to  treat,  and  generally  the  worst  treated 
of  all  the  fractures  of  the  human  body.  The  authors 
cannot  wholly  agree  with  the  opinions  of  these  two 
men  but  at  the  same  time  statistics  of  this  series  of 
cases  show  too  many  improperly  treated  Colles’  frac- 
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tures  which  have  resulted  in  deformity  and  dis- 
ability. 

The  title  and  introduction  of  this  paper  may 
imply  that  only  old  fracture  deformities  are  to  be 
considered.  To  treat  properly  and  so  prevent  the 
fracture  deformity  one  must  have  adequate  appre- 
ciation, however,  of  the  treatment  of  the  fresh  frac- 
ture; accordingly  a discussion  of  the  latter  is  also 
presented. 

When  an  attempt  to  study  fracture  statistics  in  a 
large  hospital  is  made,  it  should  be  realized  that 
a great  many  cases  are  not  completely  indexed  and 
are  therefore  lost  for  studies  such  as  these.  When 
the  general  hospital  and  private  orthopaedic  files 
over  a six-year  period  were  reviewed,  sixty-two 
records  of  fractures  of  the  lower  end  of  the  radius 
were  found.  These  represent  an  incidence  of  8.4 
per  cent  of  all  fractures  observed  in  the  hospital 
during  this  period  and  of  40  per  cent  of  all  the  frac- 
tures of  the  bones  of  the  forearm. 

An  analysis  of  these  sixtv-two  ca^es  shows  five 
epiphyseal  separations,  or  8 per  cent;  forty-one  fresh 
fractures,  or  66  per  cent;  and  sixteen  old  fractures, 
or  26  per  cent. 

Chart  1. 

An  alysis  of  Fractures  of  Lower  End  of  Radius 

Type  No.  Per  cent 

1.  Epiphyseal  Separation 5 8 

2.  Fresh  Fracture  41  66 

3.  Old  Fracture 16  26 

62  100 

There  were  30  males  and  32  females.  Fifty  of 
the  patients  were  white  and  twelve  were  colored. 
The  average  age,  exclusive  of  the  group  of  epiphy- 
seal separations,  wTas  43.7  years.  The  youngest  pa- 
tient was  17  years  and  the  oldest  77  years.  The 
greatest  number  of  patients  were  in  the  third,  fourth, 
and  fifth  decades  of  life. 

Mechanism  of  Injury 

Most  fractures  of  the  lower  end  of  the  radius  re- 
sult from  falls  on  the  palm  of  the  outstretched  hand. 
The  fracture  is  due  to  a compression  of  the  bone  at 
the  point  of  maximum  stress.  In  this  series  approx- 
imately 70  per  cent  occurred  as  the  result  of  a fall; 
25  per  cent  resulted  from  automobile  accidents,  and 
5 per  cent  were  caused  by  cranking  cars — the  so- 
called  "backfire”  fracture. 

Clinical  Features 

A fracture  of  the  lower  end  of  the  radius  usually 
is  manifested  by  pain,  loss  of  function  of  the  wrist 
and  hand,  and  a variable  degree  of  ecchymosis  and 


swelling.  Deformity  may  be  present.  If  the  fracture 
is  of  Colles’  type,  this  may  be  the  “silver  fork  de- 
formity” with  displacement  of  the  hand  towards  the 
radial  side  and  prominence  of  the  lower  end  of  the 
ulna.  All  attempts  at  motion  or  manipulation  are 
painful.  If  the  fracture  is  impacted  without  dis- 
placement of  the  lower  fragment,  there  may  be  very 
little  pain  and  swelling.  This  is  especially  true  in 
older  people  and  leads  often  to  the  diagnosis  of 
sprain.  Because  of  the  persistence  of  pain  and  dis- 
ability a roentgenogram  is  made,  and  this  may  show 
a dorsal  compression  of  the  lower  end  of  the  radius 
and  a backward  tilting  of  its  lower  articular  surface. 

If  the  early  fracture  deformity  has  remained  un- 
corrected for  as  long  as  two  weeks  it  is  classified  in 
this  series  as  an  old  fracture.  If  union  has  taken 
place  with  malalignment  of  the  fragments,  the  de- 
formity will  persist  or  increase.  The  early  acute 
pain  will  lessen  and  gradually  disappear,  but  pain 
on  motion  will  remain.  The  disability  tends  to  be- 
come permanent.  If  the  patient  has  a rheumatic 
tendency,  an  acute  arthritis  may  develop,  resulting 
in  marked  pain  and  swelling  of  the  wrist,  knuckles 
and  fingers.  This  complication  was  present  in  7.2 
per  cent  of  424  cases  reported  by  Edwards  and 
Clayton. 

Treatment 

The  treatment  of  the  fresh  fractures  is  immediate 
reduction  under  general  or  local  anesthesia,  the  frag- 
ments being  restored  to  their  normal  position  as 
accurately  as  possible.  After  an  accurate  anatomical 
reduction,  an  excellent  functional  result  can  usually 
be  expected.  The  technique  of  the  reduction  is  sim- 
ple. Pressure  is  applied  directly  over  the  small 
lower  fragment  as  the  wrist  is  flexed  and  carried  into 
ulnar  deviation.  The  hand  and  wrist  are  usually 
maintained  by  accurately  fitting  splints  in  a position 
of  moderate  flexion,  pronation,  and  ulnar  deviation. 

Plaster  is  by  far  the  most  satisfactory  splinting 
material;  the  bivalved  circular  plaster  cast,  anterior 
and  posterior  plaster  splints,  and  the  sugar  tong 
plaster  splint— are  each  very  satisfactory  when  prop- 
erly applied.  The  authors  do  not  favor  board  splints 
for  displaced  fractures  which  require  reduction.  The 
metal  splints  sold  by  commercial  splint  companies 
should  be  used  for  those  fractures  which  require  only 
partial  immobilization  and  not  for  those  fractures 
in  which  reduction  is  necessary.  Platt  has  said  that 
in  75  per  cent  of  the  fractures  there  is  a displace- 
ment requiring  reduction.  The  authors  believe  that 
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in  all  impacted  fractures  the  impaction  should  be 
broken  up. 

There  Is  a difference  of  opinion  as  to  the  length 
of  time  for  which  a fracture  of  the  lower  end  of  the 
radius  should  be  immobilized.  The  period  varies 
from  two  to  six  weeks.  Some  authorities  prefer  to 
start  motion  of  the  wrist  early,  that  is,  on  the  eighth 
day;  others  prefer  to  wait  three  weeks.  It  is  safer 
to  start  early  wrist  motion  in  the  young  adult  than 
in  the  older  one.  Active  and  passive  motion  of  the 
fingers  and  thumb,  however,  should  be  insisted  upon 
immediately  after  reduction,  and  the  patient  should 
be  urged  to  continue  this  motion  until  the  maximum 
improvement  has  been  reached.  At  the  same  time, 
the  elbow  and  shoulder  should  be  put  through  a full 
range  of  motion  twTo  or  three  times  a day.  It  is  a 
pathetic  situation  when  a patient  has  a good  an- 
atomical and  functional  result  of  the  wrist  and  hand 
after  a Colles’  fracture  but  has  a stiff  shoulder  joint. 
The  attending  physician  should  caution  the  patient 
about  the  danger  of  allowing  the  shoulder  to  remain 
at  rest  for  too  long  a period  and  should  insist  on  a 
full  range  of  active  motion  daily  from  the  time 
treatment  is  begun. 

Too  much  emphasis  cannot  be  placed  upon  ex- 
tending the  splints  to  the  knuckles  posteriorly  and 
to  the  middle  of  the  palm  anteriorly.  When  the 
splints  are  carried  distal  to  this  point,  however,  so 
that  the  metacarpophalangeal  and  the  phalangeal 
joints  cannot  be  moved,  a so-called  “frozen  hand” 
often  results.  This  is  a tragic  and  totally  avoidable 
complication  in  the  treatment  of  what  may  be  a very 
simple  Colles’  fracture.  The  older  the  patient,  the 
greater  are  the  dangers  of  stiffening  in  the  smaller 
joints  of  the  hand.  Six  to  eight  weeks  of  rigid  im- 
mobilization of  the  fingers  in  an  older  person  may 
result  in  complete  loss  of  use  of  the  fingers  for 
life.  This  is  the  worst  mistake  which  the  attending 
physician  can  make  and,  sad  to  relate,  the  practice 
of  an  orthopaedic  surgeon  is  seldom  free  from  exam- 
ining many  of  these  hands  each  year.  Cotton  has 
said  that  the  untreated  case  may  do  better  than  the 
poorly  treated  one,  because  of  the  splinting  which  so 
often  is  continued  too  long.  In  studying  our  series 
of  old  fractures  we  find  many  times  that  this  state- 
ment is  true. 

It  is  unfortunate  that  X-ray  files  are  seldom  found 
to  be  complete,  even  when  it  is  most  desired  that  they 
should  be.  Many  of  the  roentgenograms  for  this 
study  could  not  be  located.  There  were  only  sixteen 


fresh  fractures  with  roentgenograms  before  and  after 
reduction,  and  six  old  fractures  with  a roentgeno- 
gram before  and  after  manipulation  or  operation. 

Fresh  Fractures 

In  the  group  of  forty-one  fresh  fractures,  nine,  or 
22  per  cent,  showed  dorsal  impaction  without  dis- 
placement. Of  the  entire  group  of  fifty-seven  frac- 
tures, nineteen,  or  33  1/3  per  cent,  showed  a fracture 
of  the  styloid  process  of  the  ulna.  This  percentage 
is  lower  than  recorded  in  statistical  studies  from 
other  clinics.  Ghormley  and  Mroz  report  63  per 
cent  in  176  cases,  while  Edwards  and  Clayton  record 
44  per  cent  in  424  cases. 

In  the  roentgenograms  an  accurate  determination 
of  the  lateral  and  anteroposterior  angles  of  the  wrist 
joint,  i.  e.,  those  formed  by  the  shaft  of  the  radius  to 
its  articular  surface,  has  been  made.  The  lateral 
angle  normally  measures  from  70  to  80  degrees 
(Fig.  1)  and  the  anteroposterior  angle  from  104  to 
110  degrees  (Fig.  2).  After  a typical  fracture  of 


Fig.  1. — Lateral  view  of  the  bones  of  the  wrist  showing  a norma] 
angle  between  the  shaft  of  the  radius  and  its  lower  articular 
surface. 


the  lower  end  of  the  radius  in  which  the  lateral 
angle  is  greater  and  the  anteroposterior  angle  is  less 
than  the  normal  limit,  it  can  be  definitely  said  that 
there  is  a tilting  or  displacement  of  the  articular 
surface  which,  if  allowed  to  remain,  may  result  in 
a painful  disability  of  the  wrist. 

In  the  thirty-four  fractures  with  roentgenograms 
before  reduction,  the  average  lateral  angle  is  100 
degrees  and  the  average  anteroposterior  angle  is  104 
degrees  (Chart  2).  This  group  includes,  however, 
impacted  fractures  and  also  those  which  do  not  re- 
quire reduction.  In  the  twenty-three  post-reduction 
roentgenograms,  the  average  lateral  angle  is  85  de- 
grees and  the  average  anteroposterior  angle  is  106 
degrees. 

Of  the  sixteen  fractures  in  which  both  pre-  and 
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post-reduction  roentgenograms  are  available,  the 
average  lateral  angle  is  107  degrees  and  the  average 
anteroposterior  angle  102  degrees  before  reduction; 
after  reduction  the  lateral  angle  is  85  degrees  and 
the  anteroposterior  107  degrees.  These  post-reduction 
angles  are  essentially  the  same  as  the  averages  for 
the  entire  series  of  fractures. 


Fig.  2. — Anteroposterior  view  of  the  bones  of  the  wrist  showing 
a normal  angle  between  the  shaft  of  the  radius  and  its  lower 
articular  surface. 

Old  Fractures 

In  the  sixteen  old  cases,  the  average  time  from 
the  date  of  fracture  to  the  date  of  examination  was 
40.2  weeks,  the  shortest  being  two  and  a half  weeks, 
and  the  longest  two  hundred  and  sixty  weeks.  The 
average  age  of  these  patients  was  44  years.  Fifteen 

Chart  2. 

Average  of  Lateral  and  Anteroposterior  Roentgeno- 
graphic  Angles  of  the  Wrist  in  Fractures  of  the 
Lower  End  of  the  Radius 


Type 

No. 

Lateral 

A ntcropostcrior 

1.  Normal 

70-80° 

104-110 

2.  Fresh  (Before  Treat- 

ment)  _ 

34 

100 

104 

Before  Manipulation- 

16 

107° 

102° 

After  Manipulation... 

16 

85° 

107° 

3.  Old  (Before  Treat- 

ment) 

15 

111° 

101 

Before  Operation 

4 

126° 

99° 

After  Operation 

4 

99° 

103° 

of  the  sixteen  cases  with  posterior  displacement  and 
ulnar  deviation  showed  an  average  lateral  angle  of 
1 1 1 degrees  and  an  average  anteroposterior  angle  of 
101  degrees  (Chart  2).  This  average  lateral  angle 
is  1 1 degrees  greater  than  the  average  for  the  whole 
series  of  fresh  fractures  and  only  four  degrees  greater 
than  that  for  the  fresh  fractures  which  were  satis- 
factorily reduced.  Of  this  series  of  old  fractures, 
six  were  manipulated  or  operated  upon;  in  only  four 
of  these,  however,  were  the  angles  changed.  Of 
these  four  cases  the  average  lateral  angle  before 
operation  was  126  degrees  and  the  average  antero- 
posterior angle  99  degrees;  after  operation  the  aver- 
age lateral  angle  was  99  degrees  and  the  average 
anteroposterior  angle  103  degrees.  These  figures 
demonstrate  a distinct  improvement  after  operation. 

In  the  six  operative  cases  four  types  of  procedures 
were  carried  out : 


Fig:.  3. — Lateral  views  of  an  old  malunited  Colles’  fracture  before 
and  after  osteotomy.  The  upper  drawing  shows  a lateral 
angle  of  120°  which  by  osteotomy  has  been  reduced  to 
105°.  The  end-result  was  an  improvement  of  the  deformity 
and  a lessening  of  the  disability.  (After  roentgenograms.) 

1 . Osteotomy. — In  one  patient  an  osteotomy  per- 
formed ten  weeks  after  fracture  resulted  in  im- 
proved function  and  appearance.  In  a second  patient 
an  osteotomy  performed  thirty-two  weeks  after  the 
fracture  resulted  in  improvement  of  the  anatomical 
position  and  function  (Fig.  3). 

2.  Arthrodesis. — Arthrodesis  was  performed  in 
one  case  eighteen  months  after  the  date  of  fracture. 
The  arthrodesis  was  performed  between  the  lower 
end  of  the  radius  and  the  scaphoid.  The  operation 
resulted  in  a decrease  of  pain  in  the  wrist. 
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3.  Excision  of  Lower  End  of  Ulna. — Removal  of 
the  lower  end  of  the  ulna  was  performed  in  one  case, 
that  of  a boy  of  nineteen,  the  operation  being  per- 
formed five  years  after  the  fracture  (Figs.  4 and  5). 
It  resulted  in  great  improvement  of  the  appearance 
and  function  of  the  hand. 


Fig.  4. — Anteroposterior  view  of  an  old  malunited  fracture  of  the 
lower  end  of  the  radius  showing  marked  prominence  of  the 
lower  end  of  the  ulna  and  radial  deviation  of  the  hand. 
The  level  of  the  osteotomy  of  the  ulna  is  indicated  by  the 
dotted  line.  (After  roentgenogram.) 

4.  Manipulation. — Two  patients,  one  of  27  years, 
the  other  of  35  years,  were  treated  by  manipulation 
with  the  Thomas  wrench.  One  of  these  fractures 
was  of  four  weeks’  duration  and  the  other  of  eight 
weeks’  duration.  In  each  the  manipulation  was  fol- 
lowed by  marked  improvement  in  the  position  of  the 
fragments. 

Unfortunately,  a careful  end-result  study  to  de- 
termine the  functional  results  of  these  wrists  has  not 
been  made.  It  is  the  opinion  of  the  authors,  how- 
ever, that  in  each  instance  the  procedure  was  defi- 
nitely indicated  and  successful. 

This  study  shows  that  fracture  deformities  of  the 
wrist  are  of  common  occurrence.  In  the  opinion  of 


the  authors  most  of  these  complications  can  be 
avoided  if  the  doctor  treating  the  case  will  follow 
the  accepted  principles  of  treating  these  fractures. 
In  most  instances  the  permanent  deformities  are 
definitely  preventable. 

The  basic  rules  in  the  care  of  fresh  fractures  of 
the  wrist  are: 

1.  Immediate  accurate  reduction.  Do  not  wait 
for  the  swelling  to  go  down. 

2.  Adequate  immobilization,  preferably  in  plaster 
splints  or  a bivalved  cast  which  does  not  extend  dis- 
tally  beyond  the  knuckles  and  the  middle  of  the  palm 
and  so  allows  full  motion  of  the  thumb  and  lingers. 

3.  Daily  active  and  passive  exercise  of  the  elbow, 
shoulder,  thumb  and  fingers  after  reduction. 

4.  If  possible,  daily  heat  and  massage,  and  active 
and  passive  exercise  of  the  wrist  from  the  time  the 
splints  are  removed  to  the  time  of  maximum  func- 
tional recovery.  If  this  can  be  done  under  the  ob- 
servation of  a trained  physical  therapist  or  physician. 


Fig.  5. — Postoperative  anteroposterior  view  of  the  malunited 
fracture  of  the  lower  end  of  the  radius  shown  in  Figure  4. 
The  lower  end  of  the  ulna  has  been  resected.  Note  the  com- 
plete correction  of  the  radial  deviation  of  the  hand,  which 
resulted  in  a marked  decrease  in  the  disability.  (After  roent- 
genogram.) 
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heat  and  massage  can  be  started  safely  after  the 
first  week  by  removing  the  dorsal  splint  for  this 
treatment  and  reapplying  it  afterwards. 

5.  Insist  on  a roentgenogram  before  and  after 
reduction.  Courts  and  lawyers  expect  and  require 
doctors  to  show  both  of  these  roentgenograms.  If 
they  cannot  be  produced  in  court  an  unfavorable  im- 
pression is  created.  Platt  has  said  that  “to  undertake 
the  diagnosis  and  treatment  of  any  injury  of  this 
type  without  radiographic  control  is  to  court  dis- 
aster”. 

Most  of  the  patients  with  old  fracture  deformities 
who  seek  the  services  of  the  orthopaedic  surgeon  ex- 
press themselves  emphatically  as  to  their  previous 
treatment  and  are  obviously  thinking  of  a mal- 
practice suit.  Practice  preventive  fracture  therapy 
as  outlined  and  so  avoid  the  unpleasant  complica- 
tions which  may  otherwise  result. 

Conclusions 

1.  An  analysis  of  a series  of  62  fractures  of  the 
lower  end  of  the  radius  is  reported. 

2.  In  this  series  the  lateral  and  anteroposterior 
angles  of  the  shaft  of  the  radius  to  its  lower  articu- 
lar surface  have  been  determined  in  the  roentgeno- 
grams before  and  after  reduction  or  operation. 

3.  Sixteen,  or  26  per  cent,  of  the  cases  are  old 
fractures  presenting  deformity  and  disability. 

4.  In  6 cases,  or  37j4  per  cent,  of  these  old  frac- 
tures, an  operative  procedure  was  indicated  and  per- 
formed to  improve  the  appearance  and  function  of 
the  wrist. 

5.  The  treatment  of  the  fresh  fracture  is  presented 
with  brief  mention  of  the  avoidable  complications. 
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PHYSIOLOGIC  DISTURBANCES  OF  THE  ERECT  POSTURE.* 


Rolland  J.  Main,  Ph.  D., 
Richmond,  Va. 


Just  as  anatomical  and  functional  changes  in  man 
have  apparently  resulted  from  the  gradual  assump- 

*From the  Department  of  Physiology  and  Pharmacology, 
Medical  College  of  Virginia,  Richmond. 

Read  before  the  Virginia  Academy  of  Science. 


tion  of  the  erect  posture  during  phylogenesis,  simi- 
larly, there  occur  physiologic  responses  to  the  dis- 
turbances produced  by  an  immediate  change  from 
the  recumbent  to  the  standing  position.  Among 
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these  we  find  widespread  alterations  in  the  circula- 
tory and  respiratory  systems,  cerebrospinal  fluid, 
metabolism,  and  even  in  urine  secretion.  All  of 
these  changes  are  caused  ultimately  by  the  effect  of 
gravity.  Some  are  the  passive  results  of  the  altered 
hydrostatic  pressure  of  the  blood,  others  are  sec- 
ondary to  compensatory  circulatory  reflexes,  and  the 
rest  are  concerned  with  the  increased  muscular  work 
necessary  to  maintain  the  body  in  such  an  unstable 
position. 

a.  Arterial  and  Cerebrospinal  Pressure.  When  a 
horizontal  system  of  elastic  fluid-containing  tubes, 
such  as  the  recumbent  human,  is  stood  on  end,  the 
pressure  at  the  lower  end  is  increased  by  the  weight 
of  the  vertical  column  of  fluid  above  it;  passive  dila- 
tation of  the  tubes  at  the  lower  end  occurs,  thus  in- 
creasing the  capacity  of  the  system,  and  the  pressure 
at  the  upper  end  therefore  drops.  This  has  been 
proven  in  the  human  in  both  the  blood  circulatory 
system  and  the  cerebrospinal  fluid  system.  When  a 
subject's  position  is  changed  from  horizontal  to  ver- 
tical, the  systolic  pressure  in  the  carotid  arteries 
drops  (c.  20  mm.  Hg.),  that  in  the  brachial  artery 
rises  (c.  20  mm.  Hg. ) and  in  the  femoral  artery 
pressure  increases  considerably  (c.  36  mm.  Hg.) 
(Loman  et  al.  a).  The  pulse  pressure  diminishes, 
probably  due  to  vasoconstriction  and  cardiac  accele- 
ration (Erlanger  and  Hooker).  The  pressure  of 
cerebrospinal  fluid  as  measured  in  the  cisterna 
magna  is  now  negative,  while  in  the  lumbar  area 
it  is  markedly  increased  (c.  4x  supine  value)  (Loman 
el  al.  b). 

However,  the  potential  extent  of  these  passive 
changes  in  blood  pressure  has  been  diminished  by 
compensatory  vasomotor  reflexes,  probably  mediated 
through  the  vasomotor  center  which  has  been  re- 
fiexly  stimulated  by  diminution  in  pressure  in  the 
aortic  arch  (Marey’s  reflex)  and  in  the  carotid 
sinuses.  In  consequence,  we  consider  that  vaso- 
constriction of  arteries  occurs  in  the  lower  part  of 
the  body,  especially  the  splanchnic  area  and  legs, 
with  possible  splenic  contraction,  which  increases 
resistance  and  diminishes  circulatory  capacity,  thus 
preventing  too  great  a drop  in  blood  pressure  in  the 
upper  portion  of  the  body,  especially  the  brain.  If 
such  compensatory  vasoconstriction  does  not  occur, 
owing  to  poor  vasomotor  control,  the  blood  pressure 
drops  so  far  that  cerebral  ischemia  and  syncope 
ensue.  This  is  seen  in  patients  with  postural  hypo- 


tension or  during  convalescence  from  a severe  ill- 
ness. 

At  first  sight,  one  would  expect  that  the  blood 
pressure  in  the  carotid  sinuses  should  be  returned  to 
normal,  i.  e.,  that  due  to  the  diminished  pressure 
there,  stimulation  of  the  sensory  endings  wTould  con- 
tinue to  bring  into  play  such  compensatory  reflexes 
as  vasoconstriction  and  increased  cardiac  output  un- 
til the  blood  pressure  in  that  area  is  restored  to  nor- 
mal. Why  this  does  not  occur,  instead  of  the  pres- 
sure remaining  permanently  at  a lowel  level,  we 
cannot  say.  However,  it  is  possible  that  a balance 
of  power  now  obtains  between  the  aortic  arch  reflex 
and  the  carotid  sinus  reflex.  The  tendency  of  the 
lower  blood  pressure  in  the  carotid  sinuses  to  cause 
further  elevation  of  the  blood  pressure,  may  be  phys- 
iologically inhibited  by  the  fact  that  the  pressure  in 
the  aortic  arch  is  even  greater  than  when  lying 
down  and  thereby  tends  to  prevent  further  rise. 
Thus  the  differential  in  pressure  between  aortic 
arch  and  carotid  sinus  may  be  an  index  of  the  bal- 
ance between  the  relative  efficiencies  of  these  two 
regulatory  reflexes.  It  may  be  more  than  coin- 
cidence that  the  average  drop  in  carotid  sinus  pres- 
sure approximates  the  average  rise  in  brachial  pres- 
sure, which  latter  may  be  considered  an  index  of 
aortic  arch  pressure.  The  pressure  in  the  aortic  arch 
is  probably  slightly  higher  than  in  the  brachial 
artery. 

However,  this  difference  in  pressure  (40  mm.  Hg.) 
between  carotid  sinus  and  aortic  arch  is  far  greater 
than  could  be  explained  on  the  basis  of  hydrostatic 
pressure  alone.  Since  the  distance  between  aortic 
arch  and  carotid  sinus  is  too  small  to  produce  more 
than  half  this  difference  of  40  mm.  Hg.  solely 
through  hydrostatic  pressure,  we  must  postulate  that 
the  resistance  to  flow  in  the  cephalic  vessels  may  now 
be  much  less  than  elsewhere.  This  could  be  ex- 
plained by  the  vasoconstriction  in  the  body  already 
mentioned,  aided  by  active  vaso-dilatation  in  the 
brain.  Perhaps  this  latter  possibility  would  be  as- 
sisted by  the  negative  pressure  of  the  cerebrospinal 
fluid.  This  would  serve  to  facilitate  cerebral  circu- 
lation, which  tends  to  be  at  a disadvantage  in  the 
erect  posture.  The  conclusion  that  vaso-dilatation 
of  the  cerebral  arteries  occurs,  is  supported  by  the 
observation  that  in  the  dog  the  drop  in  arterial  blocd 
pressure  following  stimulation  of  the  carotid  sinus 
nerve  is  accompanied  by  dilatation  and  increased 
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blood  flow  in  the  cerebral  vessels  ( Gollwitzer-Meier 
el  al.). 

Compensation  of  the  cephalic  circulation  by  vaso- 
dilatation is  not  complete,  since  venous  return  in  the 
internal  jugular  is  diminished  and  its  oxygen  satura- 
tion lower  (c.  1 to  2 per  cent)  than  when  lying 
(Loman  and  Myerson). 

b.  Heart.  Besides  attempting  to  overcome  the 
drop  in  blood  pressure  of  the  upper  portion  of  the 
body  by  vasoconstriction,  the  human  mechanism  has 
still  the  possibility  of  maintaining  the  pressure  by 
increasing  the  minute  output  of  the  heart,  reflexlv 
through  the  aortic  arch  or  carotid  sinus,  by  increase 
in  rate  or  increased  systolic  output.  The  heart  rate 
is  generally  faster  (c.  15  per  min.)  on  standing 
(Erlanger  and  Hooker)  which  might  be  expected, 
but,  oddly  enough,  Grollman  determined  that 'the 
cardiac  minute  output  is  unchanged  or  but  slightly 
reduced.  We  can  then  conclude  that  vaso-constric- 
tion  suffices  to  maintain  blood  pressure  without  call- 
ing upon  the  cardiac  reserve,  although  the  cardiac 
acceleration  then  seems  inexplicable,  for  why  should 
the  constant  minute  output  be  maintained  by  accele- 
ration of  rate  and  diminution  of  systolic  output? 
Perhaps  the  increased  aortic  pressure,  diminished 
venous'  return,  or  decreased  blood  volume  may  play 
a part. 

c.  Veins.  The  increase  in  hydrostatic  pressure  of 
a vertical  column  of  blood  is  shown  in  the  increased 
venous  pressure  and  stagnation  in  the  dependent 
areas,  which  should  materially  interfere  with  venous 
return  to  the  heart.  Diminished  venous  pressure  in 
the  upper  areas  of  the  body  will  also  occur,  as  in  the 
jugular  vein,  which  would  facilitate  venous  return 
from  the  brain.  Contraction  of  the  poorly-muscled 
veins  in  the  lower  areas  may  play  some  part  in  off- 
setting this  disadvantage  to  the  circulation,  and  as 
we  will  see  later,  the  increased  pulmonary  ventila- 
tion which  occurs  on  standing  must  likewise  play  an 
important  part  in  pumping  venous  blood  back  to  the 
heart  against  gravity.  Rhythmical  contraction  and 
relaxation  of  the  leg  muscles  during  normal  quiet 
standing  facilitates  this  return  by  milking  the  blood 
along  in  the  veins.  The  increased  tone  of  these 
muscles  mechanically  prevents  passive  distention  of 
the  veins  in  the  legs,  and  the  increased  arterial  and 
capillary  pressures  forces  the  venous  blood  along. 
There  is  an  increased  tone  of  the  abdominal  muscles 
as  well,  which  by  increasing  the  pressure  in  the 


abdomen  would  prevent  stagnation  of  venous  blood 
in  that  area. 

These  factors  therefore  may  tend  to  prevent  the 
venous  pressure  in  the  foot  veins  from  increasing  by 
the  calculated  hydrostatic  pressure  of  120  cm.  of 
water,  although  Youmans  did  find  approximately 
that  value  on  passive  standing. 

d.  Tissue  fluid.  Because  of  the  increased  hydro- 
static pressure  in  both  arteries  and  veins  of  the  lower 
portions  of  the  body,  there  is  apparently  a greater 
rate  of  filtration  of  tissue  fluid  from  the  capillaries, 
which  fact  may  explain  the  concentration  of  the 
formed  elements  and  protein  of  the  blood  in  the  erect 
position.  Likewise,  the  increased  tissue  fluid,  plus 
the  interference  of  gravity  with  lymph  drainage 
from  those  areas  must  be  responsible  for  the  sub- 
clinical,  postural  edema  of  the  hands  and  feet  of 
normal  subjects,  when  standing  quietly,  when  the 
pumping  effect  of  the  skeletal  muscles  on  lymphatic 
and  venous  flow  is  minimal.  This  loss  of  fluid  must 
also  be  the  causation  of  the  diminution  of  blood 
volume. 


Fig.  1. — The  diminution  of  urine  output  upon  standing.  100  cc. 
cf  H_0  was  ingested  every  ten  minutes,  for  one  hour  be- 
fore, and  during  experiment.  Similar  results  are  obtained 
with  50  ce.  intake. 

e.  Blood.  Because  of  the  loss  from  the  circulatory 
system  of  a protein  free  filtrate,  the  characteristics 
of  the  blood  are  altered.  There  are  increases  in  the 
erythrocyte  count,  as  from  4.3  to  4.8  M./cmm.,  in 
specific  gravity  (c.  0.002),  and  in  plasma  protein 
(c.  1.0  gm./lOO  cc. ),  and  diminution  in  the  water 
content  of  the  plasma  (c.  09/gm./l00  cc.),  and  in 
total  plasma  volume  (c.  300.  cc.).  These  changes 
occur  within  twenty  to  thirty  minutes  after  standing. 
The  mixing  time  of  the  dye  used  for  determining 
plasma  volume  was  markedly  prolonged  in  the  stand- 
ing position,  probably  due  to  vaso-constriction 
(Thompson  et  al.).  The  volume  of  the  leg  increases 
(c.  300.  cc.)  as  does  the  colloid  osmotic  pressure  of 
the  blood  (c.  40  per  cent)  (Youmans  et  al.).  This 
increase  in  erythrocyte  and  protein  concentration 
should  also  produce  a higher  blood  viscosity. 
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f.  Kidney.  The  diminution  of  urine  formation 
in  the  erect  position  to  approximately  one-third  of 
the  quantity  produced  when  lying  may  be  due  to  the 
increased  protein  concentration  of  the  blood,  loss  of 
fluid  into  the  tissues,  and  diminution  in  blood  vol- 
ume. The  resulting  rise  in  oncotic  pressure  of  blood 
proteins  would  naturally  interfere  with  glomerular 
filtration.  Very  likely,  vaso-constriction,  as  prob- 
ably occurs  generally  throughout  the  splanchnic  area, 
may  diminish  urinary  output.  I had  hoped  that  the 
rate  of  diminution  in  urine  formation  on  standing 
after  lying  might  solve  the'  question  as  to  whether 
vaso-constriction  or  protein  concentration  was  in- 
volved. If  renal  vaso-constriction  were  most  impor- 
tant, the  rate  could  be  expected  to  drop  to  its  new 
low  level  immediately;  if  due  to  protein  concen- 
tration, the  rate  might  change  but  gradually.  How- 
ever, as  Figure  1 shows,  the  rate  of  urine  secretion 
reaches  the  new  low  level  within  twenty  to  thirty 
minutes,  which  is  exactly  the  rate  at  which  the 
plasma  volume  diminishes  (Thompson  et  al.). 
Marked  variations  in  both  total  amount  and  con- 
centration of  the  urinary  constituents  occur,  as  a 
diminution  in  urea,  bicarbonates,  and  chlorides 
(White  et  al.). 

g.  Respiration.  Liljestrand  and  Wollin  showed 
that  on  standing,  there  occurred  an  increase  in  pul- 
monary ventilation  (2  to  3 Its.  per  min.)  and  rate 
(5  to  10  per  min.)  and  a diminution  in  CO-2  ten- 
sion of  the  arterial  alveolar  air  (c.  0.5  to  0.75  per 
cent).  This  increased  respiration  is  probably  due 
to  reflex  stimulation  by  the  diminished  pressure  in 
the  carotid  sinuses,  and  must  be  responsible  for  the 
diminished  COo  tension  (Main).  In  turn,  this 
washing  out  of  C02  from  the  blood  produces  a 
mild  alkalemia,  the  venous  pH  increasing  about 
0.05.  This  diminution  of  COo  tension  and  resulting 
alkalemia  remind  us  that  if  carried  far  enough,  a 
paralysis  of  the  vasomotor  center  would  ensue. 
Perhaps  then,  the  syncope  of  postural  hypotension 
may  in  part  be  due  to  extensive  over-ventilation  be- 
cause of  a marked  primary  drop  in  carotid  sinus 
pressure,  with  further  secondary  diminution  in  blood 
pressure  due  to  the  paralysis  of  the  vasomotor  center 
by  acapnia. 

As  previously  mentioned,  this  increase  in  respira- 
tion must  facilitate  the  venous  return,  which  is  being 
hindered  by  the  effect  of  gravity. 

The  vital  capacity  (c.  0.3  It.)  (Bohr)  and  reserve 
air  (c.  1 It.)  (Wilson)  also  increase  in  the  erect 


position  due  either  to  the  fact  that  the  abdominal 
viscera  no  longer  hinder  the  excursions  of  the  dia- 
phragm, or  else  that  engorgement  of  the  lungs  with 
blood  occurs  while  lying  down. 

h.  Metabolism.  The  metabolic  rate  increases  as 
indicated  by  greater  oxygen  consumption  (Groll- 
man)  apparently  because  of  the  augmented  oxygen 
utilization  of  the  contracting  muscles,  which  in  turn 
may  be  responsible  for  the  elevation  of  body  tem- 
perature on  standing  (c.  55°  C.  rectal)  (Ivleitman 
and  Doktorsky).  Since  loss  of  water  through  skin 
and  lungs  is  directly  proportional  to  the  metabolic 
rate,  we  may  expect  an  increase  in  the  “insensible 
perspiration”  as  well,  since  even  when  sitting,  ap- 
proximately 5 gm.  more  of  water  per  hour  is  lost 
than  when  supine  (Benedict  and  Root).  The  in- 
creased pulmonary  ventilation  would  be  responsible 
for  part  of  this  increase.  The  skin  temperature  of 
the  leg  drops  on  standing,  due  to  vaso-constriction 
( Youmans). 

i.  Miscellaneous.  Finally,  we  can  but  mention 
some  of  the  remaining  physiological  alterations  con- 
cerning which  we  know  so  little:  the  increased  ac- 
tivity of  the  central  nervous  system  in  sending  im- 
pulses to  the  contracted  muscles  responsible  for 
maintenance  of  posture,  the  probable  greater  number 
of  sensory  impulses  coming  from  the  proprioceptors 
of  the  muscles,  tendons,  and  joints,  the  altered  pat- 
tern of  action  currents  of  the  eighth  cranial  nerve 
arising  from  the  changed  position  of  the  otoliths  of 
the  internal  ear,  variations  in  blood  velocity,  and  the 
innumerable  alterations  in  the  blood  constituents  in- 
volved in  the  chemistry  of  the  mild  muscular  exer- 
cise of  standing. 

Conclusion. — The  manifold  functional  variations 
occurring  in  the  human  body  upon  assuming  the  erect 
position  indicate  that  man  is  not  yet  completely 
adapted  to  the  erect  posture,  and  that  such  a simple 
act  as  rising  involves  appreciable  physiologic  effort. 
Again,  these  disturbances  remind  us  that  physio- 
logic compensation,  although  often  surprisingly  good, 
is  seldom  perfect. 
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SOME  OBSERVATIONS  IN  EIGHTY  CASES  OF  HEAD  INJURY.* 


Thos.  N.  Spessard,  M.  D., 

Roanoke,  Virginia. 


To  evaluate  the  results  of  any  type  of  clinical 
treatment,  it  is  occasionally  helpful  to  review  the 
records  of  a series  of  cases,  not  only  with  the  view- 
point of  finding  the  actual  statistics  in  the  imme- 
diate series,  but  also  with  the  hope  that  something 
may  be  gleaned  which  will  be  of  value  in  the  han- 
dling of  similar  cases  in  the  future. 

While  eighty  cases  of  injury  to  the  cranium  and 
its  contents  do  not  represent  a large  series,  it  is 
sufficient  to  allow  for  some  conclusions  of  a com- 
parative nature.  The  cases  selected  here  are  of  vari- 
able degrees  of  severity  in  character,  but  all  were 
sufficiently  alarming  in  their  clinical  manifestations 
to  require  hospital  admission  and  care.  The  major 
portion  were  seen  through  the  neurological  service 
of  the  Roanoke  Hospital.  The  others  are  repre- 
sented by  patients  followed  either  directly  or  as  con- 
sultant on  the  services  of  the  other  hospitals  in  the 
city  and  several  seen  in  consultation  and  followed 
in  the  hospitals  of  near-by  towns. 

As  far  as  possible,  effort  has  been  made  to  follow 
the  patients  since  recovery  from  the  acute  injury, 
especially  as  to  the  success  of  the  patient  to  rehabil- 
itate himself  socially  and  economically. 

Details  of  treatment  will  not  be  discussed  specifi- 
cally in  this  paper.  I have  outlined  my  ideas  in  this 
regard  on  other  occasions,  and  will  not  bore  you 
with  repetition.  It  has  become  my  feeling  that  any 
attempt  to  lay  down  dogmatic  principles  of  treat- 
ment is  not  only  unreasonable,  but  confusing.  The 
most  debated  point  in  head  injury  therapy,  that  of 
spinal  drainage,  should  be  applied  to  the  specific 
patient  in  question,  and  not  to  the  theoretical  possi- 
bilities. The  same  practical  viewpoint  should  de- 
termine our  procedure  in  all  head  cases.  Spinal 
drainage  was  used  freely  in  this  group  of  cases, 

*Read  before  The  Roanoke  Academy  of  Medicine  at  it* 
meeting  on  February  1,  1937. 


and  I think  is  our  most  valuable  method  of  treating 
general  concussion  with  edema.  Experience  has 
shown  that  no  standardization  of  treatment  is  possi- 
ble that  will  cover  an  important  percentage  of  cranial 
injuries.  No  two  head  injuries  are  ever  similar.  The 
patient’s  reaction  to  the  acute  trauma  varies  not  only 
with  the  force  involved  in  production  of  the  injury, 
but  also  with  the  age,  economic  status,  and  general 
physical  condition  of  the  patient  at  the  time  of 
injury.  In  these  cases  we  have  attempted  to  give 
due  consideration  to  all  factors  involved,  making 
every  effort  to  avoid  complications  when  we  could, 
and  if  this  was  impossible  to  treat  them  according  to 
the  indications  in  each  individual  case. 

The  point  of  most  importance,  I believe,  is  a very 
careful  and  complete  examination  at  the  time  of 
the  injury  and  the  necessity  for  frequent  periods  of 
observation  thereafter.  It  is  only  in  this  way  that 
the  complications  can  be  recognized  and  treatment 
be  instituted  in  time  to  be  of  benefit  to  the  patient. 
There  is  no  group  of  patients  requiring  such  careful 
and  repeated  observations  nor  any  group  in  which 
complications  result  in  death  with  such  certainty 
and  rapidity  as  in  this  type  of  case. 

Estimation  as  to  prognosis  is  especially  difficult 
and  treacherous  in  head  cases,  and  the  force  used  in 
the  production  of  the  injury,  as  a prognostic  aid,  is 
frequently  misleading.  Two  cases  in  this  series,  both 
children,  died  as  a result  of  very  trivial  accidents. 
One  fell  from  a bottom  step  to  the  ground,  and  died 
the  next  day  of  a laceration  of  the  left  temporal  lobe, 
as  shown  at  autopsy.  Another  fell  from  the  door 
of  a slowly  moving  car  and  died  suddenly  three  days 
later.  Others  have  had  tremendous  force  exerted 
against  the  skull  at  the  time  of  injury  with  rather 
an  uneventful  recovery.  It  is  my  opinion  that  the 
one  most  valuable  prognostic  sign  in  head  injuries 
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is  the  change  in  consciousness,  with  the  exception 
of  the  cases  comprising  brain  hemorrhages,  especially 
the  middle  meningeal  type.  Generally  speaking,  the 
patient  who  shows  sign  of  early  mental  clearing 
after  an  injury  probably  has  a good  outlook.  Long 
continued  unconsciousness,  twenty-four  hours  or 
longer  however,  indicates  presumptive  signs  of  severe 
injury,  certainly  more  than  a simple  concussion  of 
the  brain.  Return  to  unconsciousness  after  a fairly 
clear  interval  is  always  the  sign  of  complications, 
usually  hemorrhage.  In  spite  of  the  great  value  of 
the  state  of  consciousness  as  a prognostic  and  diag- 
nostic aid,  the  other  clinical  observations — pulse, 
blood  pressure  readings  at  frequent  interval,  eye 
studies,  reflex  changes,  and  other  examinations — 
should  not  be  neglected. 

As  to  shock  in  injuries  about  the  head,  an  analysis 
of  these  and  other  cases  seems  to  me  to  indicate 
shock  is  much  less  severe  and  lasting  than  in  com- 
parable injuries  elsewhere  in  the  body.  While  some 
shock  does  occur  no  doubt,  and  this  should  be  an 
important  consideration  in  the  early  treatment,  I am 
convinced  that  severe  shock  points  more  frequently 
to  coincidental  injury  elsewhere  than  to  the  injury 
to  the  head  as  the  productive  factor.  Patients  who 
die  within  a short  period  after  a severe  head  injury 
die,  in  my  judgment,  almost  invariably  from  rapid 
medullary  compression  due  to  hemorrhage  or  edema 
rather  than  from  acute  traumatic  shock.  Patients 
suffering  from  head  injuries  alone,  as  a rule,  have 
a well-maintained  circulation,  pulse  and  blood 
pressure,  even  to  the  point  of  death  from  medullary 
compression.  I very  much  doubt  if  shock  entered 
into  the  mortality  rate  included  in  this  series.  The 
same  holds  true  for  operative  shock  in  these  cases. 
Its  rarity  is  probably  due  in  part  to  the  relatively 
small  amount  of  trauma  necessary  in  cranial  oper- 
ations secondary  to  injury.  Whether  the  operation 
is  for  relief  of  hemorrhage,  elevation  of  depressed 
fragments  or  decompression  for  edema,  the  procedure 
is  rarely  prolonged  or  extensive.  It  is  unusual  for 
the  findings  to  indicate  a massive  operation  in  cra- 
nial injury. 

As  to  operative  indications,  at  times  surgical  in- 
terference is  definitely  indicated,  as  in  sub-dural 
hemorrhage  with  homolateral  dilatation  of  pupil 
and  signs  of  pressure,  and  in  the  middle  meningeal 
type  hemorrhages  with  the  clear-cut  history  of  trauma 
followed  by  the  lucid  interval  with  increasing  and 
rapidly  progressive  drowsiness  and  respiratory  fail- 


ure. The  indications  are  also  clear  in  depression  of 
fragments  but  in  the  larger  proportion  it  is  a ques- 
tion of  individual  choice.  It  is  the  case  that  is  losing 
ground  steadily,  with  obvious  fatal  termination  the 
ultimate  end,  that  presents  the  greatest  problem. 
This  is  especially  true  if  no  localizing  signs  are 
present  on  neurological  examination.  Should  these 
cases  with  death  virtually  certain  by  conservative 
treatment  measures  be  given  the  long  shot  benefit  of 
an  exploration?  There  is  frequently  the  feeling  that 
there  may  be  a localized  clot,  in  spite  of  the  negative 
examination,  or  that  decompression  might  furnish 
the  decisive  margin  necessary  to  prevent  fatal  medul- 
lary compression.  The  choice  is  by  no  means  an 
easy  one,  and  there  is  much  to  be  said  for  or  against 
either  method  utilized.  However,  bearing  in  mind 
the  relative  simplicity  of  a trephine  opening  with  a 
needle  exploration  of  the  brain,  or  moderate  sub- 
temporal decompression,  I believe  many  patients 
should  be  given  this  small  chance,  unquestionably 
their  only  one  for  recovery.  The  families  of  patients 
represented  here  have  universally  been  willing  and 
even  insistent  that  this  small  opportunity  for  benefit 
be  tried  and,  even  when  the  operation  is  unsuccess- 
ful, show  more  gratitude  than  is  seen  in  other  similar 
situations. 

An  interesting  observation  encountered  in  this 
series,  and  one  which  I have  not  seen  discussed  very 
fully  in  other  papers,  is  the  presence  in  four  cases  of 
a complete  peripheral  facial  paralysis  at  the  first 
examination.  That  this  paralysis  was  not  due  to 
injury  to  the  brain  or  seventh  nerve  nucleus  wTas 
shown  by  the  absence  of  any  reflex  changes  or  signs 
of  a focal  lesion  elsewhere  in  the  brain.  In  two  of 
these  cases  there  was  a fracture  of  the  parietal  bone 
on  the  same  side,  but  the  fracture  did  not  approach 
the  course  of  the  facial  nerve  at  any  point.  The 
most  probable  explanation,  I believe,  is  that  at  the 
time  of  injury  there  is  a contusion  or  bruising  of 
the  nerve  as  it  emerges  through  the  stylomastoid 
foramen  from  the  skull.  This  results  in  edema  of 
the  nerve  with  the  resultant  paralysis.  While  re- 
covery from  this  type  paralysis  has  been  slow,  all 
these  cases  have  shown  a tendency  towards  recovery. 
This  observation  should  be  of  some  medico-legal 
importance,  perhaps. 

The  age  incidence  of  patients  in  the  group  varied 
from  two  years  up  to  seventy-two,  the  average  being 
twenty-six.  An  interesting  point  to  me  was  that 
twenty  patients,  or  25  per  cent,  were  between  sixteen 
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and  twenty-one  years  of  age.  This  figure  indicates 
the  dangerous  age  in  automobile  driving,  if  this 
small  series  is  any  criterion.  Fractures  were  present 
in  twenty-one  cases,  or  27  per  cent;  three  of  them 
were  depressed  type,  or  approximately  4 per  cent.  Of 
the  cases  with  fractured  skulls  three  died,  a mor- 
tality of  approximately  15  per  cent  against  a mor- 
tality of  9 per  cent  for  the  entire  eighty  patients. 
This  would  suggest  that  whether  or  not  a skull  is 
fractured  is  of  considerable  importance  in  prognos- 
tic evaluations  even  if  of  little  practical  benefit  in 
treatment. 

There  were  seven  deaths  in  this  series,  a general 
mortality  rate  of  9 per  cent.  The  causes  of  death 
were:  cerebal  edema,  two  cases;  laceration  of  tem- 
poral lobe,  one  case;  depressed  fracture  with  oste- 
omyletis,  one  case;  fracture  with  hemorrhage  un- 
localized, two  cases;  status  epilepticus  or  uncon- 
trolled convulsions,  one  case. 

Operation  was  performed  in  eight  cases,  or  10 
per  cent  of  the  group:  two  cases  of  chronic  sub- 
dural hemorrhage,  left  cerebral  hemisphere;  two 
cases  of  depressed  fracture,  one  right  frontal  and  one 
left  frontal  area;  one  case  of  traumatic  arachnoid 
cyst  right  frontal  lobe;  three  cases  of  simple  sub- 
temporal decompressions  for  edema.  Two  of  these 
cases  died,  one  a depressed  fracture  with  progressive 
cerebral  softening,  ten  days  after  operation;  the  other 
a case  of  acute  cerebral  edema  with  multiple  small 
hemorrhages,  the  night  after  operation.  If  this  oper- 
ative group  is  a cross  section  of  average  head  cases, 
we  can  assume  that  one  case  of  head  injury  out  of 
ten  will  ultimately  require  operative  interference 
during  the  course  of  treatment. 

As  to  residuals  or  late  complications  in  head  in- 
jury, by  far  the  most  common  one  in  this  group  was 
that  of  a post-traumatic  or  post-concussion  neurosis. 
This  complication  was  definitely  present  in  ten  cases, 
or  over  12  per  cent  of  the  recovered  cases.  Compen- 
sation evidently  was  a factor  in  some  cases,  but  one 
that  is  probably  exaggerated  because,  even  after  all 
compensation  elements  are  removed,  these  cases  con- 
tinue to  run  from  doctor  to  doctor  or  more  frequently 
to  the  chiropractor  or  osteopath  with  their  indefinite 
and  intangible  complaints,  the  main  ones  being,  as  a 
rule,  headache  and  dizziness.  It  may  well  be  that 
we  are  doing  many  of  these  cases  an  injustice  by  a 


diagnosis  of  neurosis.  An  encephalogram  on  one 
of  these  ten  cases  of  neurosis  showed  very  definite 
cortical  atrophy.  Other  cases  too  might  have  a basis 
of  organicity  could  we  but  find  it.  In  any  event, 
the  present  so-called  post-concussive  neurosis  is  one 
of  the  most  serious  problems  encountered  in  head 
injuries. 

Peripheral  facial  paralysis  has  been  mentioned 
elsewhere  in  the  paper  as  a complication  in  four 
cases.  Hemiplegia  was  present  as  a late  residual  in 
only  three  cases — a very  fortunate  percentage.  Other 
complications  less  frequently  encountered  were  one 
case  of  mixed  aphasia,  and  two  of  partial  ptosis. 
In  one  case  a rather  unusual  but  not  rare  observa- 
tion was  encountered,  that  of  hyperpyrexia  follow- 
ing a severe  concussion.  This  was  in  a young  woman 
who  for  nearly  two  weeks  maintained  a temperature 
of  103  degrees  to  104  degrees.  There  was  no  leuco- 
cytosis,  spinal  fluid  was  normal  and  patient  was  not 
toxic  or  exhausted  as  in  an  infectious  process.  She 
was  clear  mentally.  After  nearly  two  weeks,  the  high 
temperature  disappeared  and  she  made  a complete 
recovery.  The  thermal  centre  is  supposedly  situated 
in  the  mid-brain  and  variations  in  the  heat  mechan- 
ism indicate  injury  within  this  area.  A small  hemor- 
rhage in  or  near  the  thermal  centre  was  the  pre- 
sumptive diagnosis  in  this  case.  One  complication 
supposedly  rather  a frequent  residual,  that  of  post- 
traumatic  epilepsy,  has  not  been  encountered  in  any 
case  in  this  series. 

Conclusions:  Some  observations  in  a small 
series  of  eighty  cases  of  head  injuries  are  given.  No 
new  methods  of  diagnosis,  prognosis  or  treatment 
are  offered.  If  any  conclusions  are  possible  from 
this  cross  section  of  average  head  cases,  it  is  that 
standardization  of  treatment  is  difficult,  if  not  im- 
practical; that  in  head  injuries,  as  in  injuries  else- 
where, treatment  and  prognosis  must  depend  on  a 
careful  examination  and  continued  observation  of 
the  patient  as  an  individual.  The  only  index  of 
real  value  in  treatment  is  whether  your  patient  is 
improving  under  the  methods  in  use.  Ultimate  re- 
sults are  still  the  criterion  by  which  we  measure  our 
clinical  success  or  failure.  Head  injuries  are  no 
exception  to  this  rule. 

306  Medical  Arts  Building. 
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ACUTE  CARBON  MONOXIDE  ASPHYXIA. 


Fred  F.  Davis,  M.  D., 

Roanoke,  Va. 


It  is  estimated  that  there  are  approximately  50,000 
asphvxial  deaths  in  the  United  States  annually. 
Probably  about  50  per  cent  of  these  are  due  to  car- 
bon monoxide.  The  medical  profession  has  left  the 
treatment  of  these  cases  almost  entirely  in  the  hands 
of  employees  of  gas  and  electric  companies  and 
first  aid  crews.  This  is  a mistake  which  should  lie 
and  very  easily  could  be  corrected.  In  asphyxia, 
as  with  any  other  seriously  ill  or  injured  patient,  the 
treatment  should  be  directed  by  a physician’s  skill 
and  judgment.  A lack  of  knowledge  of  the  funda- 
mental principles  of  resuscitation  by  the  medical 
profession  generally  could  be  changed  by  giving  the 
subject  a little  time  and  thought.  Mistakes  made  in 
the  past  by  physicians  are  many,  such  as: 

1.  Pronouncing  a patient  dead  because  no  sign  of 
life  can  be  detected.  Some  of  these  cases  can  be 
revived  by  artificial  respiration  and  inhalation  treat- 
ment after  from  eight  to  twelve  hours’  effort. 

2.  Putting  a non-breathing  patient  in  an  am- 
bulance only  to  have  him  die  on  the  way  to  the 
hospital.  These  patients  should  never  be  moved 
until  normal  respiration  is  established. 

3.  Use  of  hypodermic  medication  which  only  adds 
to  the  depression.  The  use  of  hypodermic  and  in- 
travenous medication  probably  does  no  good  and 
may  do  great  harm. 

4.  Interfering  with  artificial  respiration  to  exam- 
ine patients.  This  is  a useless  and  dangerous  pro- 
cedure. 

If  these  mistakes  are  to  be  avoided  in  the  future 
we  must  grasp  the  fundamental  principles  involved 
in  acute  asphyxiation. 

Ocurrence 

Carbon  monoxide  is  found  wherever  there  is  in- 
complete combustion.  All  engines  using  internal 
combustion  give  off  carbon  monoxide  in  the  exhaust. 
There  is  a high  percentage  of  carbon  monoxide  in 
artificial  gas;  that  used  by  the  local  company  con- 
tains 25  per  cent  to  35  per  cent.  Any  smoldering 
fire  in  a furnace  or  stove  gives  off  considerable  car- 
bon monoxide.  This  gas  is  colorless  and  almost 
odorless,  so  a person  may  be  entirely  unaware  of  its 
presence. 


Symptoms 

The  symptoms  vary  with  the  percentage  of  hemo- 
globin in  combination  with  carbon  monoxide.  A 
summary  of  the  symptoms  given  for  different  con- 
centrations in  the  blood  by  Henderson  and  Hag- 
gard in  “Noxious  Gases”  is: 


10% No  appreciable  effect  except  shortness  of 

breath  on  vigorous  muscular  exertion. 

20% No  appreciable  effect  in  most  cases  except 

short  wind  even  on  moderate  exertion ; 
slight  headache  in  some  cases. 

30% Decided  headache;  irritable;  easily  fa- 

tigued; judgment  disturbed. 


+0%— 50% - Headache,  confusion,  collapse  and  faint- 
ing on  exertion. 

60%-70%  -Unconsciousness;  respiratory  failure  and 
death  if  exposure  is  long  continued. 

80% Rapidly  fatal. 

Over  80%_lmmediately  fatal. 

In  the  higher  concentrations  these  symptoms  de- 
velop so  rapidly  that  one  may  lose  consciousness  be- 
fore he  realizes  his  danger. 

Physiology 

Carbon  monoxide  produces  its  symptoms  by  re- 
placing the  oxyhemoglobin  of  the  blood  with  carbon 
monoxide  hemoglobin.  This  is  a loose  chemical 
change  which  is  easily  reversed  when  exposure  to 
carbon  monoxide  is  discontinued  and  the  oxygen 
supply  increased.  The  affinity  of  hemoglobin  is 
about  three  hundred  times  as  great  for  carbon  mo- 
noxide as  for  oxygen  so  prolonged  exposure  to  very 
small  quantities  of  the  gas  produces  symptoms. 
The  more  carbon  monoxide  hemoglobin  present  the 
less  oxygen  the  blood  can  carry,  thereby  producing 
an  anoxemia  of  the  tissues.  During  exposure  to 
carbon  monoxide  there  is  a prolonged  period  of  rapid 
forceful  breathing.  This  hyperpnea  produces  an 
alkalosis  by  reducing  the  normal  carbon  dioxide  of 
the  body.  This  alkalosis  causes  the  carbon  mo- 
noxide hemoglobin  to  be  held  with  greater  tenacity 
by  the  blood.  This  is  one  of  the  main  reasons  car- 
bon dioxide  is  so  necessary  in  the  treatment  of  these 
cases.  Another  benefit  to  be  gained  by  the  use  of 
carbon  dioxide  is  its  action  as  a stimulant  to  the 
respiratory  center.  The  rapidity  of  this  reversal  from 
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carbon  monoxide  hemoglobin  back  to  oxyhemoglobin 
varies  with  the  percentage  of  oxygen. 

Treatment 

Of  course,  the  first  thing  is  to  remove  the  patient 
from  the  contaminated  atmosphere.  In  mild  cases 
this  is  all  that  is  necessary  except  bed  rest  and  ob- 
servation for  twelve  to  twenty-four  hours. 

In  the  comatose  patient  who  is  not  breathing,  or 
whose  breathing  is  weak  and  ineffectual,  artificial 
respiration  should  be  started  at  once.  The  Schafer 
prone  pressure  method  is  best  for  this  purpose. 
Every  one  who  is  likely  to  see  one  of  these  cases 
should  be  thoroughly  familiar  with  this  method  of 
artificial  respiration.  Any  clothing  interfering  with 
circulation  or  respiration  should  be  loosened.  The 
depression  of  the  circulation  can  be  counteracted  to 
some  extent  by  having  the  head  lower  than  the  body. 
This  also  allows  mucus  to  escape  from  the  throat. 
However,  no  time  should  be  lost  in  an  effort  to 
secure  this  position.  As  soon  as  possible  an  in- 
halator  of  standard  design  should  be  procured  and 
inhalation  of  oxygen  93  per  cent  and  carbon  dioxide 
7 per  cent  started.  For  very  severe  cases  probably 
a higher  percentage,  carbon  dioxide  10  per  cent  to 
30  per  cent,  produces  more  rapid  results,  but  for 
routine  use  the  93  per  cent-7  per  cent  mixture  has 
been  found  satisfactory.  Artificial  respiration  and 
inhalation  of  this  oxygen  carbon  dioxide  mixture 
should  be  continued  until  normal  respiration  is  re- 
established or  until  rigor  mortis  sets  in. 

There  are  patients  who  have  been  revived  after 
eight  to  twelve  hours,  or  even  longer,  when  all  signs 
indicated  they  were  dead  when  found.  If,  after 
an  hour  or  two  of  treatment  the  patient  still  shows 
no  sign  of  life,  the  carbon  monoxide  content  of  the 
blood  should  be  determined.  This  test  should  be 
repeated  in  thirty  minutes  and  if  the  carbon  mo- 
noxide content  of  the  blood  is  decreasing,  under  no 
circumstances  should  efforts  at  resuscitation  be  dis- 
continued. 

It  must  be  remembered  that  these  patients  are  in 
a state  of  shock  and  it  is  as  essential  that  they  be 
kept  well  covered  and  warm  as  in  other  forms  of 
surgical  shock. 

After  consciousness  and  normal  respiration  are  re- 
established, these  patients  should  be  moved  to  a hos- 
pital in  an  ambulance.  Inhalation  of  the  oxygen 
carbon  dioxide  mixture  should  be  carried  out  for 
five  to  ten  minutes  each  hour  for  six  to  twelve  hours 


After  recovering  consciousness,  they  should  remain 
in  the  hospital  for  several  days  under  observation. 
Any  violent  exercise  is  to  be  avoided  for  several 
days  following  exposure  on  account  of  the  effect  on 
the  circulatory  system. 

Hypodermic  or  intravenous  medication  probably 
does  no  good  in  these  cases.  Respiratory  stimulants 
such  as  Alpha-lobeline  add  to  the  circulatory  de- 
pression and  should  not  be  used.  Caffein  sodium 
benzoate  in  small  quantities  probably  is  safer  than 
any  other  drug  but  is  of  questionable  benefit. 

Time  does  not  permit  a detailed  discussion  of  the 
controversy  which  has  raged  for  several  years  over 
the  use  of  methylene-blue  in  carbon  monoxide 
asphyxia.  The  experimental  and  clinical  data  from 
the  opposing  groups  report  almost  opposite  effects. 
Brooks,  Geiger  and  Bell,  among  others,  recommend 
its  use.  They  advise  the  intravenous  injection  of 
50  cc.  of  a 1 per  cent  aqueous  solution.  Hender- 
son, Haggard  and  Greenberg  state  that  it  is  contra- 
indicated because  it  acts  as  a synergist  instead  of  an 
antidote  for  carbon  monoxide  poisoning.  More  ex- 
perimental and  clinical  evidence  is  needed  before 
the  final  word  is  said  on  this  subject. 

Blood  transfusions  have  been  used  in  the  past  but 
should  be  discontinued.  They  do  no  good,  and  the 
effect  on  an  already  profoundly  depressed  circula- 
tory system  may  result  fatally.  If  the  treatment 
outlined  above  is  carried  out,  almost  all  of  these 
patients  who  are  found  before  the  heart  has  actually 
stopped,  can  be  saved.  It  is  well  to  remember  that 
if  respiration  has  ceased,  there  is  a period  of  from 
five  to  ten  minutes  at  most  before  the  heart  stops, 
so  in  these  cases  no  time  should  be  lost  in  starting 
treatment. 

Sequelae 

Following  all  severe  carbon  monoxide  poisoning 
there  are  several  days  of  malaise,  nausea,  headache 
and  nervousness.  In  practically  all  cases  the  patient 
is  then  fully  recovered  and  back  to  normal.  Oc- 
casionally after  severe  prolonged  exposure  a psy- 
chosis develops  which  may  be  temporary  or  perma- 
nent. This  complication  is  rare.  In  an  analysis 
of  one  hundred  and  sixty-seven  cases,  severe  enough 
for  hospitalization,  Shillito,  Drinker  and  Shaugh- 
nessy  found  .56  per  cent  with  a psychosis.  Three 
of  these  recovered  and  one  was  permanent.  These 
same  authors  found  in  an  analysis  of  twenty-one 
thousand  cases  in  New  York  that  forty-three  de- 
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veloped  a psychosis.  At  the  end  of  a two-year 
period,  twenty-three  of  them  had  fully  recovered; 
eleven  had  died  and  nine  suffered  permanent  neuro- 
logical symptoms. 

This  subject  presents  grave  medico-legal  aspects. 
It  should  be  remembered  that  permanent  ill-effects 
following  acute  carbon  monoxide  asphyxia  are  ex- 
tremely rare  and  occur  only  after  the  most  profound 
poisoning.  If  a person  survives  exposure  to  the 
gas,  the  most  frequent  cause  of  death  then  is  the 
development  of  broncho-pneumonia.  Repeated  small 
exposure  causes  weakness,  irritability,  headache, 
nausea  and  fatigue.  These  effects  are  not  perma- 
nent and  clear  up  promptly  upon  discontinuing  the 
exposure. 

Summary 

1.  The  treatment  of  all  cases  of  acute  asphyxia 
should  be  carried  out  under  the  supervision  of  a 
competent  physician. 

2.  Carbon  monoxide  gas  occurs  wherever  there  is 
incomplete  combustion,  the  most  frequent  sources  be- 
ing the  automobile  and  artificial  gas. 

3.  The  symptoms  of  poisoning  in  order  of  occur- 
rence are:  Weakness,  headache,  nervousness,  faint- 
ing, respiratory  failure  and  finally  circulatory  fail- 
ure. 

4.  In  cases  of  carbon  monoxide  asphyxia,  carb- 
oxyhemoglobin  replaces  oxyhemoglobin,  causing 
anoxemia  of  the  tissues.  This  action  can  be  re- 
versed by  high  concentration  of  oxygen  and  carbon 
dioxide.  The  carbon  dioxide  acts  also  as  a respira- 
tory stimulant  and  corrects  the  alkalosis. 

5.  Artificial  respiration  with  inhalation  of  93  per 
cent  oxygen  and  7 per  cent  carbon  dioxide  is  all  the 
treatment  necessary.  Hypodermic  and  intravenous 
medications  are  not  needed. 


6.  A psychosis  occasionally  follows  profound 
poisoning.  This  is  usually  temporary,  and  it  is 
extremely  rare  for  a person  to  suffer  permanent  ill- 
effects  from  acute  carbon  monoxide  asphyxia. 
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STUDIES  ON  OXYURIASIS.  II.  A PRELIMINARY  NOTE  ON 
TREATMENT  WITH  TETRACHLORETHYLENE. 


Willard  H.  Wright, 

John  Bozicevich 
and 

Joseph  Rose, 

From  the  Division  of  Zoology,  National  Institute  of  Health,  U.  S.  Public  Health  Service, 

and  Children’s  Hospital, 

Washington,  D.  C. 

During  recent  years,  tetrachlorethylene  has  been  tions,  in  man  and  domestic  animals.  Hall  and 
used  extensively  in  the  treatment  of  certain  nema-  Augustine1  recommended  testing  it  in  pinworm  in- 
tode  infestations,  particularly  hookworm  infesta-  festations,  and  cite  the  case  of  a Nicaraguan  soldier 
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who  expelled  a total  of  5,544  pinworms  following 
the  administration  of  a single  dose  of  4 cc.  of  this 
drug. 

In  our  cases,  the  patients  were  hospitalized  for 
48  hours.  They  were  given  a light  supper  of  non- 
fatty foods  the  night  before  treatment;  except  in 
certain  cases  noted  in  Table  1,  a high  soap-suds 
enema  was  given  at  9:00  P.  M.  on  the  day  of  ad- 
mission; no  breakfast  was  allowed  on  the  morning 
of  treatment;  and  the  anthelmintic  was  adminis- 
tered at  7:00  A.  M.  For  children  up  to  12  years  of 
age,  the  tetrachlorethylene  was  administered  at  a 
dose  rate  of  0.1  cc.  for  each  year  of  apparent  (not 
chronological)  age.  For  individuals  over  12  years  of 


treatment,  were  collected  and  washed  through  a series 
of  screens  of  varying  mesh  sizes  and  all  worms  were 
collected  and  counted.  The  patients  were  dis- 
charged on  the  evening  of  the  second  day. 

Of  the  large  number  of  treatments  for  oxyuriasis 
in  the  medical  literature,  it  would  appear  that  almost 
all  are  recommended  on  clinical  grounds,  without 
critical  evidence  afforded  by  post-treatment  exam- 
inations to  determine  their  exact  efficacy.  Results 
of  treatment  in  the  present  series  were  checked  by 
perianal  swabs  with  the  cellophane  swab  described 
by  Hall2.  The  value  of  this  method  of  diagnosing 
pinworm  infestation  has  been  demonstrated  beyond 
all  doubt  in  some  3,000  examinations  made  by  the 


Table  1. — Results  of  Treatment  of  Cases  of  Oxyuriasis  with  Tetrachlorethylene 


Patient 

Age 

Dose  of  anthelmintic 

Number 

of  worms  passed 

Number  of  post- 
treatment swab 
examinations 

Results  of  post- 
treatment swab 
examinations 

In  enemas 

In  stools 

Total 

yrs. 

CC. 

L.C. 

7 

0.7 

9 

103 

112 

36 

Positive 

A.C. 

5 

0.5 

121 

219 

340 

40 

» 

M.Q. 

5 

0.4 

26 

380 

406 

18 

“ 

B.W. 

8 

0.6 

92 

763 

855 

10 

“ 

J.c. 

6 

0.5 

638 

155 

793 

7 

“ 

G.C. 

9 

0.9 

11 

63 

74 

36 

Negative 

D.C. 

4 

0.4 

116 

511 

627 

40 

J.B. 

15 

1.5 

No  enema 

1 

1 

5 

“ 

J.H. 

14 

2.5 

“ 

3 

3 

4 

“ 

J.H.H. 

10 

1.0 

0 

1 

1 

3 

“ 

E.C. 

7 

0.5 

539 

122 

661 

7 

“ 

Averages  8.2 

0.86 

172.4 

211 

352 

19 

Total  pos.  5 ; neg.  6 

age,  the  drug  was  administered  at  a dose  rate  com- 
mensurate with  the  age,  weight  and  physical  con- 
dition of  the  patient.  In  children  10  years  of  age 
and  under,  the  anthelmintic  was  given  in  a suitable 
dose  of  magnesium  citrate  solution,  and  in  those 
over  10  years  of  age,  the  drug  was  given  in  a suit- 
able dose  of  a solution  of  magnesium  sulphate.  The 
younger  children  drank  the  magnesium  citrate- 
tetrachlorethylene  mixture  readily  and  without  ob- 
jection, and  the  use  of  this  mixture  obviated  the 
usual  difficulties  in  administering  chlorinated  hydro- 
carbons to  children.  Food  was  not  allowed  until 
after  the  bowels  had  moved  copiously,  after  which 
the  patients  were  given  the  regular  hospital  fare. 

All  feces  passed,  following  the  enema  and  the 


staff  of  the  Division  of  Zoology.  The  number  of 
post-treatment  swabs  in  the  present  series  varied 
from  3 to  40,  depending  on  the  availability  and 
accessibility  of  the  patients.  When  only  a few 
swabs  could  be  made,  they  were  taken  on  consecutive 
days,  beginning  with  the  14th  day  after  treatment, 
a period  during  which  any  pinworm  larvae  left  by 
the  treatment  would  probably  have  developed  to 
maturity. 

Table  1 presents  the  results  of  the  treatment  of 
eleven  patients  with  tetrachlorethylene.*  While  the 

•We  desire  to  express  our  appreciation  to  Dr.  Wm.  A. 
Warfield,  formerly  Superintendent,  Freedmen’s  Hospital, 
and  to  Dr.  Manly  B.  Root,  Physician  to  the  National 
Training  School  for  Boys,  Washington,  D.  C.,  for  their 
cooperation  in  the  treatment  of  a number  of  these  cases. 
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drug  was  not  entirely  effective  for  the  removal  of  all 
worms  from  all  patients  in  this  series,  six  of  the 
eleven  individuals  were  definitely  negative  follow- 
ing treatment.  In  future  papers  we  shall  discuss 
various  difficulties  in  the  treatment  of  oxyuriasis, 
and  shall  present  data  on  a much  larger  series  of 
patients  treated  with  tetrachlorethylene. 


Literature  Cited 

1.  Hall,  Maurice  C.,  and  Augustine,  Donald  L.:  1929. 

Some  Investigations  of  Anthelmintics  by  an  Egg  and 
Worm  Count  Method.  Am.  J.  Hyg.,  v.  9 (3),  May, 
pp.  584-628. 

2.  Hall,  Maurice  C.:  1937.  Studies  on  Oxyuriasis.  I. 

Types  of  Anal  Swabs  and  Scrapers,  with  a Descrip- 
tion of  an  Improved  Type  of  Swab.  Am.  J.  Trap. 
Med.,  v.  17  (3),  May,  pp.  445-453,  Fig.  1. 


EFFECTS  OF  INTRAVENOUS  ACETYL-BETA-METHYLCHOLINE 
ON  PAROXYSMAL  AURICULAR  FLUTTER.* 


Nathan  Bloom,  M.  D., 

and 

Grace  Cashon, 

Richmond,  Virginia. 


In  the  past  several  years,  acetyl-beta-methyl- 
choline  has  been  used  clinically  in  the  treatment  of 
paroxysmal  tachycardias  (Starr,1  Carmichael  and 
Fraser,2  Kovacs3).  The  value  of  this  drug  in  these 
conditions  is  based  upon  its  parasympathetic  action, 
which  is  shown  by  the  inhibitory  effect  on  the  heart, 
the  lowering  of  blood  pressure  and  the  stimulation 
of  intestinal  peristalsis.  All  of  these  effects  can  be 
abolished  by  atropine.  Although  definite  conclusions 
have  not  been  reached,  experimental  physiological 
studies  on  animals  by  Cattell  and  Wolff4  strongly 
suggest  that  the  exact  site  of  action  of  the  choline 
derivatives  is  on  the  peripheral  tissues  innervated  by 
parasympathetic  nerves  rather  than  on  the  para- 
sympathetic ganglia  or  the  post-ganglionic  nerves. 
It  may  be  assumed  that  certain  other  paroxysmal 
arrhythmias  having  their  origin  in  the  auricular 
structures  would  also  respond  favorably  to  acetyl- 
beta-methylcholine. 

All  observers  agree  that  caution  should  be  used  in 
the  administration  of  acetyl-beta-methylcholine  and 
that  its  antagonist,  atropine,  should  be  kept  available 
in  case  the  individual  has  any  untoward  reaction. 
This  drug  has  been  given  orally  and  subcutaneously, 
but  is  considered  dangerous  when  injected  directly 
into  the  blood  stream  because  of  excessive  undesir- 
able side  effects  and  possible  shock.  In  the  follow- 
ing case  study,  the  individual  was  given  ten  milli- 
grams of  acetyl-beta-methylcholine  intravenously. 

Case  Summary 

The  patient  was  a white  male,  age  39,  who  had 
been  in  perfect  health  until  May  15,  1936,  when 

*From  the  Medical  Service,  Hospital  Division,  Medical 
College  of  Virginia. 


after  a heavy  meal  he  developed  discomfort  in  his 
abdomen  and  chest.  He  went  to  bed,  had  a restless 
night,  and  was  awakened  early  the  next  morning 
with  palpitation  of  his  heart.  Associated  with  the 
rapid  heart  action  was  a sensation  of  nausea  and 
vertigo.  The  patient  did  not  respond  to  the  usual 
medications  and  was  referred  to  the  hospital  about 
thirty-six  hours  after  the  onset  of  the  attack. 

Physical  Examination 
A tall,  thin,  anxious  individual,  but  not  in  pain. 
He  was  lying  flat  in  bed  and  there  was  no  distention 
of  the  neck  veins.  The  chest  and  lungs  were  normal. 
The  heart  rate  was  rapid  but  regular  at  150  con- 
tractions a minute.  Heart  sounds  were  indistinct, 
no  murmurs  were  heard,  and  the  blood  pressure  was 
110-70.  The  liver  was  not  palpable  and  there  was 
no  peripheral  edema. 

Treatment  in  Hospital 
Pressure  on  the  carotid  sinus  had  no  clinical  effect 
on  the  arrhythmia.  Electrocardiographic  tracings 
revealed  a paroxysmal  auricular  flutter  and  no 
changes  were  evident  in  the  electrocardiograms  after 
carotid  sinus  pressure.  Continuous  electrocardio- 
graphic tracings  were  obtained,  before  and  after  the 
intravenous  injection  of  acetyl-beta-methylcholine, 
except  during  the  stage  of  cardiac  standstill,  as  the 
patient  was  constantly  moving  his  extremities  dur- 
ing this  period.  Figure  I demonstrates  the  changes 
that  occurred.  Immediately  after  injection  of  the 
drug,  the  patient  began  coughing.  His  entire  body 
was  covered  with  profuse  perspiration  and  he  began 
expectorating  mucus  and  saliva.  There  were  spas- 
modic contractions  of  his  right  arm  and  leg,  a 
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twitching  of  the  right  side  of  his  face  and  a horizon- 
tal nystagmus  to  the  right.  The  heart  stopped  beat- 
ing and  the  patient  became  unconscious.  His  respi- 
rations were  increased  but  shallow.  Atropine  sulphate 
1/100  grain  was  injected  subcutaneously  and  the 
patient  regained  consciousness,  expressing  a desire 
to  defecate.  The  heart  rate  was  88  and  there  was 
no  evidence  of  an  arrhythmia;  within  a few  hours 
the  patient  had  recovered,  his  only  complaint  being 
a generalized  weakness.  He  was  discharged  the  fol- 
lowing day. 


Fig.  1. 


Comment 

The  dangers  of  intravenous  injections  of  acetyl- 
beta-methylcholine  have  been  emphasized  in  the  past 
but  are  again  forcibly  demonstrated  in  this  patient. 
The  observer  was  greatly  relieved  by  the  immediate 
regaining  of  consciousness  and  the  return  to  a normal 
state  in  the  patient  after  the  atropine  injection.  The 
cerebral  manifestations  were  particularly  discon- 
certing. They  were  probably  caused  by  the  cerebral 
anemia  incident  to  sudden  vasodilatation  and  the 
transient  cardiac  arrest. 

The  electrocardiographic  changes  observed  after 
ten  milligrams  of  the  drug  intravenously  could  pos- 


sibly have  been  produced  with  a much  smaller  dos- 
age, especially  if  the  patient  happened  to  be  sensitive 
to  the  choline  fraction.  It  is  also  conceivable  that  a 
smaller  dose  might  cause  a complete  heart  block  or 
ventricular  tachycardia  followed  by  ventricular 
fibrillation  and  death. 

In  retrospect,  although  paroxysmal  arrhythmias 
are  not  usually  considered  pathognomonic  of  organic 
heart  disease,  those  individuals  having  the  condition 
are  certainly  not  normal  and  the  use  of  acetyl-beta- 
methylcholine  routinely,  either  subcutaneously  or  in- 
travenously, in  these  cases  would  seem  dangerous. 

Conclusions 

1.  Although  dangerous  side  reactions  were  pro- 
duced, a case  of  paroxysmal  auricular  flutter  was 
dramatically  terminated  by  the  injection  of  acetvl- 
beta-methylcholine  intravenously. 

2.  The  proper  safe  dose  of  acetyl-beta-methyl- 
choline  is  still  not  definitely  established  and  even 
with  vast  experience  in  the  use  of  this  drug,  it 
should  be  interdicted  except  when  all  other  pro- 
cedures have  been  unsuccessful. 
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THE  RELATION  OF  THE  HOSPITAL  TO  MEDICAL  EDUCATION 
AND  MEDICAL  PRACTICE— AS  DISCUSSED  IN 
“AMERICAN  MEDICINE.”* 


William  B.  Porter,  M.  D., 

Richmond,  Va. 

pital  problem  will  in  large  part  solve  also  the  whole 
problem  of  “organizing  medical  care.” 

All  roads  to  “solution”  lead  past  the  hospital.  It 
is  hospital  costs  pre-eminently  which  low  incomes 
cannot  meet.  It  is  the  absence  of  hospital  facilities 


A broad  inference  from  the  American  Founda- 
tion's “American  Medicine”  is  that  solving  the  hos- 

*Fourth  of  six  articles  reveiwing  sections  of  “American 
Medicine:  Expert  Testimony  Out  of  Court,”  published  by 
The  American  Foundation,  565  Fifth  Avenue,  New  York 
City.  Two  volumes — the  set  $3.50. 
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in  small  towns  and  rural  areas  that  makes  it  im- 
possible to  “distribute'’  medical  graduates  to  the 
places  that  need  them,  with  the  result  that  they  flock 
in  competitive  groups  to  cities  already  over-supplied. 
It  is  the  hospital  that  determines  the^practitioner’s 
opportunity  for  clinical  observation,  and  which 
therefore  also  determines  his  ability  to  achieve  and 
maintain  competence.  It  is  the  hospital,  i.e.  the 
workshop  and  not  the  classroom,  in  which,  in  the 
last  analysis,  not  only  must  training  for  the  practice 
of  specialties  be  concentrated,  but  in  which  also 
under-graduate  training  must,  perhaps  in  increasing 
degree,  be  accomplished.  It  is  the  hospital  in  which 
a group  of  “specialists”  is  naturally  gathered  and 
which  therefore — whatever  the  future  of  other  forms 
of  “group  practice” — is  bound  to  be  a permanently 
important  center  of  diagnostic  and  consultation 
service.  It  is  largely  through  the  hospital  that  the 
government  must  accomplish  its  responsibility  to  the 
indigent  sick  and  the  low  income  group,  the  “medi- 
cally indigent.” 

Obviously  the  hospital’s  domination  of  the  scene 
needs  no  demonstration,  or  so  at  least  these  2,200 
leaders  in  medical  science,  writing  in  “American 
Medicine,”  believe.  In  sharp  contrast,  however,  to 
the  stability  and  permanence  of  the  hospital's  scien- 
tific and  professional  function  is  its  present  economic 
status.  Of  the  voluntary  hospitals  of  the  country 
generallv,  it  may  be  said  that  their  present  support 
is  chaotic  and  insecure,  derived  from  diminished 
endowments,  supplemented  by  charity  contributions 
extracted  through  drives,  appeals,  and  “other  forms 
of  benevolent  extortion.”  How  the  hospitals  of  the 
country  are  to  be  supported  sounds  like  an  economic 
question  to  be  answered  separately  from  the  question 
how  to  achieve  a better  quality  of  medical  practice, 
or  the  question  how  to  distribute  medical  care  to 
more  people  at  lower  rates.  But,  as  a number  of 
writers  in  “American  Medicine”  point  out,  the  latter 
two  questions  will  not  be  answered  effectively  until 
the  first  is  answered  also.  There  is  an  indubitable 
inter-relation. 

“American  Medicine”  recognizes  this  inter-rela- 
tion. The  chapter  on  the  hospital  covers  compre- 
hensively the  relation  of  the  hospital  to  the  quality 
of  medical  care,  and  also  its  relation  to  the  social  and 
economic  problems  of  distributing  and  paying  for 
medical  care. 


The  Hospital  and  the  Public 

More  than  a few  correspondents  point  out  a cer- 
tain change,  subtle  yet  measurable,  in  the  public 
attitude  toward  the  hospital.  People  more  and  more 
tend,  it  is  maintained,  to  seek  medical  care  from 
the  hospital,  sensing  the  stability  that  goes  with  in- 
stitutional organization,  based  upon  scientific 
principles.  And  this  change  in  public  feeling,  some 
contributors  assert,  is  logical  enough,  for  the  hos- 
pitals on  the  whole  have  kept  better  pace — if  com- 
parisons must  be  made — with  modern  scientific  de- 
velopment than  have  the  general  run  of  individual 
practitioners.  The  hospitals,  it  is  maintained,  have 
more  promptly  recognized  the  need  of  change,  more 
swiftly  understood  the  new  conception  of  preven- 
tive medicine,  and  more  promptly  added  facilities 
for  taking  it  into  account,  whereas  private  prac- 
titioners have  all  too  generally  closed  their  eyes  to 
changes  in  the  scientific  world  and  changes  in  social 
organization,  resisting  preventive  medicine  instead 
of  going  out  to  meet  it. 

If  we  are  honest,  write  certain  contributors,  we 
have  to  admit  that  the  individual  practitioner  can- 
not successfully  compete  with  a competent  institu- 
tion, with  reference  to  needed  facilities  both  for 
diagnosis  and  for  treatment.  For  one  thing,  the  in- 
dividual doctor  can  seldom  afford  all  needed  modern 
equipment  (and  would  it  be  reasonable  for  every 
doctor  to  install  it,  aside  from  the  question  of  ex- 
pense?). Nor  is  that  all.  It  must  also  be  admitted 
that  many  practitioners  are  not  trained  satisfactorily 
in  the  technique  of  carrying  out  all  of  the  investiga- 
tions even  if  their  resources  extended  to  purchase 
of  the  equipment.  These  facts  point  to  the  impera- 
tive need  of  increasing  cooperation  between  the 
private  practitioner  and  the  hospital — in  the  public 
interest.  These  facts  explain  why  the  two  thousand 
odd  standardized  hospitals  of  the  country  combining 
under  one  roof  the  necessary  laboratory  facilities, 
the  technicians,  the  groups  of  specialists  and  facili- 
ties for  consultation,  are  more  and  more  liecoming 
the  agents  of  a better  type  of  medical  care,  making 
facilities  freely  available  to  the  community  prac- 
titioners, offering  the  patient  something  nearer  that 
continuous  and  coordinated  medical  care  which  is 
ideally  the  objective  we  all  seek. 

The  Hospital  and  the  Doctor 

The  view  that  every  doctor  should  have  a hospital 
connection  is  not  considered  revolutionary  in  this 
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correspondence.  An  assistant  professor  in  the  Har- 
vard Medical  School  presents  a view  that  is  implicit 
or  explicit  in  many  of  these  letters: 

“There  must  be  some  method  evolved  which  will 
establish  a hospital  contact  for  every  practicing  phy- 
sician. The  hospital  is  the  place  where  there  is  the 
most  free  exchange  of  ideas  between  the  physicians  and 
the  frankest  discussion  of  problems.” 

A professor  of  obstetrics  in  an  approved  medical 
school  stresses  the  necessity  of  a hospital  connection 
as  a primary  condition  of  efficiency: 

“The  medical  man  after  training  in  university  and 
residentship  in  a hospital  should  not  be  turned  loose 
upon  an  unsuspecting  public  to  practice  antiquated 
medicine,  but  should  immediately  be  aligned  with  some 
hospital  group  as  a junior  with  all  of  the  most  modern 
facilities  at  his  command,  and  continue  his  work  and 
training  in  such  surroundings." 

From  a professor  of  clinical  medicine  in  an  ap- 
proved medical  school : 

“So  strongly  do  I feel  about  the  necessity  of  the  as- 
sociation of  the  practicing  physician  with  a hospital 
service,  that  I believe  that,  even  after  years  of  such 
association,  severance  of  it  results  in  the  great  majority 
of  instances  in  a certain  though  gradual  retrogression 
of  clinical  ability.” 

One  of  the  younger  group,  a recent  graduate  of 
Cornell  University  Medical  College,  in  discussing 
the  doctor’s  need  of  the  hospital,  observes: 

“A  man  treating  a given  disease  only  once  or  twice 
a year  cannot  be  expected  to  have  as  low  a mortality 
as  one  who  treats  the  same  condition  two  or  three  times 
weekly.” 

There  is  pretty  general  agreement  that  one  of  the 
sharpest  present  problems  is  the  development  of  some 
method  for  controlling  the  performance  of  hospitals 
and  of  insuring  minimum  standards.  The  physical 
plant  and  equipment  of  hospitals,  it  is  pointed  out, 
have  received  more  attention,  legislative  and  other- 
wise, than  the  standards  of  medicine  and  surgical 
practice  within  the  plant.  How  standards  are  to  be 
maintained  in  any  given  hospital  is  the  subject  of 
a great  deal  of  speculative  suggestion.  Some,  as 
usual,  would  legislate.  Many  would  license  hos- 
pitals for  one  year  only,  making  renewal  dependent 
upon  the  maintenance  of  certain  standards  vouched 
for  by  professional  judgment  of  high  rank.  Some 
would  leave  control  of  standards  of  hospital  prac- 
tice to  professional  groups,  as  to  the  American  College 
of  Surgeons.  It  is  admitted  that  the  College  has  not 


as  yet  worked  out  satisfactorily  the  problem  of  stand- 
ards of  surgical  practice  in  hospitals,  but  hope  is 
entertained  that  it  eventually  will  succeed  in  doing 
so;  and  recognition  is  duly  accorded  the  College’s 
influence  in  the  fact  that  in  1935  there  were  2,523 
approved  hospitals  as  against  89  in  1918.  Some 
believe  that  neither  legislation  nor  the  professional 
organizations  can  handle  the  situation,  but  that  each 
hospital  must  individually  define  its  own  standards — 
and  exact  compliance  with  them.  It  is  admitted  that 
at  present  the  methods  of  choosing  staff  members,  of 
making  the  hospital  privileges  available,  of  con- 
trolling the  functioning  of  the  courtesy  staff,  etc., 
leave  much  to  be  desired,  but  a convinced  group  of 
workers  nevertheless  believes  that  the  individual 
hospital,  by  a closer  and  more  competent  organiza- 
tion of  its  own  staff  and  by  systematic  review  of  its 
own  work,  may  easily  set  and  maintain  high  stand- 
ards for  every  bit  of  medical  and  surgical  care 
offered  within  the  given  institution. 

In  this  connection  a great  deal  is  said  about  un- 
developed possibilities  in  staff  organization.  What 
is  envisaged  is  a flexible  yet  very  firm  type  of  staff 
organization,  motivated  by  scientific  work  and  not 
by  organization  politics.  The  heart  of  such  staff 
organization,  certain  competent  writers  affirm,  lies 
in  the  staff  conference — formal  conference,  “routine” 
in  requirement,  but  never  routine  in  quality.  Several 
correspondents  cite  in  this  connection  those  recom- 
mendations of  the  American  College  of  Surgeons, 
providing  that  the  staff  meet  at  least  once  a month 
and  that  it  consistently  review  and  analyze  the  clini- 
cal experience  in  various  departments  of  the  hospital. 
Reference  is  also  made  to  the  growing  custom  of 
having  a joint  conference  committee,  consisting  of 
representatives  from  each  group,  who  convene  at 
regular  intervals.  Three  kinds  of  conference  are 
contemplated;  the  general  staff  conference,  the  de- 
partmental conference,  the  clinico-pathological  con- 
ference, for  a study  of  the  pathology  as  seen  in  the 
autopsy  or  revealed  through  operation. 

Not  a very  high  grade  is  accorded  to  informal 
consultations  held  orally. 

What  hospitals  lack  rather  generally,  according 
to  the  testimony  before  us,  is  integration,  a continuity 
of  program,  that  can  be  secured  only  through  a 
unifying  intelligence  at  the  head  of  the  hospital,  in 
a medically  strategic  position  as  to  the  various 
services. 
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Open  and  Closed  Staff 

The  arguments  for  the  closed  staff  and  for  the 
open  staff  are,  of  course,  fully  developed.  There  is 
a great  deal  of  support  for  the  position  that  the 
facilities  of  a hospital  should  be  accessible  to  every 
reputable  physician  in  the  community;  and  there  is 
also  a great  deal  of  support  for  the  closed  staff  on 
the  theory  that  more  efficient  staff  organization  can 
be  developed  in  a “closed’’  hospital.  There  are 
directly  conflicting  views  as  to  whether  there  is  more 
incompetent  surgery  in  the  open  or  in  the  closed 
hospital.  The  whole  “open  or  closed”  controversy 
is  characterized  by  some  confused  thinking;  those 
who  do  not  care  to  take  sides  take  refuge  in  the 
generalization  that,  granted  proper  management, 
either  system  can  be  made  to  work  effectively.  The 
chief  surgeon  in  a Massachusetts  hospital,  FACS, 
thinks  that  both  the  tightly  closed  staff  and  the  wide 
open  staff  should  disappear  in  favor  of  the  staff 
honestly  built  on  ability. 

The  Philosophy  of  Paying  the  Staff 

The  animating  principle  in  this  discussion  seems 
to  be  less  the  “rights”  of  the  worker,  than  the  in- 
tegrity of  the  work.  In  other  words  the  idea  is  less 
to  get  “justice”  for  the  doctor  than  to  set  up  the 
kind  of  organization  that  will  enable  the  doctor  to 
do  his  best  work  and  thus  secure  for  the  patient  the 
best  care. 

Typical  of  the  views  set  forth  in  this  connection 
is  the  following  from  a Connecticut  surgeon,  certified 
by  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy: 

“I  am  convinced  that  voluntary  service,  in  hospitals, 
is  more  expensive  than  it  appears,  for  it  leads  to  the 
work’s  being  done  by  junior  assistants  and  internes. 
This  invariably  not  only  means  less  skilful  work,  with 
longer  hospitalization,  but  it  also  allows  the  neophyte 
to  gain  his  experience  at  the  expense  of  the  taxpayer.” 

A professor  of  pediatrics  in  Philadelphia  points 
out,  along  the  same  line: 

“In  most  hospitals  and  dispensaries,  where  physicians 
are  expected  to  work  without  pay,  hospital  work  be- 
comes of  secondary  importance  to  their  private  practice 
and  consequently  suffers.” 

One  way,  it  is  suggested,  in  which  lack  of  payment 
influences  unfavorably  the  quality  of  medical  work 
is  that  the  free  work  absorbs  that  margin  of  time 
(if  any)  that  a doctor  might  devote  to  keeping  him- 


self in  touch  with  a rapidly  developing  science.  A 
member  of  the  staff  of  a county  hospital  in  the  west, 
for  instance,  writes: 

“The  medical  voluntary  staff  serves  without  pay,  yet 
clicks  the  time  clock  the  same  as  any  employee.  The 
General  Hospital  here  charges  each  patient  a portion 
or  all  of  his  physical  cost  according  to  the  finance  rating, 
determined  by  social  service,  but  the  attending  phy- 
sicians give  their  time. 

“Federal  adjustment  of  these  conditions  would  be 
beneficial  in  that  it  would  make  it  possible  for  the 
majority  of  physicians  to  continue  their  subscriptions  to 
current  medical  journals  and  books,  and  take  the  occa- 
sional postgraduate  course  which  is  so  essential  to  med- 
ical scientific  progress.” 

One  writer,  a surgeon  in  New  York  City,  con- 
sultant in  several  hospitals,  recommends 

“termination  of  the  exploitation  of  the  attending  phy- 
sicians to  increase  hospital  revenues.  . . . The  ad- 
ministrators of  hospitals  are  trying  to  harness  the  med- 
ical profession  to  overcome  their  deficits.” 

There  is,  of  course,  intensive  discussion  pro  and 
con  of  the  thesis  that  doctors  are  adequately  paid 
in  experience  and  prestige.  The  argument  that  doc- 
tors receive  in  experience  full  value  for  the  work 
they  contribute  is,  some  writers  believe,  true,  if  at 
all,  for  only  the  first  few  years.  They  make  the  point 
that  the  “experience”  argument  is  not  more  applicable 
to  medical  men  than  it  should  be,  for  instance,  to 
salesmen.  Experience  must  be  acquired,  but  most 
people  expect  to  earn  their  living  while  acquiring 
it.  There  is  something  basically  wrong,  it  is  ob- 
served, in  the  present  assumption  that  those  able 
to  pay  for  experience  are  also  and  always  the  per- 
sons qualified  to  give  the  best  service  or  destined 
to  make  the  best  doctors. 

Both  the  older  men  and  the  younger  particularly 
stress  payment  for  internes. 

The  Hospital  As  Guardian  of  the  Standard 
of  Medical  Practice 

The  president  of  the  medical  society  in  a'  New 
'England  state  testifies  “I  believe  that  the  trend  in 
my  state  is  toward  group  practice  surrounding  the 
community  hospital.”  In  the  article  on  group  prac- 
tice, in  last  month’s  issue,  there  was  mention  of  the 
point,  clearly  stressed  in  the  report,  that  the  real 
group  practice  of  the  future  may  be  not  the  privately 
incorporated  group  clinic  common  at  the  present 
time,  but  the  hospital  “group”  or  staff.  As  pointed 
out  in  a preceding  paragraph  in  this  article,  that 
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staff  will  be  a more  cohesive,  more  self-conscious 
and  self-reviewing  body,  with  a steadily  growing 
emphasis  upon  its  cooperative  competence.  It  does 
not  take  a great  deal  of  imagination  to  envisage  such 
a group  as  a real  consultation  center,  cooperating 
with  the  medical  practice  of  the  whole  community  and 
maintaining  the  standard  of  community  practice. 

A natural  development  also  is  the  community 
hospital  as  a center  of  preventive  medicine,  involving 
a definitely  worked  out  relation  between  the  hospital 
and  the  public  health  service,  state  and  local. 

Discretion  Urged  as  to  the  Community 
Hospital  Propaganda 

There  is  a good  deal  of  resistance  to  the  idea 
that  sufficient  booming  of  the  community  hospital 
movement  would  solve  all  present  medical  and  eco- 
nomic problems.  A good  many  scientific  men  who 
would  certainly  like  to  see  a greater  number  of  com- 
petent hospitals  on  the  face  of  the  land,  nevertheless 
distrust  propaganda  for  the  community  hospital 
as  a panacea. 

In  the  first  place  they  fear  a building  program  that 
ignores  the  difficulty- — some  think  the  present  im- 
possibility— of  staffing  the  community  hospitals  with 
not  merely  passable,  but  with  first  grade  men. 

In  the  second  place,  they  feel  that  some  of  the 
money  and  interest  that  are  going  into  the  commu- 
nity hospital  “movement”  might  more  profitably  be 
devoted  to  other  objectives — ns  for  instance  preven- 
tive instruction,  diagnostic  facilities,  “study  of  the 
individual  on  his  feet,”  as  one  contributor  puts  it, 
rather  than  study  of  him  when  he  is  down — on  a 
hospital  bed. 

Economic  Aspects  of  the  Hospital 

There  is  somewhat  extensive  discussion  of  hospital 
costs  in  “American  Medicine,”  costs  of  original  plant, 
maintenance,  management,  cost  to  patients,  possible 
economies.  In  connection  with  the  latter  there  is  a 
frank  discussion  of  hospital  direction  and  manage- 
ment, of  the  real  functions  of  hospital  trustees,  in 
administering  what  amounts  to  a public  interest,  of 
the  relation  of  lay  and  medical  interests,  of  the  real 
nature  of  the  job  of  hospital  superintendence — (in- 
volving qualification  other  than  that  of  a “broken- 
down”  minister,  for  instance,  however  deserving)  — 
and  many  other  factors  of  direct  pertinence  to  the 
question  of  how  hospitals  are,  and  how  they  should 
be,  run.  Space  does  not  permit  dealing  with  these 


points,  though  they  are  relevant  to  our  discussion. 
We  reserve  for  the  conclusion  of  this  discussion 
simply  the  critical  question  of  how  the  hospitals  of 
the  future  are  to  be  financed. 

That  hospitals  are  definitely  in  the  red,  that  the 
problem  is  urgent,  is  generally  admitted  in  this 
correspondence.  The  problem  of  the  hospital’s 
financial  future  comes  to  a rather  sharp  issue  be- 
tween hospital  insurance  on  the  one  hand  and  direct 
use  of  tax  funds  on  the  other.  Hospital  insurance 
of  late  months  has  had  a great  “boom.”  It  appeals 
to  hospital  trustees  and  managements  because  it 
creates  funds  where  none  existed  before.  New 
sources  of  maintenance  the  hospitals  must  have,  and 
here  is  actual  “new  money.”  It  appeals  to  white 
collar  workers  whose  salary  does  not  justify  a major 
operation  and  three  weeks  in  a hospital — a need 
that  descends  upon  their  friends  right  and  left  and 
that  may,  next  year,  reach  themselves.  Why  not 
insure  at  three  cents  a day?  It  appeals  to  doctors 
because  they  feel  that  if  the  hospital  is  paid  through 
insurance  funds,  there  may  be  at  least  a hope  that 
the  patient  may  manage  to  pay  the  doctor  privately. 
When  the  patient  has  both  the  hospital  and  the 
doctor  to  pay,  the  hospital  claim  is  always,  as  the 
doctor  well  knows,  preferred  (if  indeed  it  is  not 
exacted  in  advance). 

This  sounds  like  a powerful  trio  of  logic  for  the 
case  of  hospital  insurance.  Some  contributors  to 
“American  Medicine”  stress  these  three  powerful 
arguments.  Other  contributors,  by  setting  forth  the 
whole  subject  of  hospital  insurance  more  broadly 
and  by  probing  into  both  the  philosophy  and  the 
practical  value  of  it  more  profoundly,  stress  their 
own  belief  that  hospital  insurance,  in  spite  of  its 
present  appeal,  may  not  be  the  real  answer.  Some 
writers  are  apprehensive  that  hospital  insurance,  by 
appearing  to  meet  the  problem,  may  postpone  what 
they  believe  to  be  the  really  permanent  remedy,  i.e. 
the  allocation  of  tax  funds  for  hospitals  in  order  to 
make  it  possible  for  them  to  supply  diagnostic  and 
institutional  care  at  low  rates.  The  doctrine  of  tax 
support  for  hospitals  (as  against  hospital  insurance) 
does  not  mean,  of  course,  that  all  hospitals  would 
be  entirely  tax  supported;  it  means  that  public  funds 
would  be  allocated  in  relation  to  the  amount  of 
service  rendered  to  the  indigent  and  the  medically 
indigent.  As  to  just  how  the  tax  funds  would  be 
raised  and  from  which  unit  of  government  they 
would  come,  there  are  no  dogmatic  conclusions,  but 
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the  following  preferences,  not  to  say  principles,  may 
be  said  to  emerge: 

A feeling  for  local  financing  (and  local  administra- 
tion!) to  the  utmost  practicable  degree. 

State  aid,  as  a fairly  obvious  and  fairly  general 
necessity. 

Federal  aid  as  a necessity  for  certain  types  of  com- 
munity— sparsely  populated,  or  without  resources. 

Some  of  these  who  believe  in  a program  of  federal 
aid  to  the  states  for  the  support  of  hospitals  are  not 
so  much  interested  in  getting  federal  money  as  they 
are  in  getting  national  standards.  And  they  believe 
that  the  principle  of  federal  grants-in-aid  to  states 
that  apropriate  adequate  funds  offers  the  best  hope 
of  national  definition  of  standards  of  medical  and 
surgical  practice  inside  the  hospital. 


Public  Health  Statistics 


I.  C.  Ricgin,  M.  D., 

State  Health  Commissioner  of  Virginia. 


The  report  of  the  State  Health  Department’s 
bureau  of  communicable  diseases,  as  compiled  for 
the  month  of  July,  shows  the  following  cases  com- 
pared with  the  same  month  in  1936: 


Tvphoid  and  Paratyphoid 

1937 

107 

1936 

61 

Diphtheria 

33 

20 

Scarlet  Fever 

31 

+5 

Measles 

275 

21+ 

Meningitis 

16 

15 

Poliomyelitis 

12 

4 

Rocky  Mountain 

Spotted  Fever 

10 

15 

Typhus  Fever 

0 

1 

Undulant  Fever 

4 

2 

Tularaemia 

3 

3 

Smallpox 

0 

0 

Reporting  or  Communicable  Diseases 

The  collection,  recording  and  analysis  of  data 
concerning  the  incidence  of  communicable  diseases 
constitute  one  of  the  major  .activities  of  the  Depart- 
ment. The  reports  of  cases  of  communicable  dis- 
eases received  from  the  practicing  physicians  form 
the  basis  of  this  important  function.  The  signifi- 


cance of  figures  thus  compiled  depends  in  consider- 
able measure  upon  the  cooperation  of  every  doctor 
in  the  State.  The  value  of  an  efficient  system  of  re- 
porting communicable  diseases  is  beyond  question 
if  Virginia  is  to  continue  her  favorable  position  in 
regard  to  the  public  health. 

It  is  believed  that  the  failure  of  a few  physicians 
to  report  their  cases  of  communicable  diseases  is 
due  in  most  instances  to  a lack  of  understanding  of 
the  State  requirements  and  the  method  of  notification, 
rather  than  an  unwillingness  to  cooperate. 

Every  physician  practicing  in  Virginia  is  re- 
quired by  law  (Section  1515,  Code  of  Virginia)  to 
report  cases  of  communicable  diseases  to  the  Virginia 
State  Department  of  Health.  Such  reports  are  to 
be  made  in  writing  on  blanks  furnished  for  that 
purpose  by  the  State  Board  of  Health. 

Every  effort  is  made  to  operate  a system  of  re- 
porting which  is  both  simple  and  efficient.  To  pre- 
vent undue  inconvenience  and  to  minimize  the  work, 
of  the  physicians  attendant  to  their  reporting  of 
cases,  blank  report  cards  are  mailed  them  each  week 
to  be  filled  out  and  returned  in  a self-addressed 
franked  envelope.  These  cards  should  be  returned 
even  though  no  cases  are  to  be  reported.  Only  in 
this  way  can  it  be  ascertained  that  the  physician  has 
received  the  report  form. 

Any  physician  (except  those  engaged  in  special- 
ties not  concerned  with  communicable  diseases) 
who  does  not  receive  a weekly  report  form  should 
notify  the  Department  in  order  that  his  name  may 
be  added  to  the  roster  for  the  State. 

Poliomyelitis  Leads  in  Crippling  Conditions 

During  the  period  July  1,  1936  to  June  30,  1937, 
twenty-seven  hundred  orthopedic  cases  were  investi- 
gated by  the  Department's  crippled  children’s  bureau. 

Infantile  paralysis  continued  to  head  the  list  of 
crippling  conditions,  with  480  cases  or  17.7  per  cent 
of  the  total.  Next  in  importance  were  osteomyelitis, 
spastic  paralysis,  tuberculosis  of  the  bones  and  joints, 
injuries  in  the  home  or  on  the  highway,  rickets  and 
club  feet. 

It  is  interesting  to  note  that  four  out  of  the  first 
six  major  causes  of  crippling  in  Virginia  are  partially 
or  wholly  preventable  and  that  many  of  the  re- 
mainder can  be  greatly  benefited  or  cured  by  early 
adequate  treatment. 
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ROANOKE 
Convention  City 

for 

Sixty-eighth  Annual  Meeting 

of 

Medical  Society  of  Virginia 
October  12,  13  and  14,  1937 


Roanoke,  situated  in  the  lower  portion  of  the 
Shenandoah  Valley,  and  the  gateway  to  the  great 
Southwest  Virginia,  is  the  third  largest  city  in  Vir- 
ginia. It  has  reached  its  present  status  in  a very 
short  time,  which  accounts  for  its  being  called  the 
“Magic  City.” 

In  January,  1884,  the  town  of  Big  Lick  was  in- 
corporated under  the  name  of  Roanoke.  At  that 
time  the  population  was  about  five  thousand.  In 
1900  the  population  was  21,495;  in  1930  it  was 
69,000;  and  in  1937  it  was  estimated  at  76,000. 
The  metropolitan  population  (1930  Census)  is 
103,120.  In  1936  the  bank  clearings  were  $323,- 
403,782.53. 

It  has  the  city  manager  form  of  government  con- 
sisting of  five  Councilmen  and  the  City  Manager. 


It  has  three  magnificent  hotels  attaining  an  aggre- 
gate of  750  rooms.  There  are  161  industries  and 
11  utility  companies  which  employ  17,711  people, 
with  a payroll  of  $23,893,840.00.  There  are  123 
wholesale  houses  and  920  retail  units,  with  sales 
amounting  to  $55,000,000  (1935  Federal  Census). 
WDBJ  radio  station,  located  in  Roanoke,  uses  1,000 
watts  at  night  and  5,000  watts  during  the  day,  with 
Columbia  Broadcasting  System  Hook-up.  The  main 
office  and  shops  of  the  Norfolk  and  Western  Rail- 
way Company  are  situated  here  and  the  Vir- 
ginian Railway  has  its  main  line  passing  through 
Roanoke. 

In  close  proximity  to  Roanoke  are  to  be  found 
Hollins  College,  Roanoke  College,  Virginia  Poly- 
technic Institute,  Virginia  Military  Institute,  Wash- 


Roanoke  Country  Club 
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ington  and  Lee  University,  and  the  University  of 
Virginia. 

Roanoke  has  six  hospitals,  five  for  white  people 
and  one  for  colored,  with  396  beds  available.  The 


Hotel  Patrick  Henry 


United  States  Veterans’  Facility,  with  a capacity 
of  350  beds,  is  located  within  three  miles  of  Roan- 
oke. Catawba  Sanitorium  is  within  twelve  miles. 


New  Norfolk  and  Western  Railway  Company 
General  Office  Building 


Hotel  Roanoke 


Within  the  last  five  years  the  Medical  Arts  Building 
has  been  constructed  and  it  is  one  of  the  handsomest 
office  buildings  in  the  city. 


Hotel  Ponce  de  Leon 


Many  lovely  tours  may  be  taken  from  Roanoke 
on  excellent  highways.  Doctors  who  come  by  auto- 
mobile may  visit  the  famous  Natural  Bridge  of 


Virginia,  the  Peaks  of  Otter,  go  through  Goshen 
Pass  to  Lexington  (site  of  the  Virginia  Military 
Institute  and  Washington  and  Lee  University) , the 
Virginia  Polytechnic  Institute  at  Blacksburg,  Dixie 
Caverns  west  of  Salem,  Mountain  Lake,  and  the 
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Medical  Arts  Building 


beautiful  country  to  the  south  and  southwest  which 
includes  some  of  the  loveliest  and  most  interesting 
spots  in  Virginia. 

The  Roanoke  Medical  Profession  is  looking  for- 
ward with  a great  deal  of  pleasure  to  entertaining 


the  Medical  Society  of  Virginia  and  can  assure  all 
those  who  can  attend  that  everything  in  their  power 
will  be  done  to  make  things  comfortable. 

The  Roanoke  Academy  of  Medicine  has  secured 
Dr.  Frank  H.  Lahey,  of  the  Lahey  Clinic,  Boston, 
who  will  speak  on  thyroids,  and  Dr.  W.  McK.  Craig, 
of  the  Mayo  Clinic,  who  will  speak  on  the  surgical 
treatment  of  hypertension.  These  talks  will  be  given 
at  2:30  on  Tuesday  afternoon,  October  12th. 


On  to  Roanoke! 

(By  G.M.M.) 

’Mid  vales  and  hills, 

'Mid  rocks  and  rills, 

With  mountain  sentinels  ■ a round, 

Like  sturdy  oak 
Stands  Roanoke, 

No  fairer  landscape  can  be  found. 

Come  dwell  awhile 
Where  sunbeams  smile, 

And  birds  are  singing  in  the  dell, 

Come  hear  us  "blow” 

Of  what  we  know, 

And  see  the  city  where  we  dwell. 

With  open  arms, 

With  many  charms, 

With  vales  with  rivers  running  through, 

She  sends  a call 
To  one  and  all, 

And  pledges  all  she  has  to  you. 

(Va.  Med.  Monthly,  September,  1931.) 


Hollins  Collece 
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PROGRAM 

(PRELIMINARY) 

MEDICAL  SOCIETY  OF  VIRGINIA 

Sixty-eighth  Annual  Session 

Roanoke 

OCTOBER  12,  13  and  14,  1937 

Hotel  Patrick  Henry — Headquarters 


SCIENTIFIC  PROGRAM 
CLINICS 

Tuesday,  October  12 
2:30  P.  M. 

Thyroids — Frank  H.  Lahey',  M.  D.,  Boston. 
Surgical  Treatment  of  Hypertension — W.  McK. 
Craig,  M.  D.,  Rochester,  Minn. 

GENERAL  SESSION 
Tuesday,  October  12 
8:00  P.  M. 

Call  to  Order — W.  L.  Powell,  M.  D.,  General 
Chairman,  Committee  on  Arrangements. 
Invocation — Rev.  H.  Spencer  Edmunds,  D.  D. 
Address  of  Welcome— Hon.  Sidney  F.  Small, 
Mayor  of  Roanoke. 

Announcements. 

Address  of  President — J.  Morrison  Hutcheson, 
M.  D.,  Richmond. 

Memorial  Hour. 

Address — Pneumonia  as  a Public  Health  Problem — 
Russell  L.  Cecil,  M.  D.,  (Invited  Guest) 
New  York  City. 

Medical  and  Surgical  Sections 
Wednesday,  October  13 
9:00  A.  M. 

Medical  Section- — Patrick  Henry  Hotel 

Coronary  Occlusion  in  a Twenty-Seven-Year-Old 
Man. 

Ernest  G.  Scott,  M.  D.,  Lynchburg. 

A case  of  coronary  occlusion  in  a twenty-seven-year-old 
man,  apparently  well  beforehand.  The  rarity  of  this  con- 
dition in  the  young  is  discussed  with  factors  influencing  the 
incidence. 

Discussion  opened  by  B.  P.  Seward,  M.  D., 
Roanoke. 


Acute  Coronary  T hrombosis. 

Harry  Golston,  M.  D.,  Roanoke. 

A clinical  evaluation  of  the  signs,  symptoms,  diagnosis, 
prognosis,  electrocardiographic  findings  and  the  treatment 
of  this  condition  with  the  report  of  three  cases. 

Discussion  opened  bv  Ernest  G.  Scott,  M.  D., 
Lynchburg. 

Mental  Hygiene  Clinics  in  the  Counties.  (An  anal- 
ysis of  120  cases  examined  in  13  counties  dur- 
ing 1936-7). 

James  N.  Williams,  M.  D.,  Richmond. 

A careful  analysis  of  all  factors  such  as  heredity,  environ- 
ment, intelligence  and  personality  is  presented  which  shows 
the  cause  of  difficulty  in  each  case.  The  results  are  encourag- 
ing and  warrant  continuation  of  these  clinics. 

Discussion  opened  by  David  C.  Wilson,  M.  D., 
Charlottesville. 

The  Care  of  Infants  with  Allergic  Eczema. 

W.  Ambrose  McGee,  M.  D.,  Richmond. 

Proper  treatment  of  eczema  necessitates  exhaustive  his- 
tory, numerous  scratch  and  intradermal  tests  and  often  in- 
direct tests ; removal  of  offending  foods  and  hyposensitiza- 
tion for  inhalants. 

Discussion  opened  by  J.  M.  Bishop,  M.  D., 
Roanoke. 

Skin  Manifestations  in  Tularemia. 

Joseph  M.  Hitch,  M.  D.,  Charlottesville. 
Dudley  C.  Smith,  M.  D.,  Charlottesville. 

The  primary  lesion  with  its  gross  and  microscopic  patho- 
logical changes  is  discussed  as  are  also  the  subcutaneous 
nodules  of  tularemic  lymphangitis.  Various  types  of  gen- 
eralized eruptions  seen  in  this  disease  are  given. 

Discussion  opened  by  R.  D.  Kimbrough,  M.  D., 
Norfolk. 

Fever,  Malaria,  and  Short  Wave  in  Treatment  of 
Neurosyphilis. 

James  Asa  Shield,  M.  D.,  Richmond. 

A discussion  of  the  treatment  of  choice,  contraindications, 
and  results  based  on  observations  made  on  fifty-three  cases 
varying  in  age  from  nine  to  fifty-seven  years. 

Discussion  opened  by  E.  T.  Terrell,  M.  D., 
Williamsburg. 
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Determination  of  the  Urinary  Excretion  of  Ascorbic 
Acid  (Vitamine  C). 

T.  D.  Walker,  M.  D.,  Newport  News. 

The  body  requirements  of  the  various  vitamines  are  being 
studied  and,  if  determined  with  any  degree  of  accuracy, 
will  be  of  practical  service.  Blood  and  urinary  studies  are 
being  made  on  vitamine  C. 

Discussion  opened  by  F.  D.  Wilson,  M.  D.,  Nor- 
folk. 

Wednesday,  October  13 
9:00  A.  M. 

Surgical  Section — Patrick  Henry  Hotel 

Roentgen  Ray  Diagnosis  and  Treatment  of  Osteitis 
Fibrosa  Cystica.  (Lantern  Slides.) 

Wm.  P.  Gilmer,  M.  D.,  Clifton  Forge. 

This  occurs  most  frequently  between  ages  of  ten  and  fifteen 
and  majority  are  in  shafts  of  femur,  humerus,  or  tibia. 
Pathology,  diagnosis,  and  report  of  a case  treated  by  roentgen 
therapy,  with  results,  are  given. 

Discussion  opened  by  J.  T.  McKinney,  SI.  D., 
Roanoke. 

Advances  in  the  Treatment  of  Pelvic  Inflammation. 

Charles  R.  Robins,  M.  D.,  Richmond. 

Pelvic  inflammation  has  always  been  one  of  the  most 
frequent  causes  of  pelvic  pathology  in  women.  The  advances 
from  the  radical  operations  to  the  modern  treatment  are 
traced. 

Discussion  opened  by  C.  J.  Andrews,  M.  D.,  Nor- 
folk. 

The  Treatment  of  Carcinoma  of  the  Cervix. 

Randolph  H.  Hoge,  M.  D.,  Richmond. 

The  relative  value  of  surgical  and  irradiative  methods  are 
discussed.  The  methods  of  irradiation  are  described,  and  the 
method  recently  adopted  at  the  Medical  College  of  Virginia 
is  given  in  some  detail. 

Discussion  opened  by  John  M.  Nokes,  M.  D., 
Charlottesville. 

The  Early  Diagnosis  of  Gastric  Cancer. 

Allen  Barker,  M.  D.,  Petersburg. 
Wright  Clarkson,  M.  D.,  Petersburg. 

The  medical  profession  is  urged  to  suspect  gastric  cancer 
in  any  patient  over  thirty-five  years  of  age  with  any  gastric 
compliant,  and  to  immediately  demand  a thorough  examina- 
tion, including  roentgen  study.  The  fallacy  of  believing  that 
improvement  under  medical  treatment  and  the  presence  of 
free  hydrochloric  acid  in  the  stomach  contents  excludes  early 
cancer  is  emphasized. 

Discussion  opened  by  J.  Shelton  Horsley,  M.  D., 
Richmond. 

Improved  Methods  of  Treatment  for  Appendicitis. 

J.  Shelton  Horsley,  M.  D.,  Richmond. 
John  S.  Horsley,  Jr.,  M.  D.,  Richmond. 
Guy  W.  Horsley,  M.  D.,  Richmond. 

Seven  hundred  and  twenty-seven  cases  of  appendicitis  op- 
erated upon  from  January,  1931,  to  April,  1937,  with  five 
deaths.  Principles  followed  are  immediate  operation,  Mc- 
Burney  incision,  always  removing  the  appendix,  suction  in- 
stead of  sponging,  physiologic  rest  by  intravenous  dextrose 


in  Ringer’s  solution  instead  of  hypoclysis,  and  simple  treat- 
ment of  the  stump  of  the  appendix. 

Discussion  opened  by  E.  P.  Eehman,  M.  D., 
Charlottesville. 

The  Limitations  of  Phrenic  Surgery  in  Pulmonary 
Collapse  Therapy. 

Frank  S.  Johns,  M.  D.,  Richmond. 

Phrenic  surgery  limited  aid  in  collapse  therapy.  Paralyzed 
diaphragm  may  benefit  selective  lower  cavities  ; ineffectual  for 
apical,  fibrous  lesions.  Easy  procedure  responsible  for  fre- 
quent abuse. 

Discussion  opened  by  C.  Lydon  Harrell,  M.  D , 
Norfolk,  and  Dean  B.  Cole,  M.  D.,  Richmond. 

Traumatic  Surgery. 

M.  H.  Todd,  M.  D„  Norfolk. 

Traumatic  surgery  to  restore  injured  parts  as  perfectly 
as  possible,  minimizing  time  and  extent  of  disability.  Guid- 
ing principles  and  some  necessary  details  in  treatment  of  in- 
juries of  viscera  and  extremities. 

Discussion  opened  by  Joseph  D.  Collins,  M.  D., 
Portsmouth. 

GENERAL  SESSION 
Wednesday,  2:00  P.  M. 

Hotel  Patrick  Henry 

Address — The  Part  of  the  Practicing  Physician  in 
Syphilis  Control — Thomas  Parran,  M.  D., 
Surgeon  General,  U.  S.  Public  Health  Service, 
(Invited  Guest)  Washington,  D.  C. 

Special  Report  from  Pneumonia  Commission. 
Childhood  Tuberculosis.  A report  of  600  Cases 
Treated  with  a Survey  of  Results  One  to 
Eleven  Years  After  Discharge. 

Frank  B.  Stafford,  M.  D.,  Charlottesville. 
V.  L.  Kelly,  M.  D.,  Charlottesville. 

Results  of  600  cases  treated  at  Blue  Ridge  Sanatorium, 
including  survey  on  same  group  of  children  from  one  to  eleven 
years  after  discharge.  The  relationship  of  close  contact  to 
infection  in  children  is  illustrated  and  the  importance  of 
separating  “open”  cases  in  the  home  emphasized.  Sugges- 
tions are  made  on  the  probable  X-ray  classification  of  latent 
forms  of  childhood  tuberculosis. 

Discussion  opened  by  L.  T.  Royster,  M.  D., 
Charlottesville. 

Care  of  the  Aged. 

Blanton  P.  Seward,  M.  D..  Roanoke. 

A brief  historical  review  of  the  development  of  geriatrics  is 
given,  followed  by  a consideration  of  old  age  as  a natural 
process  with  suggestions  concerning  the  personal  care  of  the 
patient.  No  discussion  of  diseases  occurring  in  old  age  is  at- 
tempted. 

Discussion  opened  by  J.  W.  Preston,  M.  D., 
Roanoke. 

ROUND  TABLE  DISCUSSIONS 
Wednesday,  3:30-5:00  P.  M. 

Treatment  of  Heart  Disease — Leaders:  J.  Edwin 
Wood,  Jr.,  M.  D.,  and  Paul  D.  Camp,  M.  D. 
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Obstetrical  Problems — Leaders:  M.  Pierce  Rucker, 
M.  D„  and  A.  M.  Groseclose,  M.  D. 

Minor  Surgery — Leaders:  Hugh  H.  Trout,  M.  D., 
and  C.  B.  Bowyer,  M.  D. 

Diarrhea — Leaders:  Charles  E.  Conrad,  M.  D., 
and  J.  B.  McKee,  M.  D. 

Mental  Hygiene — Sponsored  by  Mental  Hygiene 
Society  of  Virginia. 

Treatment  of  Trochanteric  Fractures  of  the  Femur 
by  Means  of  Internal  and  External  Fixation — 
Sponsored  by  the  Virginia  Orthopedic  Society 
with  H.  H.  Westcott,  M.  D.,  and  J.  T. 
Tucker,  M.  D.,  as  Leaders. 

X-Ray  Treatment  of  Infection — Sponsored  by 
Roentgen  Ray  Club  of  Virginia  with  Vincent 
W.  Archer,  M.  D.,  and  Fred  M.  Hodges, 
M.  D.,  as  Leaders. 

The  Modern  Treatment  of  Non-Venereal  Urinary 
Tract  Infections — Sponsored  by  Virginia  Uro- 
logical Society,  with  Joseph  F.  Geisinger, 
M.  D.,  and  Lin  wood  D.  Keyser,  M.  D. 


Wednesday,  6:30  P.  M. 

Subscription  Dinner  and  Floor  Show 

GENERAL  SESSION 
Thursday,  October  14 
9:00  A.  M. 

Insulin  Shock  Treatment  of  Dementia  Praecox. 
James  King,  M.  D.,  Radford. 

Frank  A.  Strickler,  M.  D.,  Radford. 

Genera]  discussion  of  insulin  shock  treatment  of  dementia 
praecox  with  a general  survey  of  results  in  Europe  and  Amer- 
ica during  past  two  years.  Case  reports  with  statement  re- 
garding virtue  of  the  treatment. 

Discussion  opened  by  Finley  Gayle,  M.  D.,  Rich- 
mond. 

Nutritional  Deficiencies  and  their  Relation  to  the 
Clinical  Course  of  Heart  Diseases. 

William  B.  Porter,  M.  D.,  Richmond. 

This  study  will  review  the  general  problems  concerned 
in  heart  muscle  nutrition  with  special  reference  to  the  effect 
of  anemia,  insulin  deficiency  and  avitaminosis.  The  thera- 
peutic implications  are  emphasized. 

Discussion  opened  by  Philip  S.  Smith,  M.  D., 
Abingdon. 


Acute  Sinusitis  in  Children.  ( Lantern  Slides.) 

G.  Slaughter  Fitz-Hugh,  M.  D.,  Charlottes- 
ville. 

Some  experiences  with  acute  sinusitis  in  children  are  pre- 
sented, with  a plea  for  earlier  recognition  and  diagnosis. 
Treatment  as  carried  out  at  the  University  Hospital  is  out- 
lined. Several  case  reports  are  presented  to  illustrate  different 
complications. 

Discussion  opened  by  Charles  W.  Purcell,  M.  D., 
Danville. 

Are  We  Too  Sinus  Conscious? 

Meade  Edmunds,  M.  D.,  Petersburg. 

Sinus  trouble  has  become  a very  elastic  term  that  is  being 
loosely  employed  by  both  doctor  and  layman  to  include  not 
only  sinusitis  but  also  all  types  and  degrees  of  nasal  pathology. 

Discussion  opened  by  Thomas  E.  Hughes,  M.  D., 
Richmond. 

Of  Sin  and  Punishment. 

James  K.  Hall,  M.  D.,  Richmond. 

The  thesis  attempts  to  elaborate  the  fundamental  features 
of  the  behavior-manifestations  of  the  downward  mood-swing, 
especially  in  conditions  characterized  by  emotional  and  men- 
tal depression. 

Discussion  opened  by  H.  C.  Henry,  M.  D., 
Petersburg. 

Prenatal  Care. 

T.  J.  Williams,  M.  D.,  Charlottesville. 

A discussion  of  the  need,  value,  standards  and  procedures 
of  prenatal  care  is  presented.  The  interpretation  and  treat- 
ment of  abnormal  prenatal  findings  are  considered. 

Discussion  opened  by  A.  M.  Groseclose,  M.  D., 
Roanoke. 

Hospitalization  by  the  Group  Payment  Plan  on  a 
State-Wide  Basis. 

R.  W.  Garnett,  M.  D.,  Danville. 

Various  plans  for  group  hospitalization  are  presented,  with 
the  purpose  of  cohsidering  if  Virginia  is  in  need  of  hospitali- 
zation by  the  group  payment  plan  on  a State-wide  basis. 

Discussion  opened  by  Frederick  P.  Fletcher, 
M.  D.,  Richmond. 


Special  Order — Report  from  House  of  Delegates. 
Induction  of  President. 

Adjournment. 


Time  limit  for  papers — fifteen  minutes; 
Discussions — five  minutes. 


Papers  are  the  property  of  the  Society  and  should 
be  handed  the  reporter  immediately  after  presenta- 
tion. 

All  sessions  will  begin  promptly. 
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Correspondence 

Proposed  Amendment  to  the  Constitution. 

Norfolk,  Virginia 
August  14,  1937. 

To  the  Editor: 

I enclose  the  following  amendment  to  the  Con- 
stitution of  the  Medical  Society  of  Virginia,  to  be 
published  in  the  September  issue  of  the  Monthly, 
in  order  that  it  may  be  taken  up  and  acted  upon 
at  the  October  meeting  of  the  State  Society: 

That  Article  IX — Trust  Fund  eor  Post- 
Graduate  Clinical  Education — be  annulled  and 
that  all  funds  now  held  in  trust  by  this  Committee 
for  post-graduate  education  be  used  at  the  discretion 
of  the  House  of  Delegates,  on  recommendation  of  the 
Department  of  Clinical  and  Medical  Education. 

Very  truly  yours, 

P.  St.  L.  Moncure. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 

PROGRAM 

Fifteenth  Annual  Meeting 
Patrick  Henry  Hotel 

Roanoke,  Virginia  October  12,  13,  14,  1937 

Every  woman  attending  the  Convention  is  cor- 
dially invited  to  attend  these  meetings. 

Tuesday,  October  12th 

Registration  5:00  to  8:00  P.  M.  at  the  Patrick 
Henry  Hotel. 

Every  woman  is  requested  to  register  immediately 
upon  arrival.  (Registration  fee  25  cents). 

8:00  P.  M. — Opening  meeting  of  the  Medical  So- 
ciety of  Virginia. 


Wednesday,  October  13th 

8:00  A.  M. — Registration  Booth  open.  Patrick 
Henry  Hotel. 

9:00  to  10:00  A.  M. — Pre-Convention  Board  Meet- 
ing. Patrick  Henry  Hotel. 

All  County  Presidents,  Presidents-Elect  (or  Vice- 
president  where  there  is  no  President-Elect)  and 
State  Officers  and  Chairmen  are  expected  to  at- 
tend this  meeting. 

10:15  A.  M.  to  1:00  P.  M.- — Patrick  Henry  Hotel. 
General  Annual  Meeting — Open  to  all 
women  attending  the  Convention. 

President — Mrs.  Franklin  Davis  Wilson,  Nor- 
folk. 

Invocation — Rev.  Richard  S.  Owens,  Roanoke. 
Address  of  Welcome — Mrs.  J.  W.  Preston, 
Roanoke. 

Response — Mrs.  T.  Elmore  Jones,  Portsmouth. 
Report  of  Committee  on  Arrangements  and 
Registration — Mrs.  C.  T.  Burton,  General 
Chairman,  Roanoke. 

In  Memoriam. 

Minutes  Fourteenth  Annual  Convention- 
Recording  Secretary,  Mrs.  F.  O.  Plunkett, 
Lynchburg. 

Roll  Call  of  County  Auxiliaries — Mrs.  F.  O. 
Plunkett,  Lynchburg. 

President’s  Message — Mrs.  Franklin  Davis 
Wilson,  Norfolk. 

President’s  Announcements. 

Reports: 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  Nor- 
folk. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Organization — Mrs.  James  B.  Stone,  Richmond. 
Program  and  Health  Education — Mrs.  T.  Elmore 
Jones,  Portsmouth. 

Finance — Mrs.  Richard  H.  Peake,  Norfolk. 

Public  Relations — Mrs.  C.  J.  Devine,  Norfolk. 
Hygeia — Mrs.  John  R.  Hamilton,  Nassawadox. 
Revisions — Mrs.  William  Lett  Harris,  Norfolk. 
Press  and  Publicity — Mrs.  W.  Ambrose  McGee, 
Richmond. 

Courtesy — Mrs.  J.  W.  Preston,  Roanoke. 

Exhibits — Mrs.  Henry  M.  Snead,  Petersburg. 

Jane  Todd  Crawford  Memorial — Mrs.  Lleweleyn 
Powell,  Alexandria. 

Historian,  Archives  and  Research — Mrs.  South- 
gate  Leigh,  Norfolk. 

Parliamentarian — Mrs.  M.  N.  King,  Norfolk. 
County  Presidents: 

Mrs.  H.  A.  I.atane,  Alexandria,  Auxiliary  to 
Alexandria  Medical  Society. 

Mrs.  J.  W.  Robertson,  Onancock,  Auxiliary  to  the 
Accomac-Northampton  Medical  Societies. 
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Mrs.  T.  Brantley  Henderson,  Williamsburg,  Auxil- 
iary to  the  James  City-New  Kent  Medical  So- 
ciety. 

Mrs.  R.  D.  Caldwell,  Lynchburg,  Auxiliary  to  the 
Lynchburg  Academy  of  Medicine. 

Mrs.  A.  W.  Lewis,  Aylett,  Auxiliary  to  the  Mid- 
Tidewater  Medical  Society. 

Mrs.  B.  A.  Doggett,  Norfolk,  Auxiliary  to  the 
Norfolk  County  Medical  Society. 

Mrs.  Thomas  N.  Hunnicutt,  Newport  News, 
Auxiliary  to  the  Warwick  County  Medical  So- 
ciety. 

Mrs.  C.  W.  Lynn,  Petersburg,  Auxiliary  to  the 
Petersburg  Unit  of  the  Fourth  District  Medical 
Society. 

Mrs.  W.  Ambrose  McGee,  Richmond,  Auxiliary 
to  the  Richmond  Academy  of  Medicine. 

Mrs.  Ira  Hancock,  Creeds,  Auxiliary  to  the  Prin- 
cess Anne  County  Medical  Society. 

Message  from  Dr.  Wright  Clarkson,  Petersburg, 
“How  the  Auxiliary  Can  Help  in  the  Fight 
for  Cancer  Control.” 


Delegates: 

Woman's  Auxiliary  to  American  Medical  Asso- 
ciation— Mrs.  James  B.  Stone,  Richmond. 

Woman's  Auxiliary  to  Southern  Medical  Associa- 
tion— Mrs.  Southgate  Leigh,  Norfolk. 

Unfinished  Business. 

New  Business. 

Reports : 

Committee  on  Resolutions. 

Committee  on  Credentials. 

Nominating  Committee — Mrs.  M.  N.  King,  Nor- 
folk. 

Election  of  Officers. 

Minutes. 


1 :30  P.  M. — Country  Club — Auxiliary  Luncheon 
(Subscription).  Honoring  Mrs.  Augustus 
S.  Rech,  Altoona,  Pa.,  President,  Auxiliary 
to  American  Medical  Association. 

Greetings : 

Dr.  J.  Morrison  Hutcheson,  Richmond,  President, 
Medical  Society  of  Virginia. 

Dr.  H.  H.  Wescott,  President,  Roanoke  Academy 
of  Medicine. 

Dr.  G.  F.  Simpson,  President-Elect,  Medical  So- 
ciety of  Virginia. 

Members  of  Advisory  Council: 

Dr.  Fletcher  J.  Wright,  Petersburg. 

Dr.  P.  St.  L.  Moncure,  Norfolk. 

Dr.  James  B.  Stone,  Richmond. 

Address: 

Mrs.  Augustus  S.  Kech,  Altoona,  Pa.,  President, 
Auxiliary  to  American  Medical  Association. 


Installation  of  Officers  conducted  by  Mrs.  M.  N. 

King,  of  Norfolk. 

Presentation  of  Gavel. 

Inaugural  Message  of  President — Mrs.  James 
B.  Stone,  Richmond. 

Adjournment. 

Post-Convention  Board  Meeting,  Mrs.  James  B. 
Stone,  presiding,  Patrick  Henry  Hotel.  Time 
to  be  announced. 


Entertainment 

To  be  announced  later. 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Merck  & Co.,  Inc. 

Ampules  Cebione  Sodium  Solution,  2.1  cc. 

Tablets  Cebione,  0.025  Gm. 

E.  R.  Squibb  & Sons. 

Tablets  Digitalis — Squibb,  y2  cat  unit. 

Capsules  Powdered  Digitalis — Squibb,  \/2  grains. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Non- 
official  Remedies: 

Silver  Picrate. — Silver  trinitrophenolate. — C(iH„(OAg) 
(N0o)3t  H.,0). — Silver  picrate  has  actions  and  uses  simi- 
lar to  those  of  the  other  simple  silver  salts.  It  is  available 
in  crystals  for  making  solutions.  It  is  also  used  in  the 
form  of  a compound  powder  for  the  treatment  of  Tricho- 
monas vaginalis  vaginitis.  Another  dosage  form  is  in- 
tended primarily  to  be  used  as  an  adjunct  in  the  treat- 
ment of  this  condition — vaginal  suppositories.  Protracted 
use  of  this  compound  over  a long  period  may  possibly 
give  rise  to  argyria  because  of  its  silver  content  and 
nephritis  because  of  its  picric  acid  content. 

Combined  Diphtheria  Toxoid-Tetanus  Toxoid,  Alum 
Precipitated,  Lilly. — A combination  of  diphtheria  toxoid 
and  tetanus  toxoid  which  has  been  precipitated  with 
alum.  The  amount  of  each  ingredient  in  a single  dose 
is  the  same  as  that  present  in  a single  dose  of  the  in- 
dividual marketed  products.  Combined  diphtheria  toxoid- 
tetanus  toxoid,  alum  precipitated,  is  recommended  for 
the  production  of  active  immunity  of  diphtheria  and 
tetanus.  It  is  marketed  in  packages  of  one  immunization 
treatment,  containing  two  0.5  cc.  vials.  Eli  Lilly  & Co., 
Indianapolis.  ( J . A.  M.  A.,  July  3,  1937,  p.  29.) 

Tablets  Carbarsone,  0.05  Gm.  (J4  grain). — Each  tablet 
contains  carbarsone  (New  and  Nonofficial  Remedies,  1937, 
p.  93),  0.05  Gm.  (J4  grain).  Eli  Lilly  & Co.,  Indianapolis. 

Tablets  Carbarsone,  0.25  Gm.  (3%  grains). — Each  tab- 
let contains  carbarsone  (New  and  Nonofficial  Remedies, 
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1937,  p.  93)  0.25  Gm.  (3 Y\  grains).  Eli  Lilly  & Co., 
Indianapolis. 

Suppositories  Carharsone  0.12  Gm.  (2  grains). — Each 
suppository  contains  carbarsone  (New  and  Nonofficial 
Remedies,  1937,  p.  93)  0.12  Gm.  (2  grains).  Eli  Lilly  & 
Co.,  Indianapolis.  ( J . A.  M.  A.,  July  17,  1937,  p.  209.) 

Sulfanilamide.  — p — amino-benzene-sulfonamide.  — The 
amide  of  sulfanilic  acid.  Sulfanilamide  has  been  used 
primarily  in  infections  due  to  beta-hemolvtic  streptococci, 
especially  in  the  treatment  of  puerperal  fever,  erysipelas, 
hemolytic  streptococcus  septicemia,  streptococcic  sore 
throat  and  surgical  infections  with  hemolytic  streptococcus. 
Present  studies  suggest  that  the  drug  may  eventually  prove 
useful  in  meningococcic  and  possibly  in  gonococcic  infec- 
tions. It  has  been  suggested  that  sodium  bicarbonate  may 
prove  useful  in  combating  the  acidosis  which  sometimes 
follows  the  administration  of  the  drug.  Jaundice  and 
urticaria  have  also  been  reported  as  undesirable  side 
effects.  Certain  studies  indicate  that  sulfhemoglobinemia 
may  ensue  in  some  individuals  especially  after  intensive 
or  continued  administration  of  sulfanilamide.  There  is 
also  a possibility  that  methemoglobinemia  and  granulo- 
cytopenia may  follow  such  therapy  and  there  have  been 
reports  of  hemolytic  anemia  following  sulfanilamide  ad- 
ministration. 

Sulfanilamide — Merck. — A brand  of  sulfanilamide — 
N.  N.  R.  It  is  supplied  in  the  form  of  tablets,  5 grains. 
Merck  & Co.,  Inc.,  Rahway,  N.  J. 

Sulfanilamide — Squibb. — A brand  of  sulfanilamide — N. 
N.  R.  It  is  marketed  in  the  form  of  tablets,  5 grains. 
E.  R.  Squibb  & Sons,  New  York. 


Book  Announcements 


New  Books  at  Medical  College  of  Virginia. 

The  following  books  in  the  College  Library  are 
available  to  our  readers,  the  only  cost  being  return 
postage : 

Osman,  A.  A.  ed. — Original  Papers  of  Richard  Bright  on 
Renal  Disease. 

Perla  & Marmorston — The  Spleen  and  Resistance. 

Pincus,  G. — The  Eggs  of  Mammals. 

Pollock  & Davis — Peripheral  Nerve  Injuries. 

Potter,  E.  S. — Serpents  in  Medicine,  Art  and  Symbolism. 
Randall  & Goodrich — Principles  of  College  Library  Ad- 
ministration. 

Read,  J. — Prelude  to  Chemistry. 

Rhinehart,  D.  A. — Roentgenographic  Technique. 

Roberts,  H. — Euthanasia  and  Other  Aspects  of  Life  and 
Death. 

Rogers.  C.  IT — Textbook  of  Inorganic  Pharmaceutical 
Chemistry. 

Ross,  E.  A. — Seventy  Years  of  It:  An  Autobiography. 
Scoville  &'  Powers — The  Art  of  Compounding. 

Shands,  A.  R. — Handbook  of  Orthopedic  Surgery. 
Shields,  C. — Hay  Fever. 


Shyrock,  R.  H. — Development  of  Modern  Medicine. 
Simon,  P.  W. — Fundamental  Principles  of  a Systematic 
Diagnosis  of  Dental  Anomalies. 

Stern,  F. — Applied  Dietetics. 

Stokes,  J.  H. — Dermatology  and  Syphililogy  for  Nurses. 
Taylor,  F.  S. — The  World  of  Science. 

Thorndike,  L. — Science  and  Thought  in  the  15th  Century. 
Thornton  & Knauth — The  Social  Component  in  Medical 
Care. 

Topley  & Wilson — Principles  of  Bacteriology  and  Im- 
munology. 

Von  Oettingen,  W.  F. — Therapeutic  Agents  of  the  Pyrrole 
and  Pyridine  Group. 

Wesson  & Ruggles — Urological  Roentgenology. 

Whitmore,  F.  C. — Organic  Chemistry. 

Whitwell,  J.  A. — Historical  Notes  in  Psychiatry. 
Williams,  E.  E. — Keeping  Campers  Fit. 

Wolf,  F.  A. — Tobacco,  Diseases  and  Decays. 

Young,  M.,  et  als. — The  Relationship  of  the  Iodine  Con- 
tents of  Water,  Milk  and  Pasture  to  the  Occurrence  of 
Endemic  Goitre  in  Two  Districts  of  England.  (Med. 
Res.  Council  Spec.  Rep.  Ser.  No.  217.) 

Synopsis  of  Digestive  Diseases.  By  JOHN  T. 
KANTOR,  Pli.D.,  M.D.  Associate  in  Medicine, 
Columbia  University;  Gastroenterologist  and 
Associate  Roentgenologist,  Montefiore  Hospital  for 
Chronic  Diseases,  New  York.  The  C.  V.  Mosby  Co., 
St.  Louis.  1937.  12  mo.  of  302  pages.  Illustrated. 
Cloth.  Price  $3.50. 

To  quote  the  author,  “This  book  is  an  attempt 
to  present  simply,  clearly  and  concisely  the  essential 
facts  concerning  the  diseases  of  digestion.”  In  this 
he  has  succeeded  admirably.  The  opening  chapters 
deal  with  the  methods  of  procedure  in  diagnosis  and 
the  fundamentals  of  gastrointestinal  therapeutics. 
He  then  presents  an  orderly  discussion  of  gastro- 
intestinal diseases,  illustrated  by  most  excellent  dia- 
grammatic sketches  where  these  are  indicated.  He 
includes  a discussion  of  cholera  and  typhoid  fever 
under  diseases  of  the  small  intestines,  and  the 
specific  dysenteries  in  the  chapter  on  colonic  dis- 
eases. 

A section  is  devoted  to  diseases  due  to  intestinal 
parasites  and,  most  interestingly,  a section  to  diges- 
tive symptoms  in  extragastric  diseases.  This  feature 
is  commonly  omitted  in  older  works. 

From  a critical  standpoint,  the  author  tends  to 
devote  too  much  space  to  the  rarer  diseases  and 
anomalies  and  too  little  to  discussion  of  functional 
disturbances  which  make  up  such  a large  part  of 
clinical  practice. 

The  book  can  be  particularly  recommended  as  a 
guide  to  those  who  teach  gastroenterology. 


T.  D.  D. 
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Editorial 


Calcium  and  the  Teeth. 

Much  nonsense  has  been  perpetrated  regarding 
food  deficiency  and  diseases  connected  with  it.  This 
statement  has  been  made  before  and  it  would  be 
unnecessary  to  repeat  it  but  for  the  fact  that  the 
nonsense  continues  even  among  the  medical  profes- 
sion. For  example,  as  an  editorial  in  the  Journal 
of  the  American  Medical  Association  recently 
pointed  out,  calcium  is  still  being  given  in  large 
quantities  to  those  with  dental  caries  and  to  preg- 
nant mothers  on  the  assumption  that  a deficiency 
in  this  element  exists  in  their  conditions.  It  seems 
pretty  well  established  that  when  an  average  well- 
balanced  diet  is  available  calcium  therapy  is  never 
necessary,  and  that  when  imbalance  so  far  as  cal- 
cium is  concerned  does  exist  milk  represents  the 
best  method  of  making  good  the  deficiency.  This 
does  not  mean  that  there  is  no  relationship  between 
dental  caries  and  calcium  metabolism  but  that  other 
important  factors  affect  the  relationship.  In  fact 
the  addition  of  vitamin  D during  pregnancy  seems 
to  be  of  more  importance  than  increasing  the  intake 
of  calcium  or  phosphate. 

Past  the  Meridian. 

We  summarize  the  amplification  of  another  as 
regards  old  age:  Less  hair,  less  appetite,  less  im- 
perious urge,  less  ambition,  less  pain,  less  headache, 
less  migraine,  less  indigestion,  less  woyry,  less 
jealousy,  less  hatred,  less  difference,  less  money,  less 
sex  urge,  less  restlessness.  More  avoirdupois,  more 


possessions,  more  friends,  more  children,  more  help, 
more  wisdom,  more  patience,  more  knowledge,  more 
influence,  more  vision,  more  faith,  more  godliness. 

A B C’s  of  Tbc. 

Few  human  beings  escape  tuberculous  infection. 
Childhood  tuberculosis  represents  initial  infection, 
adult  tuberculosis  represents  reinfection  and  its  re- 
actions are  essentially  allergic.  Tubercle  testing  is 
a method  of  allergic  diagnosis.  There  are  many 
methods  of  testing:  Calmette's,  Moro’s,  Von  Pir- 
quet's  and  the  intracutaneous  test  of  Mantoux.  There 
are  many  tuberculins:  T.  A.,  T.  O.,  T.  R.,  T.  E., 
and  last,  P.  P.  D.  A positive  tuberculin  test  in- 
dicates only  the  previous  implantation  of  a tuber- 
culous infection  and  the  present  allergic  state  of  an 
individual  to  the  protein  fraction  of  the  bacillus  to 
which  he  has  become  sensitized.  Rarely  a tuber- 
culous individual  reacts  negatively  to  tuberculin. 
The  laws  of  allergy  explain  this.  In  the  great  ma- 
jority of  cases  a positive  reaction  indicates  tuber- 
culosis. From  this  point  the  rules  of  procedure  for 
the  physician  in  charge  are  as  follows:  positive  re- 
actors are  X-rayed;  clinical  tuberculosis  discovered 
in  this  way  requires  investigation  of  home  surround- 
ings; all  contacts  should  be  tuberculin  tested  and 
the  positive  reactors  among  them  clinically  studied 
and  X-rayed.  In  this  way  the  open  case  of  tuber- 
culosis, often  more  important  than  the  secondary 
case  first  discovered,  is  brought  under  public  health 
control.  It  is  obvious  therefore  that  according  to 
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the  modern  conception  of  tuberculosis  the  disease 
presents  epidemiological  as  well  as  diagnostic  prob- 
lems. 

X-ray  of  the  Abdomen  in  Lead  Colic. 

The  value  of  X-ray  in  the  study  of  the  intestinal 
symptomatology  of  lead  colic  has  recently  been  em- 
phasized by  W.  J.  Pickett  et  al  in  the  Illinois  Medi- 
cal Journal.  Roentgenograms  made  during  an  acute 
attack  of  lead  colic  established  the  fact  that  a dy- 
namic obstruction  exists  “produced  in  the  small 
intestine  by  amotile,  tensely  spastic  hypertonic 
areas.’’  Experimentally  it  has  been  shown  “that 
lead  acts  on  the  musculature  of  the  small  bowel  of 
the  cat  in  such  a way  as  to  produce  areas  of  increased 
tonus  and  decreased  motility,  and  that  colic  is  prob- 
ably due  to  a hypertonic  peristaltic  wave  approach- 
ing such  an  amotile  spastic  area.” 

At  it  Again. 

If  allergy  were  not  such  a roving,  restless,  ex- 
ploring, sassy  member  of  the  family  of  medical 
specialties  it  would  probably  be  on  better  terms  with 
internists  and  those  powers  who  essay  to  mold  medi- 
cal thought  and  practice.  The  recent  claims  of 
Goodall  and  Power  of  Montreal  will  not  help  its 
critics  to  feel  it  has  in  any  way  settled  down,  for 
these  workers  intimate  that  “cases  of  chronic  menor- 
rhagia, and  metrorrhagia,  cases  of  dysmenorrhea, 
cases  of  leucorrhea,  sometimes  associated  with  mu- 
cous colitis,  at  other  times  with  vaginitis  and  inter- 
triginous  vulvitis,  may  have  an  allergic  basis.” 


Pedlatrics:  During  the  month  of  July  the  clin- 
ician in  Pediatrics,  Dr.  Jay  M.  Arena,  conducted 
postgraduate  courses  in  the  northern  part  of  Virginia. 
Meetings  were  held  at  Winchester,  Woodstock,  and 
Front  Royal.  In  spite  of  the  hot  weather  the  at- 
tendance was  good  and  the  clinician  reported  124 
visits  and  42  consultations.  As  in  the  case  of  previous 
courses,  questionnaires  have  been  sent  to  the  doctors 
attending  on  which  they  may  record  their  reactions 
to  the  course.  A report  on  the  questionnaires  will 


Vaccine  for  Influenza. 

We  have  long  waited  the  results  of  the  experiments 
of  Dr.  Thomas  Francis,  Jr.,  of  the  Rockefeller  In- 
stitute, upon  a vaccine  suitable  for  the  prevention  of 
influenza.  It  is  now  understood  that  a group  of 
human  volunteers  have  received  this  new  virus  vac- 
cine and  that  a high  titre  of  antibodies  was  subse- 
quently demonstrated  in  their  blood,  sufficiently  high 
in  fact  to  protect  mice  against  the  virus  of  influenza. 
How  long  these  antibodies  will  continue  in  the  blood 
and  how  effective  they  will  prove  in  the  face  of  an 
influenza  epidemic  is  another  question.  The  medical 
profession  naturally  awaits  with  interest  the  time 
when  this  virus  vaccine  will  be  available  for  general 
use  for  the  immunization  of  persons  against  influenza 
and  the  common  cold. 

The  Nobel  Prize. 

Last  year  the  Nobel  Prize  in  medicine  was 
awarded  jointly  to  Sir  Henry  Hallett  Hale,  Director 
of  the  National  Institute  of  Medical  Research  in 
Hampstead,  London,  and  to  Dr.  Otto  Loewi,  Pro- 
fessor of  Pharmacology  in  the  University  of  Graz, 
Austria.  Although  these  investigators  were  widely 
separated  geographically  and  were  working  inde- 
pendently, their  contributions  were  complementary. 
Their  discoveries  had  to  do  with  acetylcholine,  an 
apparently  essential  substance  in  the  chemical  trans- 
mission of  nervous  activity.  Acetylcholine  is  a chem- 
ical messenger  liberated  thousands  of  times  a day 
by  the  brain  in  minute  quantities.  Every  time  a 
muscle  moves  it  does  so  in  response  to  acetylcholine, 
a chemical  bridge  between  the  central  nervous  sys- 
tem and  the  end  organs  of  response. 


be  made  in  the  October  issue  of  the  Monthly. 
During  the  month  of  August  Dr.  Arena  is  conduct- 
ing a course  in  the  southwestern  part  of  the  State 
with  centers  at  Galax,  Wytheville,  Marion,  and 
Abingdon. 

We  regret  to  report  that  Dr.  Arena  has  resigned 
as  clinician  to  take  effect  on  September  1.  At  that 
time  he  will  return  to  Duke  University  where  he  has 
been  appointed  Associate  Professor  of  Pediatrics  in 
the  Medical  School.  During  the  late  summer  or 
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early  fall  he  will  attend  the  Conference  of  the  Inter- 
national Pediatrics  Society  in  Rome. 

Obstetrics  and  Gynecology:  During  the  month 
of  July  postgraduate  courses  in  Obstetrics  and 
Gynecology  were  conducted  by  Dr.  Shamburger  in 
the  counties  of  Prince  Edward,  Nottoway,  Lunen- 
burg, and  Charlotte.  Weekly  meetings  were  held 
at  Farmville,  Blackstone,  and  Charlotte  Court  House. 
A complete  report  on  the  courses  will  be  made  in 
the  October  issue  of  the  Journal.  During  the 
month  of  August  Dr.  Shamburger  will  join  Dr. 
Arena  and  offer  a combination  course  in  Pediatrics 
and  Obstetrics  and  Gynecology  in  the  southwestern 
part  of  the  State.  This  is  the  first  time  a combination 
course  has  been  offered.  It  is  hoped  that  the  inclusion 
of  lectures  on  two  subjects — Pediatrics  and  Ob- 


The Augusta  County  Medical  Association 

Held  its  annual  meeting  at  the  Stonewall  Jackson 
Tavern  just  outside  of  Staunton,  Va.,  on  August  4. 
At  the  business  session,  delegates  were  named  for 
the  Roanoke  meeting  of  the  State  Society  and  the 
following  officers  were  elected  for  the  coming  year: 
President,  Dr.  W.  Alex.  Murphy,  Staunton;  vice- 
presidents,  Dr.  S.  H.  Garst  of  Staunton,  Dr.  I.  M. 
Nuckols  of  Mt.  Sidney,  and  Dr.  Geo.  H.  Thomas 
of  Staunton;  secretary,  Dr.  Lyle  S.  Booker  of 
Waynesboro;  and  treasurer,  Dr.  J.  E.  Womack  (re- 
elected) Staunton.  The  annual  dinner  following  the 
meeting  was  attended  by  about  thirty-five  members. 

The  Mid-Tidewater  Medical  Society 

Held  its  tenth  anniversary  meeting  at  the  home 
of  Dr.  H.  A.  Tabb  at  Gloucester  C.  H.,  on  July  27, 
the  doctors  of  Gloucester  County  entertaining  the 
physicians  and  guests  at  lunch  there.  Twelve  mem- 
bers and  a number  of  visitors  registered  attendance. 
Dr.  Clarence  Campbell  of  Sparta  presided  at  the 
meeting  at  which  the  secretary,  Dr.  M.  H.  Harris 
of  West  Point,  gave  a history  of  the  Society  for  the 
ten  years  of  its  existence  and  stated  that  nearly  all 
doctors  in  the  counties  included  are  members.  Four 
new  members  reported  for  this  year  are:  Dr.  R.  D. 
Bates,  Jr.,  Newtown;  Dr.  A.  L.  Van  Name,  Jr., 
Center  Cross;  Dr.  S.  E.  Clinard,  Gloucester,  C.  H.; 
and  Dr.  J.  F.  Phillips,  Deltaville. 


stetrics — at  the  same  meeting  will  result  in  better 
attendance.  If  this  meets  the  approval  of  the  doctors, 
the  practice  will  be  continued. 

Department  Meeting:  A meeting  of  the  De- 
partment of  Clinical  and  Medical  Education  has 
been  called  for  August  23*  in  Richmond  to  con- 
sider the  election  of  a successor  to  Dr.  Arena.  At 
that  time  other  matters  of  business  will  be  attended 
to  and  the  annual  report  of  the  Executive  Secretary 
will  be  made.  The  chairman  of  the  Department 
of  Clinical  and  Medical  Education  will  be  glad  to 
receive  from  any  doctors  interested  any  suggestion 
that  they  would  like  to  make  for  the  program  of  the 
Department  during  the  coming  year. 

John  Alex  Rorer, 

Assistant  Executive  Secretary. 

*This  report  was  closed  August  16,  1937. 


The  scientific  paper  presented  at  this  meeting  was 
on  ‘‘Digitalis”  by  Dr.  Charles  C.  Haskell  of  Rich- 
mond. Dr.  J.  Morrison  Hutcheson,  President  of 
the  Medical  Society  of  Virginia,  also  of  Richmond, 
spoke  of  the  next  meeting  of  the  Medical  Society  of 
Virginia,  urging  those  present  to  attend. 

Deaths  of  Dr.  Blair  Spencer,  Dr.  J.  N.  DeShazo, 
this  year’s  president,  and  Dr.  F.  F.  Davis  were  re- 
ported and  a committee  was  appointed  to  present 
suitable  resolutions  on  their  deaths  at  the  next  meet- 
ing to  be  held  in  October. 

The  Dickenson-Buchanan  County  Medical 

Society 

Met  at  the  Grace  Richardson  Hospital,  Grundy, 
Va.,  on  the  evening  of  August  10,  on  which  occasion 
delegates  were  elected  to  the  coming  meeting  of  the 
State  Society.  After  discussion  of  local  medical 
topics,  including  minimum  fees,  delicious  refresh- 
ments were  served.  Those  present  were:  Drs.  A.  S. 
and  J.  S.  Richardson,  J.  G.  Storie  and  C.  H.  Reagan 
of  Grundy;  Paul  Q.  Daniel  and  W.  E.  Vermilya  of 
Big  Rock;  W.  A.  Carr  and  D.  F.  Love  of  Harman; 
R.  L.  Phipps  of  Clintwood;  G.  C.  Snead  of  Clincho, 
and  T.  C.  Sutherland  of  Haysi. 

The  next  meeting  will  be  held  at  Haysi,  Va.,  on 
September  7. 

T.  C.  Sutherland, 
Secretary-Treasurer. 
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News  Notes 


Are  You  Going  to  Roanoke? 

This  is  the  question  which  will  be  asked  of  many 
Virginia  doctors  during  the  next  few  weeks  and  we 
hope  the  answer  will  be  in  the  affirmative,  for  we 
feel  all  members  of  the  Society  will  feel  fully  repaid 
for  attending. 

Of  great  interest  will  be  the  clinics  sponsored  on 
Tuesday  afternoon  by  the  Roanoke  Academy  of 
Medicine,  to  be  conducted  by  Dr.  Frank  H.  Lahey 
of  Boston  and  Dr.  W.  McK.  Craig  of  Rochester, 
Minn.  On  Tuesday  evening,  Dr.  Russell  Cecil  of 
New  York,  invited  guest,  will  give  his  address,  fol- 
lowing that  by  our  President,  Dr.  J.  Morrison 
Hutcheson  of  Richmond.  The  other  guest,  Dr. 
Thomas  Parran,  Surgeon  General  of  the  U.  S.  Public 
Health  Service,  will  speak  before  a general  meeting 
early  Wednesday  afternoon.  Later,  there  will  be 
Round  Tables — eight  in  all — on  such  a variety  of 
subjects  that  every  member  should  find  something 
of  special  interest.  These  are  replacing  the  usual 
symposia.  Papers  will  be  presented  by  members  in 
two  sections  on  Wednesday  morning,  a couple  on 
Wednesday  afternoon,  and  another  set  on  Thursday 
morning.  These  likewise  are  on  many  different 
topics.  The  President  and  the  Program  Committee 
announce  that  all  sessions  are  to  start  promptly  and 
members  are  urged  to  be  prompt  in  attending. 

In  connection  with  the  scientific  program,  there 
will  also  be  scientific  exhibits  of  importance  which 
all  members  are  urged  to  visit.  After  completing  the 
tour  of  these,  visit  the  commercial  exhibits,  for  many 
of  the  products  shown  at  these  are  advertised  in  your 
State  journal  and  you  want  a better  acquaintance 
with  them  and  the  men  representing  these  com- 
panies. 

A departure  from  the  usual  entertainment  program 
has  been  adopted  this  year  in  the  form  of  a sub- 
scription get-together  dinner  on  Wednesday  evening. 
There  will  be  a floor  show  in  connection  with  this 
and  we  hope  every  one  will  arrange  to  attend. 

Last,  but  not  least  for  the  golfers  anyway,  there 
is  to  be  the  usual  golf  tournament  on  Tuesday  morn- 
ing before  the  business  and  scientific  sessions  begin. 
This  will  start  at  ten  o’clock  at  the  Roanoke  Country 
Club  and  will  be  a blind  handicap. 

The  ladies  will  be  looked  after  in  the  usual  ex- 


cellent way  and  it  is  hoped  the  doctors  may  bring 
their  wives  and  daughters.  By  the  way,  have  you 
made  your  hotel  reservations?  If  not,  you  had  better 
look  after  this. 

Elsewhere  in  this  issue  of  the  Monthly  will  be 
found  the  Preliminary  Programs  for  the  doctors  and 
the  Auxiliary.  Also,  there  is  a write-up  on  Roanoke, 
Our  Convention  City.  After  reading  that,  we  are 
sure  you  will  not  stay  home  unless  the  odds  are 
against  your  getting  off. 

Here’s  hoping  to  see  you  in  Roanoke! 

Round  Table  Discussions. 

Especial  attention  is  called  to  the  Round  Table 
discussions  to  be  held  at  the  annual  meeting  of  the 
Medical  Society  of  Virginia  in  Roanoke.  Since  our 
members  are  getting  more  “clinic-minded,”  some 
have  asked  for  more  of  these  at  the  State  meeting. 
To  meet  this  demand,  the  Program  Committee  de- 
cided to  substitute  Round  Tables  for  the  symposia 
of  former  years.  As  there  are  to  be  several  of  these, 
with  only  relatively  a small  group  attending  each, 
no  one  need  mind  hearing  his  own  voice  asking 
questions  as  in  the  classroom  long  ago,  and  finding 
out  other  viewpoints  on  questions  with  which  they 
have  been  dealing — in  other  words,  a kind  of  free 
consultation. 

Leaders  of  the  Round  Tables  w'ould  welcome 
questions.  In  order  to  have  more  comprehensive 
answers,  it  would  be  appreciated  if  members  would 
send  in  questions  (signed  or  unsigned)  to  the 
Society’s  office  in  advance,  and  they  will  be  referred 
to  the  various  leaders  as  requested.  In  the  Wednes- 
day afternoon  section  of  the  program  in  this  issue 
may  be  found  the  list  of  Round  Tables.  Look  this 
over  before  you  lay  this  copy  of  the  Monthly  aside. 

Interesting  Meeting  in  Richmond  in  Septem- 
ber. 

Doctors  from  Boston  to  New  Orleans  and  from 
Virginia  to  Oklahoma  will  be  among  the  speakers 
at  the  Southern  Tuberculosis  Conference,  which 
meets  at  the  John  Marshall  Hotel,  Richmond,  Sep- 
tember 29th  and  30th  and  October  1st.  The  Con- 
ference will  be  welcomed  by  Governor  George  C. 
Peery  and  the  thirteen  Southern  States  will  be  repre- 
sented in  the  gathering. 
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A wide  range  of  topics  will  be  covered  in  the 
three-day  program,  including  collapse  therapy,  non- 
tuberculous  lung  conditions,  tuberculosis  in  the 
negro,  childhood  tuberculosis  and  tuberculosis  in 
the  pre-natal  mother  and  post-natal  child.  Various 
aspects  of  tuberculosis  and  programs  for  the  con- 
trol of  the  disease  will  be  considered  in  the  non- 
medical section  of  the  Conference. 

Dr.  Richard  H.  Overholt  of  The  Lahey  Clinic, 
Boston,  will  speak  on  Thoracoplasty;  Dr.  Frank  S. 
Johns  of  Richmond  on  Phrenic  Nerve  Surgery  and 
Allied  Operations;  Dr.  Leroy  Gardner  of  Saranac 
Lake  on  Pneumoconiosis;  and  Dr.  David  I.  Smith 
of  Duke  Medical  School  on  Mycotic  Lung  Infection. 

Dr.  Frank  S.  Johns  is  chairman  of  local  arrange- 
ments, assisted  by  Dr.  Dean  B.  Cole,  Mrs.  H.  Laurie 
Smith,  Mrs.  Warren  T.  Vaughan,  Miss  Ellen  H. 
Smith  and  Mrs.  Edmund  Strudwick,  Jr.,  with  their 
committees. 

The  Virginia  Tuberculosis  Association,  504  At- 
lantic Life  Building,  Richmond,  will  mail  programs 
on  request. 

The  International  Assembly  of  the  Inter- 

State  Postgraduate  Medical  Association  of 

North  America, 

Under  the  presidency  of  Dr.  John  F.  Erdmann  of 
New  York,  will  be  held  in  the  beautiful  new  public 
auditorium  of  St.  Louis,  Missouri,  October  18,  19, 
■20,  21  and  22,  with  pre-assembly  clinics  on  Satur- 
day, October  16  and  post-assembly  clinics,  Saturday, 
October  23  in  the  hospitals  of  St.  Louis. 

The  aim  of  the  program  committee,  with  Dr. 
George  Crile  as  chairman,  is  to  provide  for  the 
medical  profession  of  North  America  an  intensive 
postgraduate  course  covering  the  various  branches 
of  medical  science.  The  program  has  been  carefully 
arranged  to  meet  the  demands  of  the  general  prac- 
titioner, as  well  as  the  specialist.  Extreme  care  has 
been  given  in  the  selection  of  the  contributors  and 
the  subjects  of  their  contributions. 

The  St.  Louis  Medical  Society  will  be  host  to  the 
Assembly  and  has  arranged  an  excellent  list  of  com- 
mittees who  will  function  throughout  the  Assembly. 

A tentative  list  of  the  distinguished  teachers  and 
clinicians  -who  will  take  part  on  the  program  may 
be  found  on  page  2 of  the  advertising  section  of 
this  Journal. 

A most  hearty  invitation  is  extended  to  all  mem- 
bers of  the  profession  who  are  in  good  standing  in 
their  State  or  Provincial  Societies  to  be  present.  A 


registration  fee  of  $5.00  will  admit  each  member  to 
all  the  scientific  and  clinical  sessions. 

For  further  information,  write  Dr.  W.  B.  Peck, 
Managing-Director,  Freeport,  Illinois. 

Changes  in  State  Hospital  Board. 

Mr.  Shirley  Carter,  chairman  of  the  State  Hospital 
Board,  died  at  his  home  in  Winchester,  Va.,  on 
August  9th,  following  a short  illness,  and  Mr. 
Thomas  Hogshead  of  Staunton  has  been  appointed 
by  Governor  Peery  to  fill  this  vacancy  on  the  Board. 
State  Senator  Morton  Goode  of  Dinwiddie  County, 
has  been  named  to  succeed  Mr.  Carter  as  chairman. 

Dr.  Kinloch  Nelson, 

Richmond,  Va.,  announces  the  opening  of  his 
offices  on  September  1st,  at  1209  West  Franklin 
Street,  this  city,  where  he  will  be  engaged  in  the 
practice  of  internal  medicine. 

Medical  College  of  Virginia  News. 

The  100th  session  of  the  Medical  College  of  Vir- 
ginia wil  open  September  17  for  registration.  Fresh- 
men in  the  schools  of  medicine  and  denistry  will 
register  on  September  7,  thus  giving  first  year 
students  in  these  two  schools  two  w-eeks’  longer  term. 
A large  enrollment  is  anticipated. 

Dr.  Harvey  B.  Haag,  professor  of  pharmacology, 
attended  the  annual  meeting  of  the  American  Phar- 
maceutical Association,  and  gave  a paper  on  “Phar- 
macology of  Propylene  Glycol.” 

The  Medical  Unit  of  the  Reserve  Officers’  Train- 
ing Corps  has  been  reestablished  at  the  college  and 
Lieutenant  Colonel  E.  B.  Maynard  will  report  for 
duty  on  September  1.  Last  year  the  work  was  carried 
on  by  Major  Sam  F.  Parker  of  Fort  Monroe,  a full- 
time man  not  being  appointed. 

Dr.  R.  A.  Deno  of  the  school  of  pharmacy  is 
teaching  in  the  summer  school  of  the  University  of 
Michigan. 

Miss  Frances  Helen  Zeigler,  dean  of  the  school 
of  nursing,  recently  returned  from  a month's  study 
in  England. 

Dr.  Frank  L.  Apperly,  professor  of  pathology, 
spent  some  time  during  the  summer  months  at  the 
Mallory  Institute  of  Pathology. 

The  newr  dormitory  towards  which  the  Public 
Works  Administration  made  a grant  of  $140,850.00 
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is  progressing  satisfactorily.  It  is  expected  that  this 
building  will  be  ready  for  occupancy  about  April  1, 
1938.  

A grant  of  $300.00  has  been  received  from  the 
Ella  Sachs  Plotz  Foundation  of  Boston  for  research 
work  in  neurology.  This  work  is  being  done  by  Dr. 
E.  H.  Ingersoll,  associate  professor  of  anatomy.  A 
grant  of  $800.00  has  been  received  by  the  depart- 
ment of  pharmacology  for  research  on  derris  from 
interested  New  York  manufacturers.  Dr.  Harvey 
B.  Haag,  professor  of  pharmacology,  will  be  in 
charge  of  this  research. 

Dr.  J.  D.  Kernodle  of  Wilmington,  Delaware,  has 
been  appointed  assistant  in  pathology  and  reported 
for  work  on  July  15.  Dr.  Clair  R.  Spealman  of 
Saint  Louis  has  been  appointed  associate  in  physi- 
ology and  pharmacology  and  will  join  the  staff  of 
the  college  on  September  1,  1937. 

Contracts  have  been  awarded  for  furniture  and 
fixtures,  sterilizing  equipment,  and  metal  laboratory 
equipment  for  the  new  clinic  and  laboratory  build- 
ing now  nearing  completion. 

Doctors  Form  Partnership. 

Dr.  C.  S.  Dodd  and  Dr.  J.  E.  Hamner  announce 
the  formation  of  a partnership  for  the  practice  of 
eye,  ear,  nose  and  throat,  with  offices  at  207-214 
LTnion  Trust  Building,  Petersburg,  Va. 

Dr.  Dodd  has  been  practicing  in  Petersburg  for 
a number  of  years.  Dr.  Hamner  was  engaged  in  this 
specialty  in  Rainelle,  W.  Va.,  for  some  time  and 
spent  the  last  eighteen  months  on  this  service  at 
Memorial  Hospital,  Richmond,  Va. 

Appointment  by  State  Health  Department. 

Dr.  W.  W.  Fuller,  graduate  of  the  Medical  Col- 
lege of  Virginia,  has  been  appointed  Assistant  Health 
Officer  of  the  Arlington  County  Health  Department, 
with  headquarters  at  Arlington,  Va. 

The  American  Public  Health  Association 

Is  to  hold  its  sixty-sixth  annual  meeting  and  nine- 
teenth annual  health  exhibit  at  Hotel  Pennsylvania, 
New  York  City,  October  5 to  8.  Several  related 
societies  will  meet  with  the  Association  as  usual. 

Dr.  Reginald  M.  Atwater,  executive  secretary, 
50  West  50th  Street,  New  York  City,  will  gladly 
give  details  in  regard  to  the  meeting. 

Dr.  R.  Campbell  Manson, 

Of  Richmond,  Va.,  after  a year  with  the  State 


Health  Department,  is  now  associated  with  Dr. 
1 homas  W.  Murrell,  17  East  Grace  Street,  this  city, 
in  the  practice  of  dermatology  and  syphilology.  Dr. 
Manson,  who  graduated  from  the  Medical  College 
of  Virginia  in  1934,  served  at  the  Retreat  for  the 
Sick  Hospital  in  Richmond,  and  the  Buxton  Hos- 
pital in  Newport  News,  for  a year  each. 

Graduate  Fortnight  of  New  York  Academy 

of  Medicine. 

The  10th  annual  graduate  fortnight  of  the 
Academy  will  be  held  November  1-12,  inclusive, 
the  subject  this  year  being  “Medical  and  Surgical 
Disorders  of  the  Urinary  Tract.”  The  program 
comprises  hospital  clinics  in  the  mornings  and  after- 
noons, discussions  of  various  aspects  of  the  general 
subject  by  prominent  clinicians  who  are  recognized 
authorities  at  the  evening  sessions,  and  a compre- 
hensive scientific  exhibit.  Demonstrations  will  be 
held  at  regular  intervals  in  this  exhibit. 

The  medical  profession  is  invited  to  attend,  the 
registration  fee  being  $3.00.  A complete  program 
and  registration  blank  will  be  mailed  on  request  to 
the  Academy  at  2 East  103rd  Street,  New  York  City. 

The  Academy  of  Physical  Medicine 

Will  hold  its  fifteenth  annual  meeting  at  the  Hotel 
Walton,  Philadelphia,  October  19,  20,  21.  The 
Academy,  which  is  international  in  scope,  will 
present  a scientific  program  based  on  reports  of  the 
most  recent  research  and  practice  of  the  various 
specialties.  In  addition  to  the  lectures,  demonstra- 
tion clinics  will  be  held  at  the  Hospitals  of  the 
University  of  Pennsylvania,  Jefferson  Medical  Col- 
lege, and  Temple  University. 

A copy  of  the  program  may  be  had  by  writing 
William  D.  McFee,  M.  D.,  Chairman,  Committee 
on  Program  and  Publication,  41  Bay  State  Road, 
Boston,  Mass. 

Married. 

Dr.  Ludwell  F.  Lee  of  Stafford  County,  Va.,  and 
M iss  Mary  Nell  Woolfolk  of  Bowling  Green,  Va., 
July  30. 

Dr.  William  Ribble  Pretlow  and  Miss  May 
Fletcher  Tiffany,  both  of  Warrenton,  Va.,  July  24. 

Dr.  James  William  Elliott,  class  of  ’36,  Medical 
College  of  Virginia,  and  Miss  Frances  Love  Jackson 
of  Lebanon,  Va.,  early  in  August.  Dr.  James  Elliott 
it  now  associated  in  practice  with  his  brother,  Dr. 
W.  C.  Elliott,  at  Lebanon. 
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Dr.  Clifford  H.  Beach 

Announces  the  opening  of  his  offices  for  the  prac- 
tice of  internal  medicine  at  1209  West  Franklin 
Street,  Richmond,  Va.,  on  September  1. 

The  Pan  American  Medical  Association 

Announces  that  it  has  chartered  the  steamship 
Queen  of  Bermuda  for  its  seventh  Cruise  Congress 
to  Havana  and  the  West  Indies,  sailing  from  New 
York  on  January  15,  1938.  The  main  part  of  the 
Congress  will  be  held  in  Havana  where  there  will 
be  three  days  of  scientific  sessions  with  operative 
clinics.  Meetings  will  be  arranged  with  colleagues 
at  others  ports  of  call,  program  for  which  will  be 
published  in  the  near  future.  Further  information 
may  be  obtained  from  the  Pan  American  Medical 
Association  at  745  Fifth  Avenue,  New  York  City. 

To  America’s  Schools — Your  Health! 

During  the  coming  fall,  winter  and  spring,  the 
Voices  of  Medicine  will  for  the  fifth  season  salute 
the  people  of  America,  with  the  toast  “Your,' 
Health.”  This  is  the  well-known  title  of  the 
radio  program  of  the  American  Medical  Association 
and  the  National  Broadcasting  Company.  This  year, 
the  salutation  will  be  addressed  particularly  to  the 
teachers  and  students  in  the  Junior  and  Senior  high 
schools,  and  the  programs,  to  be  announced  in  ad- 
vance in  Hygeia,  The  Health  Magazine,  will  be  on 
the  air  while  schools  are  in  session,  so  that  the 
program  may  be  utilized  directly  in  the  thousands 
of  schools  w'hich  now  have  or  soon  will  have  radio 
and  public  address  systems  reaching  the  classrooms. 
To  teachers,  students  and  stay-at-homes,  the  Amer- 
ican Medical  Association  and  the  National  Broad- 
casting Company  will  address  their  message  of 
health  education  with  the  familiar  musical  theme 
“Hale  and  Hearty,”  written  especially  for  the 
program,  and  the  toast,  “To  America’s  Schools, 
Your  Health!” 

Syphilis  Posters  Available. 

To  assist  in  bringing  before  the  public  the  effort 
being  made  to  eradicate  syphilis,  the  Division  of 
Venereal  Diseases  of  the  U.  S.  Public  Health  Service 
has  prepared  a set  of  six  educational  posters.  It  is 
believed  these  posters  will  be  of  assistance  to  phy- 
sicians who  wish  to  take  part  in  this  activity,  and 
they  may  be  obtained  from  the  Superintendent  of 
Documents,  Washington,  D.  C.,  at  75  cents  per  set. 
Dr.  V.  L.  Kelly, 

For  the  past  seven  years  connected  with  the  staff 


of  Blue  Ridge  Sanatorium,  Charlottesville,  Va.,  re- 
signed on  August  1 to  become  a member  of  the 
medical  staff  of  Pinecrest  Sanatorium,  Beckley,  W. 
Va.,  and  entered  upon  his  new  duties  at  once. 

Release  of  the  First  Supplement  to  the 
U.  S.  P.  XI. 

Under  authorization  of  a resolution  by  the  Phar- 
macopoeial  Convention  of  1930  with  regard  to 
Supplements,  the  U.  S.  P.  Committee  of  Revision 
and  Board  of  Trustees  have  prepared  and  published 
the  First  Supplement  to  the  U.  S.  P.  XI. 

This  First  Supplement  has  just  been  released  and 
will  become  official  on  December  1,  1937.  It  is  a 
booklet  of  about  100  pages  in  a substantial  binding 
and  may  be  obtained  from  the  Mack  Printing  Com- 
pany, Easton,  Pa.,  from  your  wholesale  druggist,  or 
from  any  other  distributor  of  the  U.  S.  P.,  at  $1.00 
per  copy,  postpaid.  In  this  supplement,  all  of  the 
texts  revised  to  June  1,  1937,  are  reprinted  in  full 
so  that  there  can  be  no  misunderstanding  of  the 
authorized  changes. 

Medico-Military  Inactive  Duty  Training 

For  Reserve  Officers. 

The  next  annual  Inactive  Duty  Training  Period 
for  medical  reserve  officers  of  the  Army  and  the 
Navy  will  be  held  in  Rochester,  Minnesota,  at  the 
Mayo  Clinic,  under  the  military  supervision  of  the 
Surgeon  of  the  Seventh  Corps  Area  (Army)  and 
the  Surgeon  of  the  Ninth  Naval  District  (Navy) 
from  October  3 to  16,  inclusive. 

The  meeting  is  given  for  reserve  officers  of  the 
Army  and  the  Navy,  and  due  military  credits  are 
given  for  attendance. 

The  morning  hours  are  devoted  entirely  to  profes- 
sional training  given  by  the  various  departments  or 
sections  of  the  clinic  at  its  several  hospitals  and  in- 
stitutions. The  afternoon  hours  are  devoted  to  lectures 
on  professional  subjects  or  military  medicine.  The 
evening  hours  are  given  to  lectures  by  distinguished 
visitors  and  the  presentation  of  medico-military  sub- 
jects. 

Dr.  P.  G.  Hamlin, 

Recently  with  Buxton  Clinic,  Newport  News,  Va., 
is  now  connected  with  the  staff  at  Crownsville  State 
Hospital,  Crownsville,  Md. 

Nightingale  Nursing  Home. 

Dr.  J.  Arthur  Gallant  announces  the  opening  of 
the  Nightingale  Nursing  Home  at  209  West  Frank- 
lin St.,  Richmond,  Va.  This  is  intended  for  the 
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care  and  treatment  of  chronic  and  convalescent  cases 
where  the  severity  of  the  condition  does  not  warrant 
treatment  in  a General  Hospital  but  yet  there  is 
need  for  nursing  and  medical  care. 

The  Home  is  open  to  all  ethical  and  practicing 
physicians  of  the  City  and  nearby  communities  who 
wish  to  use  its  facilities.  The  nursing  is  in  charge 
of  a graduate  nurse  with  trained  attendants  under 
her  supervision. 

The  building  has  been  remodeled  throughout  and 
an  automatic  heating  system  installed.  Private  single 
rooms  and  wards  for  four  patients  are  provided  at 
very  reasonable  rates,  with  accommodation  for  both 
male  and  female  patients. 

Dr.  Charles  P.  Ryland, 

Formerly  of  Binghamton,  N.  Y.,  has  opened  an 
office  at  4901  Massachusettes  Avenue,  Northwest, 
Washington,  D.  C.,  for  the  practice  of  internal  medi- 
cine. Dr.  Ryland  is  a graduate  of  the  Medical  Col- 
lege of  Virginia  in  the  class  of  1929. 

Dr.  J.  L.  Hamner, 

Mannboro,  Va.,  has  been  elected  sergeant-at-arms 
of  the  American  Legion,  Post  87,  at  Amelia,  for  the 
year  1938. 

American  College  of  Surgeons. 

The  annual  Clinical  Congress  of  the  American 
College  of  Surgeons  will  be  held  at  Chicago,  October 
25-29,  with  headquarters  at  the  Stevens  Hotel.  As 
usual,  this  meeting  will  hold  great  interest  for  many 
of  our  readers. 

The  National  Medical  Association, 

Composed  of  Negro  physicians,  dentists  and 
pharmacists,  at  its  meeting  just  held  in  St.  Louis, 
selected  Hampton,  Va.,  for  its  1938  meeting  place. 
Virginia  physicians  holding  office  in  this  organiza- 
tion are:  Dr.  W.  P.  Dickerson  of  Newport  News, 
vice-president;  Dr.  John  T.  Givens  of  Norfolk, 
general  secretary;  and  Dr.  G.  Hamilton  Francis  of 
Norfolk,  speaker  of  the  House  of  Delegates. 

For  Sale — 

Southwest  Virginia  practice,  home,  office.  Eight- 
room  modern  home,  double  garage;  large  surround- 


ing territory  with  all  roads  good.  Practice  estab- 
lished twenty-five  years.  Growing  town  of  700; 
good  high  school  near  house;  competition  light.  Ill 
health  cause  of  selling.  Address  “RR,”  care  this 
Journal.  (Adv.) 

Wanted  Assistant — 

To  work  into  partnership  in  Texas.  Center  of 
rapid  oil  development  and  rice  growing.  City  of 
2,000.  Gentile,  with  two  years’  hospital  experience. 
Not  over  30  years  of  age.  Salary  to  start  $200.00 
per  month,  with  view  to  being  permanent.  Address 
“Texas”  care  this  Journal,  1200  East  Clay  Street, 
Richmond,  Va.  ( Adv.) 


Obituary  Record 


Dr.  Sydney  John  Baker, 

For  more  than  thirty  years  prominent  in  Rich- 
mond, Va.,  as  a physician  and  churchman,  died 
August  7,  after  an  illness  of  several  months.  Dr. 
Baker  was  an  Englishman  by  birth  and  seventy- 
three  years  of  age.  He  studied  medicine  at  the  Col- 
lege of  Physicians  and  Surgeons  of  Baltimore,  from 
which  he  graduated  in  1890,  and  practiced  for  a 
time  in  Bedford  County,  Va.,  before  locating  in 
Richmond.  He  was  connected  with  his  local  and 
State  medical  organizations  and  had  been  coroner 
for  the  southside  for  some  years.  His  wife  survives 
him. 

Dr.  John  Harris  Smith, 

Floyd,  Va.,  died  suddenly  on  August  9.  He  was 
twenty-eight  years  of  age  and  a graduate  in  medicine 
from  the  Medical  College  of  Virginia  in  1934. 

Dr.  Guy  Hart  Moates, 

Flight  surgeon  at  Langley  Field,  Va.,  was  killed 
in  an  airplane  accident  near  Fort  Hoyle,  Md.,  on 
August  1,  just  after  a visit  to  his  son  who  was  in 
training  at  the  Citizens’  Military  Training  Camp 
there.  The  Major  was  forty-two  years  of  age  and 
graduated  from  the  University  of  Nebraska  College 
of  Medicine  in  1923. 


EVEN  if  you  limited  the  use  of  an  office 
x-ray  unit  to  those  occasional  simple 
fracture  cases,  think  of  the  intense  satisfac- 
tion and  convenience  in  having  it  right  at 
your  elbow,  ready  for  instant  use  when  you 
need  it. 

The  G-E  Model  “D”  Mobile  X-Ray  Unit  is 
a wonderful  ally  in  the  handling  of  fractures 
—from  the  moment  the  case  presents  itself, 
on  through  until  it  is  brought  to  a satisfac- 
tory conclusion.  It  enables  you  to  see  im- 
mediately the  extent  of  the  fracture,  guides 
you  in  making  the  setting,  and  is  your  de- 
pendable “eye”  for  subsequent  check-ups, 
to  observe  progress  or  to  detect  a possible 
mishap  under  the  cast. 

Easy  and  convenient  to  operate,  and 
100%  electrically  safe  under  all  operating 
conditions,  you  can  rely  on  the  Model  “D” 
for  an  unusually  fine  quality  of  work,  both 
radiographically  and  fluoroscopically. 

Why  not  enjoy,  as  do  hundreds  of  other 
physicians,  the  advantages  of  a G-E  Model 
“D”  in  your  office?  The  added  convenience 
to  both  yourself  and  your  patients,  aside  from 


the  better  professional  service  that  it  makes 
possible,  more  than  justifies  the  comparatively 
small  investment  required. 
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Gastric  Tissue  Juice  Extract 

ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 

ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 


It  is  made  ready  for  use,  simply  by  the  addition  of  water. 

These  are  simply  notes  of  clinical  application  during  many  years: 
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continues  to  improve  the  quality  of  Mead’s 
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Acute  Rhinitis  in  Children 


FlG.l.  J.  M.  C. White,  female, 
age  4.  June  5,  1936.  Acute 
rhinitis.  11:40  A.M.Two  inha- 
lations of  Benzedrine  Inhaler'. 

Fig.  2.  11:50  A.  M.  Maximum 
shrinkage  evident. 
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twelve  years  of  age  treated  with  'Benzedrine  Inhaler'  Scarano 
and  Coppolino  report  prompt  and  adequate  shrinkage  of  the 
nasal  mucosa  in  97  per  cent.  — Arch.  Pediat.  54:97,  1937. 

The  vapor  form  — in  addition  to  its  greater 
effectiveness  — overcomes  the  strenuous  ob- 
jections which  children  show  to  liquid  inhalants 
as  applied  by  drops,  tampons  or  sprays. 
Obviously,  however,  as  with  any  medication 
for  children,  an  adult  should  supervise  the  use 
of  the  Inhaler  and  retain  possession  of  the  tube. 
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S.  K.  F.’s  nasal  inhaler  and  for  their  brand  of  the  sub- 
stance whose  descriptive  name  is  benzyl  methyl 
carbinamine. 
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PRINCIPLES  GUIDING  TREATMENT  OF  GENERALIZED  EDEMA.* 


F.  H.  Smith,  M.  D.,  F.  A.  C.  P., 

Abingdon,  Va. 


Treatment  of  any  disease  or  abnormal  state  is 
rational  to  the  degree  that  the  physician  can  visualize 
the  morbid  process  in  terms  of  departure  from 
normal  physiology.  Edema  is  no  exception  to  the 
rule.  The  theme  of  this  paper  is  an  effort  to  ration- 
alize the  treatment  of  edema  upon  the  principles  of 
physiology  gone  awry. 

It  will  be  noted  that  the  title  is  limited  to  the 
treatment  of  general  edema.  This  limitation  dis- 
poses of  the  local  edema  of  inflammation,  such  as 
swelling  of  tissues  about  a “boil,”  or  a burn;  of 
traumatism,  as  of  a bruise  or  a sprain;  of  obstruction 
of  the  venous  flow  in  a limb,  as  with  tight  bandag- 
ing or  cast;  and  that  condition  rare  in  our  country, 
elephantiasis,  due  to  venous  or  lymphatic  obstruc- 
tion by  the  filaria;  and  that  consequent  upon  injury 
of  veins,  as  phlebitis  or  thrombophlebitis. 

Mechanical  obstruction  to  venous  flow  similar  to 
that  of  phlebitis  and  thrombosis  may  interest  us, 
because  the  obstruction  may  be  high  enough  in  the 
venous  channels  to  produce  wide-spread  stasis — 
edema  below  the  point  or  area  of  obstruction.  Portal 
cirrhosis  with  abdominal  ascites  is  an  example. 
Later,  after  incompetence  of  the  collateral  circulation 
develops,  there  is  edema  of  the  genitals  and  lower 
parts  of  the  body. 

Myxedema  should  be  mentioned  as  another  con- 
dition which  may  be  excluded  from  this  discussion. 
For,  though  this  is  a generalized  process,  it  is  not 
true  edema.  Instead,  the  tissues  are  filled  with  a 
mucin-like  substance,  deposited  in  almost  indirect 
proportion  to  the  rate  of  oxygen  consumption,  and 
is  controlled  by  thyroid  feeding. 

Angioneurotic  edema  may  also  be  mentioned  as 
a condition  either  localized,  vagrant,  or  wide-spread, 
and  yet  hardly  a part  of  this  discussion.  It  is  due 
to  a disturbance  of  the  nervous  control  of  the  capil- 
laries. This  disturbance  is  brought  about  by  the 

•Read  before  the  Southwestern  Virginia  Medical  So- 
ciety, Pulaski,  Va.,  April  8-9,  1937. 


introduction  of  a foreign  protein  to  w'hich  the  in- 
dividual is  sensitive.  The  condition  commonly 
known  as  “hives”  is  a familiar  example;  “serum 
sickness”  is  another;  and  there  is  good  reason  to  be- 
lieve that  various  visceral  crises,  such  as  bronchial 
obstruction  of  asthma,  may  be  similar  reactions.1 

Having  thus  circumscribed  the  field  of  discussion, 
it  should  now  be  recalled  that  edema  is  not  a dis- 
ease, but,  rather,  a more  or  less  prominent  symptom 
or  sign  of  a number  of  diseases.  We  must  review, 
therefore,  the  factors  controlling  water  balance  in 
health,  and  the  several  factors  which  may  disturb 
this  balance,  with  the  intention  of  classifying  this 
information,  insofar  as  it  is  possible,  for  the  purposes 
of  treatment. 

Stated  in  the  simplest  terms  possible,  edema  is  an 
abnormal  accumulation  of  fluid  in  the  tissues,  re- 
sulting whenever  for  any  considerable  period  the 
amount  of  fluid  entering  the  tissue  spaces  exceeds 
the  amount  leaving  them.2  The  amount  of  fluid 
normally  in  the  tissues  and  tissue  spaces  varies 
widely.  In  fact,  there  may  be  quite  an  excess  of 
tissue  fluid  before  edema  is  recognizable.  Its  amount 
is  controlled  by  the  constant  interchange  of  fluids 
between  the  capillaries  and  the  intercellular  tissue 
spaces.  This  exchange  is  controlled  principally  by 
two  opposing  forces: 

First,  the  capillary  blood  pressure,  i.  e.,  hydro- 
static pressure  within  the  capillaries.  Normally,  this 
force  is  16  to  25  mm.  of  mercury,  and  is  higher  than 
the  pressure  within  the  tissues.  Consequently,  there 
is  a constant  filtration  through  the  capillary  wall 
from  blood  to  tissues  of  water  and  crystalloidal 
substances,  such  as  salts,  urea,  creatinine  and  glu- 
cose. Crystalloids  are  present  in  about  equal  con- 
centration in  blood  plasma  and  tissue  fluid. 

Second,  the  osmotic  pressure  of  the  colloids  of  the 
blood.  This  pressure  is,  normally,  25  to  30  mm.  of 
mercury,  and  resides  in  the  blood  proteins,  especially 
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the  albumin  fraction  thereof.  Proteins  are  retained 
within  the  capillaries  because  their  molecules  are 
too  large  to  pass  through  the  capillary  walls.  There- 
fore, edema  fluids  contain  very  little  protein.  It 
seems  likely  that  at  least  95  per  cent  of  the  protein 
content  of  the  blood  is  held  within  the  vessels.3  To 
satisfy  the  colloidal  attraction  of  the  blood  proteins 
there  is  a constant  stream  of  fluid  from  tissues  into 
the  vessels. 

If  these  two  forces,  hydrostatic  and  osmotic  pres- 
sures, were  constantly  balanced  at  the  capillary  walls 
throughout  the  body,  interchange  between  blood  and 
tissues  would  cease.  Starling  has  shown,  however, 
that  in  the  capillary  system,  as  in  any  system  of 
closed  tubes,  hydrostatic  pressure  decreases  in  the 
direction  of  the  flow.  Hence,  there  can  be  only  one 
point  in  a given  capillary  where  the  hydrostatic- 
osmotic  forces  are  in  equilibrium.  On  the  arterial 
side  of  the  capillary,  hydrostatic  pressure  is  greater 
than  osmotic  pressure,  and  the  flow  is  from  blood 
to  tissues.  On  the  venous  end  of  the  capillary, 
osmotic  pressure  exceeds  hydrostatic  pressure,  and 
the  flow  is  reversed. 

This  normal  mechanism  is  of  the  utmost  im- 
portance, not  only  for  the  understanding  of  the  pro- 
cesses by  which  water  balance  is  normally  main- 
tained, but  also  because  it  is  the  mechanism  by 
which  the  tissues  received  from  the  blood  nutritive 
elements,  oxygen,  mineral  salts,  and  whatever  else 
they  need.  In  the  reverse  direction,  it  is  also  the 
means  by  which  the  tissues  dispose  of  their  waste 
products.  Truly,  tissue  fluids  are  in  many  ways  the 
most  important  fluids  of  the  body. 

So  far,  we  have  spoken  as  if  the  capillary  wall 
were  simply  a passive  agent  through  which  this  in- 
terchange occurs.  Such  is  not  the  case.  Krogh  has 
estimated  the  total  surface  of  the  capillary  wall  of 
an  average-sized  man  as  exceeding  68,000  square 
feet.3  He  has  showrn4  also  that  the  capillaries  possess 
powers  of  constricting  and  dilating  quite  apart  from 
the  arterioles.  Furthermore,  capillaries  also  alter 
their  permeability,  in  health  as  well  as  in  disease. 
Thus,  fluids  with  a high  percentage  of  proteins  may 
be  filtered  through  capillaries  with  highly  permeable 
walls.  This  occurs  normally  in  the  liver  and  in- 
testines. More  important  for  present  purposes, 
Starling  has  shown  that  increased  permeability  of 
the  capillaries  may  be  made  to  occur  in  other  regions 
during  the  action,  for  instance,  of  histamine.  It  is 
still  controversial  whether  increased  capillary  per- 


meability is  a primary  factor  in  general  edema  as 
we  see  it  clinically. 

The  lymphatic  system  is  assigned  a small  and 
obscure  place  in  the  present  conception  of  generalized 
edema.  The  role  of  the  lymphatic  vessels  seems  to 
be  that  of  drainage  channels  only.  In  this  way  the 
lymph  may  assist  the  blood  to  cany'  off  waste 
products  of  tissue  metabolism.  Of  course,  then, 
lvmph-blockage  will  cause  lymphedema  below  that 
point.  Lymphedema  fluid  has  a much  higher  pro- 
tein content  than  has  ordinary  edema.1 

I am  intentionally  omitting  certain  other  factors 
which  may  play  a part  in  edema.  Some  of  this 
omission  may  be  supplied  in  the  later  discussion. 

Speaking  from  the  practical  standpoint  rather 
than  accurately  or  inclusively,  the  remaining  con- 
ditions in  which  general  edema  is  an  expected  and 
outstanding  symptom  are  (1)  cardiac  disease;  (2) 
renal  disease;  and  (3)  metabolic  faults.  The  edema 
of  each  of  these  has  elements  both  of  similarity  and 
of  dissimilarity. 

Only  one  class  of  heart  disease  commonly  gives 
rise  to  marked  edema,  that  is,  the  so-called  con- 
gestive heart  failures.  Hypertension,  even  without 
cardiac  or  renal  failure,  may  cause  some  degree  of 
water  retention.  It  is  strange  that  edema  is  not  more 
common  and  more  marked  in  the  “essential”  hyper- 
tensive states.  As  vascular  pressure  increases,  hydro- 
static intracapillar}'  pressure  must  rise,  and  the  point 
of  balance  between  hydrostatic-osmotic  pressures 
must  be  moved  further  along  the  tube  toward  the 
venous  side  of  the  capillary  system.  Thus,  diffusion 
from  capillaries  to  tissues  must  be  increased,  and  the 
opportunity  for  flow  from  tissues  to  vessels  curtailed. 
Usually,  however,  increased  osmotic  pressure  over- 
comes these  hypertensive  factors  in  an  otherwise 
healthy  individual.  When  all  facts  ultimately  be- 
come known,  we  will  realize  in  a new  way  the  place 
of  capillary  pressure,  whether  spastic  or  sclerotic,  in 
the  genesis  of  circulatory  disease. 

Cardiac  edema  is  attributed  to  mechanical  back 
pressure  in  the  veins  and  capillaries.  More  exactly, 
we  should  say  it  is  the  lack  of  forward  pressure 
exerted  by  the  heart  and  a decline  of  the  venous 
return  flow  to  the  heart.  This  remains  the  domi- 
nating influence  until  dilatation  of  the  right  side  of 
the  heart  occurs.1  Venous  engorgement  increases 
capillary  pressure  and  filtration  through  capillary 
walls  into  the  tissues.  Other  factors,  such  as  anox- 
emia, need  not  concern  us  here,  for  if  we  can  correct 
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the  circulatory  stasis,  these  other  conditions  will 
take  care  of  themselves. 

The  principles  of  treatment  of  cardiac  edema 
are  simple.  To  avoid  repetition,  let  it  be  stated  here 
that  every  case  of  edema  should  be  put  to  bed  and 
made  to  stay  there.  If  there  were  no  other  reason, 
limited  activity  in  the  recumbent  or  reclining 
position  lessens  the  need  for  cardiac  activity  and 
metabolic  drive.  Rest  also  aids  absorption  of  tissue 
fluids.  The  importance  of  rest  is  so  evident  that  it 
need  not  be  stressed  further. 

A general  rule  cannot  be  laid  down  for  the  dietary 
management  of  edema,  as  will  be  evident  later.  But, 
with  an  important  exception,  the  Karell  diet  comes 
near  being  such  a rule.  The  Karell  regime  consists 
of  giving  200  c.  c.  of  milk  four  times  in  twenty-four 
hours,  and  nothing  else,  for  the  first  two  or  three 
days  of  the  treatment  of  edema.  Frequently,  this 
plan  alone  serves  to  mobilize  the  fluid  in  a truly 
remarkable  degree.  As  conditions  improve,  the  diet 
in  the  cardiac  case  is  increased  according  to  gener- 
ally accepted  principles  as  to  easy  digestibility,  etc. 
I prefer  five  smaller  feedings  to  three  larger  ones, 
and  these  patients  do  better  when  kept  10  to  15 
per  cent  underweight  rather  than  over-weight.  To 
this  end,  proteins,  green  vegetables,  citrous  fruits, 
with  restricted  water  intake,  are  emphasized.  It  has 
never  been  proved  that  proteins  impair  kidney  func- 
tion. So  long  as  the  kidneys  can  eliminate  salt,  there 
is  no  reason  to  restrict  its  intake  harshly.  But  the 
water  intake  should  be  controlled.  A practical  rule 
is  to  hold  the  intake  of  fluids  to  about  the  output  of 
urine,  at  least  until  the  outward  movement  of  water 
is  definitely  established. 

Cardiac  dropsy  is  the  red  light  pointing  toward 
right  heart  failure.  Almost  all  clinicians  agree  that 
digitalis  is  always  indicated  in  right  heart  failure, 
no  matter  what  the  cause.5  There  is  no  need  here  to 
enter  into  details  of  digitalis  administration.  As 
a rule,  there  is  no  emergency,  but  within  a reasonable 
time  digitalis  should  be  given  to  effect— in  this  in- 
stance, sharp  diuresis.  It  is  remarkable  how  much 
water  can  be  removed  from  the  body  with  digitalis 
alone,  when  the  edema  is  due  to  cardiac  failure. 

Sometimes  digitalis  is  ineffective  until  the  pressure 
of  accumulated  fluids  has  been  relieved  by  para- 
centesis of  the  abdominal,  thoracic  or  pericardial 
cavities,  or  from  the  limbs  by  means  of  Southey’s 
tubes.  A good  substitute  for  the  latter  is  a large 
caliber  aspirating  needle.  It  is  not  exceptional, 


especially  in  the  cyanotic  case,  to  fail  to  mobilize  the 
fluid  until  stagnation  in  the  veins  has  been  relieved 
by  more  or  less  massive  bleeding. 

Should  digitalis  prove  only  partially  successful, 
the  next  recourse  usually  is  to  one  of  the  xanthine 
group:  caffeine,  theobromine,  theophyllin.  Caffeine 
may  be  disregarded  as  a diuretic.  The  other  two 
are  most  effective  in  the  arteriosclerotic  hypertensive 
group.  The  sodio-salicylate  salt  of  theobromine 
(diuretin),  in  doses  of  5 to  7.5  grains;  and  theocine, 
the  synthetic  product  of  theophyllin,  in  doses  of  3 
to  5 grains,  seem  to  be  the  most  popular  preparations. 
It  is  a curious  fact  that  any  drug  of  this  series  may 
cause  remarkable  diuresis  in  one  case,  and  fail  ab- 
solutely in  the  next  case,  apparently  of  the  same  sort.6 
Small  doses  interrupted  every  two  or  three  days, 
perhaps  shifting  from  one  to  another  preparation, 
seem  to  be  the  most  effective  plan  of  administration. 
Warm  baths  seem  to  increase  their  diuretic  action. 

In  1920  Saxl  and  Heilig  proposed  an  organic 
mercurial  compound,  merbaphen,  or  novasurol,  for 
the  removal  of  dropsical  fluid  by  diuresis  when  there 
is  no  serious  renal  damage.  Later,  salyrgan,  and, 
later  still,  mercupurine  were  substituted  as  being 
safer  and  more  satisfactory.  These  several  com- 
pounds are  administered  intravenously  or  intra- 
muscularly. Recently,  a mercurial  similar  to  mercu- 
purine, called  mercurine,  is  available,  and  has  the 
advantage  in  that  it  is  effective  when  used  as  a rectal 
suppository. 

I have  not  been  able  to  find  a clear  statement  of 
the  pharmacodynamics  of  these  organic  mercurials. 
My  impression  is  that  they  alter  the  acid-base 
equilibrium  in  the  direction  of  diminished  alkaline 
reserve  of  the  blood  and  tissues.  It  is  stated6  that 
they  increase  the  chloride  content  of  the  blood,  and 
the  excretion  of  water,  chlorides  and  the  fixed  in- 
organic bases,  chiefly  sodium,  potassium  and  am- 
monium. It  is  also  stated7  that  they  prevent  or 
hinder  reabsorption  through  the  renal  tubules.  It 
is  generally  stated  that  ammonium  chloride  in  daily 
doses  of  60  to  90  grains  for  a day  or  two  preceding 
the  administration  of  the  mercurial  enhances  the 
action  of  the  latter.  I have  generally  left  off  the 
ammonium  chloride,  because  the  action  of  mercu- 
purine has  been  satisfactory  without  it,  and  the 
chloride  has  nauseated  the  patient.  I prefer  to  test 
the  patient’s  tolerance,  especially  when  suspicious  of 
a renal  element,  with  small  doses  of  mercupurine, 
say  one-third  or  one-half  of  a cubic  centimetre  of 
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the  solution.  So  far,  I have  given  it  intramuscularly. 
Like  most  remedies,  these  organic  mercurials  some- 
times have  the  most  gratifying  effects,  and,  again, 
the  most  disappointing.  The  nearer  the  approach  to 
a pure  cardiac  edema,  and  the  less  the  renal  or 
metabolic  fault,  the  greater  the  chance  of  ridding 
the  tissues  of  dropsy  by  this  means. 

A word  of  caution:  These  are  mercurial  prepa- 
rations. It  is  long  known  that  mercury  is  a renal 
irritant.  While  we  are  “getting  by”  with  it  in  some 
cases  of  nephritis,  there  is  danger  of  fatal  kidney 
damage  when  these  preparations  are  used  indis- 
criminately. 

Aside  from  the  “stasis  kidney”  of  congestive  heart 
failure,  only  three  varieties  of  renal  disease  have 
edema  as  a marked  feature,  namely,  acute  and 
chronic  diffuse  glomerulonephritis,  and  chronic 
tubular  nephritis,  which  is  also  called  nephrosis.  In 
the  focal  and  embolic  types  of  acute  nephritis,  acute 
nephrosis,  and  chronic  interstitial  nephritis,  edema  is 
absent  or  of  little  consequence. 

In  acute  glomerulonephritis  all  or  nearly  all  of 
the  glomeruli  and  tubules  are  involved,  and  the 
kidney  is  more  or  less  completely  thrown  out  of 
commission  as  an  excretory  organ.  It  seems  fairly 
clear  that  there  is  difficulty  on  the  part  of  the  kidneys 
in  eliminating  salt  (sodium  chloride),  the  sodium 
chloride  of  the  blood  being  increased  and  its  ex- 
cretion much  diminished.  Water  is  retained  to  main- 
tain the  osmotic  equilibrium,  and  this  increase  passes 
into  the  tissues  as  edema.  But  the  mere  retention  of 
salt  and  water  does  not  adequately  explain  all  of  the 
conditions  present.  Volhard  and  Fahr  consider  that 
there  is  an  abnormal  permeability  of  the  peripheral 
capillaries  which  is  causes  by  a toxic  substance 
originating  in  the  degenerating  kidney  epithelium. 
Nor  is  this  theory  generally  accepted.  All  we  know 
is  that  there  is  a decreased  permeability  of  the  renal 
filter.1 

Treatment  of  the  acute  phase  of  diffuse  glomer- 
ulonephritis is  simple  in  principle.  As  important  as 
anything  else  is  complete  rest  in  bed  and  protection 
from  exposure,  until  the  blood  chemistry  has  re- 
turned to  normal,  and  until  the  hematuria,  albu- 
minuria and  edema  have  disappeared.  A trace  of 
albumin  is  usually  the  last  to  clear  up.  But  there 
can  be  no  relaxation  of  precautions.  The  longer 
symptoms  persist,  whether  albuminuria  or  something 
else,  the  more  likely  the  process  is  to  become  subacute 
or  chronic. 


The  second  principle  is  the  limitation  of  food  and 
fluids  as  long  as  there  is  hindrance  of  flow  of  blood 
through  the  glomeruli,  and  accumulation  of  edema 
or  of  the  end-products  of  nitrogenous  substances. 
For  the  first  few  days,  Volhard’s  “cure  by  hunger 
and  thirst”- — no  food  and  no  water  at  all — is  strictly 
logical.  Sometimes  the  result  is  magical,  but  few 
patients  will  submit  to  such  strenuous  treatment. 
Hunger  is  more  tolerable  than  thirst;  so,  for  the 
rebellious  patients,  fluids  alone,  500  c.  c.  daily,  may 
be  allowed.  After  two  or  three  days,  the  fluid  intake 
may  be  increased  to  800  c.  c.,  then  1,000  c.  c.  When 
food  is  allowed,  as  little  protein  as  possible  should 
be  prescribed,  the  diet  being  white  bread,  salt-free 
crackers,  rolls,  sugar,  rice,  sweet  fruits,  fruit  juices, 
cream,  butter  and  vegetables.8 

Drugs  are  useless  in  the  first  few  days.  Warm 
baths  are  helpful.  Later,  the  xanthine  series  may 
have  a place.  Sooner  or  later  iron  is  almost  in- 
variably indicated. 

In  chronic  diffuse  glomerulonephritis  practically 
all  of  the  capillary  loops  of  all  of  the  glomeruli  show 
varying  degrees  of  hyaline  thickening  and  degenera- 
tive changes.  This  interstitial  connective  tissue  of 
the  kidneys  is  diffusely  increased.  The  renal  artery 
and  its  branches  show  secondary  sclerotic  changes. 
The  consequence  is  deficient  renal  function.  Edema 
is  the  sequel  to  oliguria,  resulting  in  retention  of 
water,  salt  and  the  end-products  of  nitrogenous 
metabolism.  True  uremia  is  among  the  probabilities. 

Principles  of  treatment  are  comparatively  simple, 
however  doubtful  the  prognosis  may  be.  The  effort 
will  be  (1)  to  eradicate  etiological  factors;  (2)  to 
promote  the  excretory  function  of  the  kidneys;  (3) 
to  lessen  the  accumulation  in  the  blood  of  toxic 
substances;  (4)  improve  the  condition  of  the  blood 
if  changes  effect  its  protein  and  lipoid  constituents.9 
That  is,  if  nitrogenous  wastes  are  low  and  albu- 
minuria is  high,  the  indication  is  to  supply  a high 
protein  diet.  If  conditions  are  reversed,  proteins, 
salt  and  water  should  be  restricted  until  their  ex- 
cesses are  eliminated.  A high  carbohydrate  diet 
should  be  substituted,  with  or  without  a high  fat 
ration  depending  upon  the  cholesterol  concentration 
in  the  blood. 

One  could  add  further  details  to  this  all  to  meagre 
outline  of  treating  chronic  diffuse  nephritis.  But 
when  this  disease  has  advanced  to  the  stage  of 
massive  edema,  optimism  must  give  way  to  realism, 
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even  pessimism,  as  pathology  becomes  more  and 
more  irreversible. 

We  confront  now  the  most  controversial  point  of 
this  whole  discussion,  namely,  the  place  of  chronic 
“nephrosis” — whether  it  is  a disease  entity;  whether 
it  is  a disease  primarily  of  the  kidneys;  and,  finally, 
the  mechanism  of  nephrotic  edema. 

For  purposes  of  convenience,  let  it  be  assumed 
that  “nephrosis”  is  a derangement  of  general  metab- 
olism, and  that  the  renal  changes  are  secondary 
thereto.  At  least,  there  are  other  metabolic  disorders 
which  cause  edema — “war  edema,”  for  instance. 

The  exact  cause  of  the  latter  named  condition 
was  not  proved,  but  it  would  appear  to  be  due  to  a 
combination  of  factors,  namely,  lack  of  protein  and 
fat,  deficiency  of  total  calories,  and  an  excess  of  salt 
in  the  diet,  all  aggravated  by  physical  work  and 
exposure  to  wet  and  cold.  Vitamins  did  not  cure  the 
edema.1  A similar  edematous  state  may  occur  when, 
for  one  reason  or  another,  individuals  live  long  on 
a badly  unbalanced  diet.  This  is  “nutritional” 
edema.  Our  case  histories  are  seriously  faulty  as 
stories  of  what  kind  and  amount  of  food  our  patients 
actually  eat.  Many  are  seriously  suffering  nutritional 
faults  of  one  sort  or  another,  and  we  do  not  know 
it.10 

There  is  a “wet”  or  edematous  type  of  beri-beri, 
due  to  a deficiency  of  vitamin  B.  If  there  be  also  an 
excessive  intake  of  water,  the  edema  may  become 
massive  and  threaten  life.1 

Infants  on  an  excessive  carbohydrate  diet  may 
show  edema.  The  explanation  is  not  clear.  Prob- 
ably, however,  the  excessive  carbohydrate  intake 
leads  to  salt  retention  and  edema.  At  least,  a salt- 
poor  diet  leads  to  reduction  of  this  type  of  edema, 
which  may  return  if  sodium  bicarbonate  is  admin- 
istered. Salt  and  soda  may  be  the  cause  of  edema 
in  older  people  also,  particularly  if  they  be  under- 
nourished. Apparently,  these  sodium  salts  lead  to 
water  retention. 

Reverting  to  the  problem  of  nephrosis:  In  1914 
Volhard  and  Fahr  proposed  a new  classification  of 
renal  disease,  setting  up  three  types:  the  inflam- 
mations, to  which  they  would  restrict  the  term 
“nephritis,”  and  from  which  they  would  exclude  the 
degenerations,  which  they  called  the  “nephroses;” 
and  the  third  group,  the  “scleroses.”  Clinicians 
were  slow  to  accept  the  second  group,  the  nephroses, 
as  being  something  apart  from  the  nephritides.  Cer- 
tainly, as  late  as  1920, 9 and  even  more  recently, 


articles  are  confusing  because  they  do  not  admit 
that  chronic  nephrosis  is  a separate  disease  entity. 
The  reason  is  that  pure  or  unmixed  chronic  nephrosis 
is  relatively  rare.  All  clinicians  agree  that 
“nephrosis”  is  more  often  than  not  mixed  with  one 
of  the  classical  forms  of  chronic  nephritis,  especially 
the  diffuse  glomerular  type. 

Chronic  neprosis  is  also  called  lipoid  nephrosis 
and  chronic  degenerative  tubular  nephritis.  It  is  of 
obscure  or  unknown  origin.  Apparently,  the  chronic 
form  is  unrelated  to  the  acute  necrotizing  nephritis, 
or  nephrosis,  of  mercury  poisoning.  The  latter  cases 
die  or  recover  completely  from  the  kidney  damage. 
Chronic  nephrosis  resembles  chronic  glomerulon- 
ephritis in  that  both  are  marked  by  albuminuria 
and  edema.  There  the  resemblance  ends.  In  nephro- 
sis there  may  or  may  not  be  cylindruria;  at  least, 
there  is  no  elevation  of  the  blood  pressure  and  no 
retention  of  the  end-products  of  protein  metabolism. 
The  more  massive  the  edema  and  the  albuminuria, 
the  more  likely  the  diagnosis  of  nephrosis.  The 
higher  the  blood  pressure  and  the  nitrogenous  re- 
tention, the  closer  the  approach  to  chronic  nephritis. 
Combinations  of  these  variables  spell  mixed  types 
of  nephrosis  and  nephritis. 

The  edema  of  nephrosis  has  been  explained 
(Widal)  by  failure  of  the  kidneys  to  excrete  salt 
(sodium  chloride),  and  by  salt  binding  the  water  in 
tissues.  Another  explanation  is  the  increased  per- 
meability of  the  capillary  walls  under  the  toxic  action 
of  the  products  of  kidney  degeneration.  Neither  of 
these  explanations  is  satisfactory.  A salt-free  diet 
and  limitation  of  fluid  intake  do  not  remove  the 
edema,  nor  does  the  fluid  show  an  excess  of  protein, 
as  would  be  expected  were  the  capillary  wall  too 
permeable.1 

The  more  satisfactory  explanation  of  nephrotic 
edema  is  the  steady  loss  of  large  quantities  of  al- 
bumin in  the  urine.  This  depletes  the  protein  con- 
tent of  the  blood,  and  loss  of  proteins  results  in 
lowering  the  osmotic  pressure. 

The  loss  of  protein  (albumin)  in  the  urine  may 
be  almost  unbelievable.  Eighteen  to  26  grams  daily, 
or  even  50  grams,  over  a period  of  months  has  been 
recorded.  When  we  remember  that  the  total  protein 
of  the  blood  averages  only  about  210  grams,  we 
can  realize  the  tremendous  drain  upon  the  blood 
serum  unless  the  loss  is  replaced.11 

Normally,  the  blood  serum  contains  6 to  8 grams 
of  protein  to  the  100  c.  c.,  of  which  about  one-third 
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is  globulin,  the  rest  albumin.  In  disease,  the  total 
protein  may  be  much  reduced,  yet  globulin  may 
show  both  a relative  and  an  absolute  increase.  In 
nephrosis,  globulin  may  constitute  nearly  all  of  the 
protein  present.*  The  osmotic  pressure  of  globulin 
is  much  less  than  that  of  albumin. 


*Averace  Composition  of  Blood  Sera,  Grams  per  100  c.c. 
(Epstein11) 


Globulin 


Total 

Protein 

Globulin 

Albumin 

per- 

centage 

Normal  7.400 

2.738 

4.662 

37.0 

Cardiac  Conditions 6.408 

2.240 

4.417 

33.9 

Chronic  Interstitial  Ne- 
phritis   6.704 

2.396 

4.310 

35.7 

Chron.  Parenc.  Neph. 

(“Nephrosis”)  3.928 

3.462 

0.466 

89.2 

Average  Composition 

of  Effusion  Fluids 

Serous  Fluids: 

Cardiac  Conditions 3.352 

1.199 

1.788 

43.0 

Hepatic  Cirrhosis 3.17+ 

1.318 

1.856 

41.0 

Chron.  Parenc.  Nephr. 

fNephrosis)  0.285 

0.285 

0.000 

100.0 

Subcutaneous  Fluids: 

Chron.  Parenc.  Nephr. 

(Nephrosis)  0.098 

0.080 

0.018 

81.0 

Starling  states  that  the  blood 

proteins 

exert  an 

osmotic  pressure  of  about 

4 mm 

. of  mercury  for 

every  one  per  cent  of  protein.  If  6 to  8 grams  of  pro- 

tein  is  normal,  then  normal  osmotic  pressure  is  24 
to  32  mm.  The  average  total  blood  proteins  in 
chronic  nephrosis  is  3.928  grams.  If  so,  the  osmotic 
pressure  has  been  reduced  to  an  average  of  11.712 
mm.  The  critical  point  below  which  edema  appears 
is  5 to  5.5  grams  of  protein  per  100  c.  c.  of  blood.12 
The  edema  of  chronic  nephrosis  needs  no  other  ex- 
planation than  this. 


Another  factor  of  importance  in  this  disease  is 
the  high  lipoid  content  of  the  blood.  Its  normal 
cholesterol  content  is  175  to  225  mgm.  per  100  c.  c. 
In  chronic  nephrosis  the  range  may  be  from  300  to 
1,300  mgm.13  This  increase  indicates  impaired  body 
nutrition,  and  is  an  additional  disturbing  factor  in 
the  physico-chemical  state  of  the  blood.9 

The  indications  for  treatment,  then,  are  (1)  in- 
crease the  protein  content  of  the  blood;  (2)  remove 
excessive  lipoids.  Contrary  to  the  all-too-frequent 
custom  when  treating  patients  with  marked  albu- 
minuria, the  diet  must  be  rich  in  proteins,  and  poor 
in  fats.  Starchy  foods  should  be  limited  to  promote 
maximum  ingestion  and  assimilation  of  proteins  and 
to  lessen  retention  of  water.  Epstein11  suggests  that 
the  diet  be: 


Daily  Amount 

Food  value 1,280-2,500  calories 

Proteins 120-  2+0  grams 

Fats  (unavoidable) 20-  40  grams 

Carbohydrates 150-  300  grams 

The  articles  of  food  which  he  uses  are  lean  veal, 
lean  ham,  whites  of  eggs,  oysters,  gelatine,  lima 
beans,  lentils,  split  peas,  green  peas,  mushrooms, 
rice,  oatmeal,  bananas,  skimmed  milk,  coffee,  tea 
and  cocoa. 

The  protein  should  be  meat  preferably.  In  case 
the  patient  cannot  eat  so  much  meat,  edible  casein, 
20  to  30  grams  daily  in  a glass  of  milk,  is  suggested 
as  a palatable  addition  to  the  diet.14 

Water  is  allowed  in  quantity  necessary  for  com- 
fort, usually  1,200  to  1,500  c.  c.  daily,  and  salt  is 
allowed  in  quantity  sufficient  to  make  the  food  palat- 
able. 

In  unusually  severe  cases,  blood  transfusions  are 
used  in  the  emergency,  or  venesection  coupled  with 
transfusion.  The  object  is  the  same  as  the  slower 
method  of  feeding,  i.  e.,  the  restoration  of  the  blood 
to  normal  condition.9 

True  uremia  is  rarely  seen  in  unmixed  nephrosis. 
Uremic-like  symptoms,  headache,  vomiting,  coma, 
are  due  to  edema  of  the  nervous  system.  Tapping 
the  extremities,  paracentesis  of  the  cavities  and  of 
the  spinal  canal  may  help,  but  for  a short  time  only, 
unless  the  underlying  conditions  are  corrected. 

It  is  surprising  perhaps  to  be  told  that  pure  forms 
of  chronic  nephrosis,  under  proper  and  persistent 
treatment,  tend  to  get  well  and  ultimately  to  recover 
completely.  The  fall  in  the  lipoids  (cholesterol)  of 
the  blood,  with  high-protein,  low-fat  feeding,  is  the 
most  useful  index  of  improvement,  and  points  to  the 
wisdom  of  perseverance  in  this  line  of  treatment. 
Drug  treatment  is  of  little  help. 

But  not  all  nephrosis  is  pure  or  unmixed.  It 
seems  to  be  essentially  a disease  of  metabolic  dis- 
turbance. If  any  extraneous  factors  exist,  they  must 
be  removed,  or  recovery  will  not  be  complete. 
Nephrosis  of  pregnancy,  for  instance,  frequently 
fails  to  clear  up,  even  though  the  products  of  con- 
ception are  completely  removed,  until  lactation  is 
also  interrupted.9 

If  evidences  of  nephrosis  still  persist,  dysfunction 
of  a special  endocrine  gland,  e.  g.,  the  thyroid,  may 
be  responsible.  In  such  case,  ultimate  cure  is  not 
attained  until  thyroid  treatment  is  instituted.  If 
this  method  of  treatment  is  persisted  in  until  edema 
and  albuminuria  are  entirely  eliminated,  cure  may 
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be  expected,  though  perhaps  only  after  six  to  eighteen 
months  of  faithful  cooperation.12 

In  the  mixed  cases,  nephrosis  with  chronic 
nephritis,  both  treatment  and  prognosis  depend  upon 
the  prominence  of  the  one  or  the  other  disease  in 
the  picture. 

In  summary  and  conclusion,  treatment  of  edema 
must  be  based  upon  a knowledge  (1)  of  the  me- 
chanics of  the  disturbed  circulation;  (2)  on  the  pro- 
tein content  of  the  blood;  (3)  of  the  integrity,  or  the 
reverse,  of  the  renal  filter,  as  determined  not  alone 
by  urinalysis,  but  by  estimation  of  water,  salt  and 
nitrogen  retention.  There  are  numerous  tests  of  renal 
function.  Of  these,  a determination  of  the  concen- 
trating power  of  the  kidneys,  of  the  fractional  dye 
elimination,  and  the  urea  clearance  test  are  my  per- 
sonal choice.  (4)  We  have  no  direct  measure  of 
capillary  permeability.  There  seems  to  be  some  con- 


nection between  the  integrity  of  the  capillary  wall 
and  the  calcium  content  of  the  blood.  At  least,  we 
include  a determination  of  the  blood  calcium  in  the 
study  of  edema,  and  prescribe  calcium,  with  or  with- 
out parathyroid  extract,  in  the  treatment  of  edema 
with  hypocalcemia. 

A table  from  a recent  article  by  Landis,3 4  in  which 
he  summarizes  the  factors  responsible  for  edema,  has 
been  modified  a bit  as  a summary  of  this  paper.  The 
factors  he  calls  “primary”  are  each  sufficient  in 
themselves  to  produce  edema.  “Contributory”  factors 
do  not  often  cause  edema,  but  modify  the  severity 
or  distribution  of  edema  due  to  one  of  the  primary 
causes.  I have  italicized  in  this  table  the  diseases 
in  which  edema  is  usually  generalized.  I have  added 
a third  column  to  Landis’  two,  summarizing  the 
principles  of  treatment  of  the  conditions  discussed 
in  this  paper. 


Factors  in  the  Pathogenesis  of  Edema 


Factors  Favoring  Edema  Formation 
A.  Primary: 

1.  Elevated  capillary  pressure  1. 

2.  Lowered  colloid  osmotic  pres-  2. 

sure 

3.  Damage  to  capillary  wall  3. 

4.  Lymphatic  Obstruction  4. 


B.  Contributory: 

5.  Low  tissue  pressure  5. 

6.  High  salt  intake  6. 

7.  High  fluid  intake  7. 

8.  Warm  environment  8. 

9.  Disturbed  innervation  9. 


Clinical  Examples 


(a)  External  pressure  on  veins; 

(b)  Thrombophlebitis 

(c)  Cardiac  edema  with  venous 
congestion. 

(a)  Nutritional  edema; 

(b)  Nephrotic  edema 

(c)  Cardiac  edema,  late  stages, 
with  malnutrition. 


(a)  Inflammatory  edema 

(b)  Nephritic  edema** 

(c)  Cardiac  edema  (?) 

Chronic  anoxemia 

(a)  Lymphedema 

(b)  Cardiac  edema  with  venous 
congestion 


Edema  of  periorbital  tissues  and 
genitalia. 

Increases  edema  if  water  is  avail- 
able. 

Increases  edema  if  salt  is  avail- 
able. 

(a)  Heat  edema. 

(b)  Increases  all  types  of  edema. 

(a)  Trophoedema. 

(b)  Unilateral  edema  in  hemi- 
plegia. 


Principles  of  Treatment 
Rest  in  Bed. 


1.  (c)  Restricted  diet  and  fluids;  digi- 

talis tapping,  bleeding,  xan- 
thines, mercurials. 

2.  (a)  Regulation  of  protein,  salt,  wa- 

ter and  vitamin  rations  to  speci- 
fic deficiency;  possibility  of  dis- 
turbance of  acid-base  equili- 
brium. 

(b)  High  protein,  low  fat  diet 
(transfusion)  ; thyroid  feeding 
if  indicated,  and  correction  of 
extraneous  factors. 

3.  (b)  Restriction  of  protein,  water 

and  salt  to  degree  of  deficiency 
of  their  elimination. 


**Probably  damage  to  the  renal  filter  precedes  damage  to  capillary  wall  both  in  time  and  importance. 
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DISCUSSION  OF  SERIOUS  MEDICAL  COMPLICATIONS  DURING 

PREGNANCY.* 


Joseph  Bear,  M.  D., 
Richmond,  Virginia. 


Because  pregnancy  and  labor  presumably  border 
on  a physiological  function,  the  physician  is  prone 
to  treat  them  with  or  without  serious  medical  com- 
plications in  a rather  light  manner,  except  in  ex- 
treme cases  of  disability.  At  the  outset,  it  may  be 
well  to  point  out  that  the  incidence  of  complications 
is  probably  greater  than  is  generally  supposed  and 
frequently  becomes  an  acute  problem.  I shall  at- 
tempt to  discuss  only  the  phase  in  which  the  dis- 
eases occur  not  resulting  from  pregnancy,  although 
some  overlapping  may  take  place.  For  convenience 
of  description  the  following  order  may  be  carried 
out: 

(1)  Pregnancy  complicated  hy  acute  infectious 
diseases:  Influenza,  pneumonia,  gonorrhea,  ery- 
sipelas and  the  communicable  diseases.  During  its 
course,  spontaneous  interruption  of  pregnancy  fre- 
quently occurs.  Due  to  the  fact  that  induction  of 
premature  labor  increases  the  maternal  risks,  it  is 
therefore  contra-indicated.  The  added  physical  strain 
attending  premature  delivery  renders  the  course  of 
the  disease  much  less  favorable.  In  acute  gonor- 
rhea, especially  in  the  last  few  weeks  of  pregnancy,  a 

*Read  by  invitation  at  a meeting  of  the  Northern  Neck 
Medical  Society,  Heathsville,  Va.,  May  27,  1937. 


bichloride  or  mercury  low  vaginal  douche  is  justifi- 
able with  the  hope  of  preventing  or  minimizing  the 
infection  in  the  eyes  of  the  new  born.  Vaginal  sup- 
positories of  neo-silvol  or  silver  picrate  may  like- 
wise be  employed.  Strict  isolation  in  the  above 
cases  is  absolutely  essential  and  treatment 
instituted  along  general  principles.  Especially  in 
erysipelas,  the  added  danger  of  spreading  the  infec- 
tion should  be  borne  in  mind. 

(2)  Diseases  of  the  nervous  system : Neuralgias, 
neuritis,  hysteria,  chorea  and  epilepsy.  In  the  first 
three  mentioned,  they  do  not  seem  to  have  any  de- 
leterious effect  on  pregnancy  and  the  usual  treatment 
is  prescribed.  Pregnancy  seems  to  favor  the  occur- 
rence of  chorea.  This  condition  usually  occurs  in 
primiparae;  it  is  commoner  in  young  than  in  older 
pregnant  women  and  seems  to  make  its  appearance 
in  the  early  stages  of  gestation.  In  the  large  per- 
centage of  cases  it  usually  disappears  before  the  end 
of  term.  If  the  patient  grows  steadily  worse  the 
induction  of  premature  labor  is  sometimes  followed 
by  excellent  results.  In  certain  cases  of  chorea 
gravidarum  the  patient  becomes  maniacal  and  may 
abort  spontaneously. 
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The  influence  of  pregnancy  in  epileptics  is  like- 
wise variable.  Sometimes  no  special  treatment  is  re- 
quired in  the  milder  types,  other  than  bromide  and 
luminal  medication.  In  the  severe  cases  where  the 
entire  physical  condition  is  greatly  undermined, 
these  patients  should  be  sent  to  an  epileptic  colony 
and  after  proper  consultation  be  sterilized.  This,  of 
course,  reduces  the  number  of  future  epileptics. 

(3)  Diseases  of  the  alimentary  tract:  The  most 
important  feature  here  is  the  consideration  of  con- 
stipation. Most  women  are  habitually  constipated 
and  during  pregnancy  with  the  growing  uterus  press- 
ing up  against  the  intestines  the  existing  condition  is 
naturally  aggravated.  If  it  remains  untreated,  it 
may  be  a forerunner  to  eclampsia,  passing  through  the 
intermediary  stages  of  intestinal  autointoxication, 
albuminuria,  hypertension  and  a general  toxemia  of 
pregnancy,  affecting  the  hepatic  and  renal  function. 
Exercise,  proper  diet,  moderate  intake  of  water  per 
day,  loose  clothing  capable  of  being  adjusted  to  the 
increasing  size  of  the  abdomen,  all  tend  to  correct 
this  simple,  but  yet,  sometimes  dangerous  condition. 
Adequate  prenatal  care  will  usually  prevent  its  occur- 
rence. 

(4)  Diabetes:  True  glycosuria,  when  it  is  found, 
is  nearly  always  of  serious  consequence.  A transient 
glycosuria  in  pregnancy  may  subsequently  result  in  a 
permanent  diabetes.  If  the  patient  presents  a his- 
tory of  diabetes,  and  urinalysis  in  the  early  months 
shows  sugar,  the  usual  medical  treatment  is  to  be 
employed.  The  revolutionary  introduction  of  insulin 
has  so  changed  the  therapeutic  evaluation  of  the  dis- 
ease that  the  modem  tendency  is  not  to  interrupt  preg- 
nancy. If  interruption  becomes  necessary,  it  is  ex- 
ceedingly dangerous  to  wait  beyond  the  stage  of 
viability,  for  the  shock  of  delivery  may  produce  coma 
and  frequently  the  fetus  is  stillborn.  After  the  stage 
of  viability,  if  the  case  is  of  the  milder  type,  it  is 
perhaps  best  to  keep  patient  under  strict  medical 
treatment,  and  premature  labor  induced 
only  when  the  danger  signals  arise.  Joslin,  in  a 
personal  communication,  states  that,  “The  manage- 
ment is  along  the  same  general  lines  as  in  the  non- 
pregnant, simply  bearing  in  mind  the  sudden  transi- 
tions which  may  occur  in  these  patients  and  the  care 
which  must  be  taken  to  adapt  their  dietary  regime.” 
There  is  no  harm  in  keeping  them  undernourished 
until  term,  for  the  mother  will  very  likely  be  in  bet- 
ter condition  and  perhaps  deliver  easier  because  of  a 


smaller  baby.  Williams  and  DeLee  advise  the  in- 
duction of  premature  labor  in  all  cases  when  sugar 
content  of  urine  is  not  reduced  under  appropriate 
treatment.  If  coma  intervenes  and  blood  sugar 
reaches  a very  high  level,  the  usual  emergency  pro- 
cedures should  be  rigidly  carried  out  so  that  delivery 
may  be  temporarily  postponed  for  a later  period 
when  the  patient’s  condition  will  be  less  serious.  De- 
livery should  be  made  comparatively  easy,  anesthetics 
being  avoided  if  possible.  If  this  becomes  absolutely 
necessary,  rectal  or  gas  anesthesia  may  be  employed. 
Nursing  should  not  be  allowed. 

(5)  Nephritis:  All  forms  of  nephritis  have  a very 
bad  influence  on  pregnancy,  abortion  and  premature 
labor  being  common  (66  per  cent  Hofmeier) ; Seitz 
found  that  only  from  20  per  cent  to  30  per  cent  of 
the  children  survived.  Women  with  chronic  nephritis 
should  not  marry,  and,  if  married,  should  not  con- 
ceive. If  a patient  had  eclampsia  or  nephritis  during 
her  first  pregnancy,  she  should  be  warned  against  a 
subsequent  one  until  all  evidence  of  renal  involve- 
ment has  remained  absent  at  least  a year  or  more. 
Suitable  contraceptive  advice  may  be  justly  pre- 
scribed. Albuminuric  retinitis,  marked  edema  and 
a laboring  heart  which  do  not  respond  to  the  general 
principles  call  for  an  immediate  termination  of 
pregnancy.  Edema  of  the  vulva  may  be  a manifes- 
tation of  a nephritic  toxemia.  DeLee  usually  in- 
terrupts pregnancy  as  a matter  of  principle  when  the 
child  has  fully  passed  the  point  of  viability.  In  case 
nephritis  is  found  before  the  child  is  viable  (twenty- 
eight  weeks),  some  authorities  recommend  interrup- 
tion, stating  that  the  damage  to  the  kidneys  which 
is  certain  before  the  child  becomes  viable,  together 
with  the  poor  chances  of  the  fetus,  make  the  con- 
tinuance of  the  pregnancy  exceedingly  dangerous. 
If  the  patient  is  near  the  point  of  viability,  it  is  best 
to  carry  her  along  for  a few  weeks  and  give  the  child 
a better  chance.  Absolute  rest  in  bed,  non-protein 
diet,  careful  daily  urinalyses  and  blood  pressure  read- 
ings should  be  rigidly  carried  out,  and  blood  chem- 
istry likewise  made.  During  labor  the  heart  should 
be  closely  watched.  Nursing  is  to  be  permitted  only 
if  the  patient  is  in  good  condition  and  renal  symptoms 
subsiding. 

(6)  Pyelitis:  This  condition  as  an  obstetric  com- 
plication assumes  a more  serious  aspect  than  does  a 
simple  case  of  pyelitis,  since  it  concerns  not  only  the 
patient  but  the  fetus  as  well,  and  moreover,  may  in- 
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fluence  unfavorably  the  course  of  the  pregnancy.  In 
its  therapeutic  approach,  an  attitude  of  distinct  con- 
servatism is  usually  maintained.  There  is  a mild 
grade  and  a severe  grade.  In  the  less  severe  grades 
it  can  be  combated  by  the  early  administration  of 
urinary  antiseptics,  without  the  necessity  of  cysto- 
scopic  treatment.  Mention  may  be  made  of  sodium- 
acid-phosphate,  urotropin,  salol,  caprakol,  acriAavine, 
pyridium,  picochrome,  ammonium  mandalate,  and 
mercurochrome  1 percent  (intravenously).  Postural 
treatment  by  using  a small  pillow  in  the  lumbar 
region  offers  real  assistance  by  promotion  of  drain- 
age. The  knee-chest  position,  t.i.d.  for  ten  minutes 
each  time,  and  the  elevated  Sims’  posture  while  in 
bed,  often  prove  beneAcial  in  relieving  the  stagnant 
urine.  In  the  more  severe  grades,  however,  I recom- 
mend ureteral  catheterization  and  pelvic  lavage,  be- 
cause it  permits  a free  drainage.  This  can  be  done 
repeatedly  through  pregnancy  and  the  woman  car- 
ried safely  to  term.  Complete  rest  in  bed,  milk  diet, 
alkalies  and  the  ingestion  of  large  quantities  of  water 
serve  as  valuable  adjuncts.  Depending  upon  the 
severity  of  the  case,  one  will  have  to  deal  with  a sim- 
ple catheterization  or  that  of  requiring  a retained 
catheter.  In  the  latter  case,  however,  there  appears 
to  be  no  untoward  effects  from  the  supposed  ureteral 
trauma.  Induction  of  abortion  or  premature  labor 
is  now  rarely  performed  for  pyelitis. 

Charles  Norris,  of  Philadelphia,  states  that  he  has 
never  had  to  empty  the  uterus  for  a pyelitis  compli- 
cating pregnancy.  H.  Naujoks,  of  Leipsic,  believes 
that  even  in  a large  practice,  interruption  of  preg- 
nancy should  be  necessary'  hardly  once  in  a decade. 
Keene  states  that  from  sixty  to  seventy  per  cent  of 
all  acute  pyelitis  cases  will  recover  under  medicinal 
measures.  Surgical  procedures  on  the  kidneys,  such 
as  nephrotomy  or  nephrectomy,  are  rarely,  if  ever, 
justiAed.  Hunner,  of  Baltimore,  states  that  an  in- 
teresting point  of  great  practical  value  is  that  it  is 
not  always  necessary  to  treat  a pyelitis  of  pregnancy 
kidney  until  the  infection  is  entirely  removed.  If 
the  ureteral  stricture  area  is  dilated  at  ten-day  in- 
tervals until  patient  has  no  further  chills  and  fever, 
treatment  may  then  be  discontinued  when  a fairly 
good  prognosis  for  carrying  through  to  term  may  be 
given,  even  though  the  urine  may  still  show  infec- 
tion. In  pyelitis  one  can  never  tell  when  the  acute 
symptoms  will  arise  or  when  the  lesser  type  may  be- 
come severe.  Recently  I had  a case  of  the  lesser 


grade  in  a patient  Ave  months’  pregnant.  She  was 
given  the  usual  course  of  treatment  and  was  appar- 
ently doing  well.  Suddenly  she  developed  acute 
symptoms,  complicated  by  a severe  toxic  ileus  with 
dyspnea  and  cyanosis.  Fortunately,  during  the  at- 
tack she  entered  into  labor  and  precipitated.  Re- 
covery was  uneventful. 

The  question  of  subsequent  pregnancy  plays  a 
very  important  role,  because  frequently  patients  are 
extremely  anxious  to  know  whether  it  is  safe  and,  if 
so,  what  to  expect  in  regard  to  a recurrence.  It  is 
best  to  advise  against  pregnancy  untill  all  foci  of 
infection  have  been  removed  and  a thorough  chance 
is  given  to  clear  up  the  existing  pyelitis.  Recurrences 
are  quite  common  and  necessitate  a still  more  rigid 
management  in  later  pregnancies. 

(7)  Diseases  of  the  blood:  A mild  anemia  is  quite 
common  during  pregnancy  and  in  my  own  private 
cases  the  hemoglobin  averages  about  70  per  cent. 
It  is  a good  plan  to  administer  from  Ave  to  ten  grains 
of  iron  daily  for  a period  of  several  months  to  meet 
this  iron  deAciency.  Pernicious  anemia  and  leukemia, 
while  not  of  frequent  occurrence,  may  greatly  affect 
the  mother  when  they  make  their  appearance.  Iron, 
liver  extracts,  Fowler’s  solution  and  the  general  treat- 
ment laid  down  for  these  conditions  may  sometimes 
prove  beneAcial.  If  no  result  is  obtained,  induction 
of  labor  should  be  considered.  In  these  conditions, 
post-partum  hemorrhage  is  apt  to  occur  and  pituitrin 
and  preparations  of  ergot  should  be  administered 
after  the  third  stage  as  a prophylactic  measure. 

(8 ) Diseases  of  the  circulatory  and  respiratory  ap- 
paratus: These  include  diseases  of  the  heart,  aneu- 
rysm, asthma,  and  diseases  of  the  thyroid.  Cardiac 
conditions  are  often  greatly  aggravated  by  pregnancy 
and  labor.  Usually  the  prognosis  is  fairly  good  as 
long  as  compensation  is  maintained.  Severe  heart 
lesions  are  generally  believed  to  predispose  to  pre- 
mature labor.  In  many  cases  during  labor,  com- 
pensation may  fail  due  to  the  elevation  of  arterial 
pressure  during  uterine  contractions,  or  collapse  may 
occur  immediately  after  the  second  stage,  as  a result 
of  the  sudden  fall  in  arterial  pressure  with  an  asso- 
ciated hemorrhage.  It  is  very  essential  that  partic- 
ular attention  be  given  to  the  Arst  appearance  of  the 
slightest  sign  indicating  decompensation.  According 
to  Stander,  there  is  a steady  increase  in  cardiac  out- 
put amounting  to  over  50  per  cent  of  the  normal  rate 
from  the  fourth  month  to  full  term. 


1937] 


Virginia  Medical  Monthly 


375 


Due  to  the  fact  that  the  lesion  may  be  either  mild 
or  grave,  the  management  would  have  to  be  more  or 
less  individualized  and  an  attempt  made  to  evaluate 
the  power  of  the  heart,  according  to  whether  the 
patient  is  able  or  unable  to  perform  the  usual  phys- 
ical activity  without  palpitation,  fatigue  or  dyspnea. 
Moderate  rest,  digitalization,  morphine,  sedatives 
and  careful  attention  to  all  the  rules  of  the  hygiene 
of  pregnancy  will  often  carry  a woman  to  term  when 
an  early  forceps  delivery  will  minimize  the  strain 
on  the  heart  muscle.  A severe  case  with  poor  com- 
pensation is  a positive  indication  for  therapeutic  abor- 
tion or  premature  labor.  In  marked  cases  with  fail- 
ure of  compensation,  when  the  mother  dies  suddenly 
at  or  near  term  or  during  labor,  a post-mortem  Cesa- 
rean section  may  be  done  at  once  with  the  hope  of 
securing  a viable  fetus,  written  permission  being 
obtained  from  the  family  beforehand.  Sir  James 
Mackenzie  states  when  the  heart  failure  is  so  ex- 
treme as  to  threaten  life,  intervention  is  necessary. 
In  nearly  all  of  his  cases  of  mitral  stenosis  who 
carried  beyond  the  fifth  month,  premature  labor  set 
in  spontaneously.  Paul  D.  White,  of  Boston,  states 
that  no  rule  can  be  set,  except  that  pregnancy  should 
be  forbidden  or  terminated  early  if  symptoms  and 
signs  of  heart  failure  appear  or  if  there  have  been 
such  symptoms  and  signs;  the  same  advice  applies 
to  the  complications  of  auricular  fibrillation,  aortic 
regurgitation  of  high  degree,  and  hypertension.  In  a 
personal  communication  from  Dr.  White  he  says, 
“The  most  important  factor  aside  from  the  decision 
to  rule  out  pregnancy  in  cases  who  had  congestive 
failure  or  auricular  fibrillation,  or  hypertension,  is 
the  detailed  follow-up  care  of  cardiac  patients  dur- 
ing pregnancy  and  the  puerperium.” 

Bramwell,  of  England,  states  that  pregnancy 
should  be  forbidden  in  all  patients  with  established 
auricular  fibrillation,  and  in  all  those  who  are  known 
to  have  suffered  from  previous  congestive  heart  fail- 
ure. When  patients  in  this  group  are  seen  in  the 
early  months,  the  uterus  should  be  evacuated.  He 
especially  emphasizes  the  fact  that  pregnancy  should 
never  be  interfered  with  until  every  effort  has  been 
made  to  relieve  the  heart  by  medical  treatment,  espe- 
cially in  a hospital.  It  is  the  writer’s  opinion  that 
cases  of  mitral  stenosis  and  auricular  fibrillation  call 
for  interruption  of  pregnancy.  The  ability  to  per- 
form exercise,  the  presence  of  other  complicating 
factors  and  the  social  and  economic  surroundings  of 


the  patient  should  be  well  weighed.  In  selected 
cases  Cesarean  section  with  sterilization  is  the  method 
of  choice. 

In  aneurysm  the  usual  outline  regarding  the  exami- 
nation of  blood,  administration  of  iodides,  and  re- 
moving the  burden  from  the  heart  should  be  carried 
out.  Interruption  is  the  safest  rule  to  follow. 

Asthma  may  seriously  affect  the  mother  during 
pregnancy  because  the  symptoms  are  greatly  ag- 
gravated. A thorough  physical  survey  is  essential 
and  if  possible  the  underlying  cause  should  be  re- 
moved. Desensitization  test  and  appropriate  vaccine 
therapy  often  prove  beneficial  and  allow  the  patient 
to  go  to  term  satisfactorily.  Rest  in  bed  at  varying 
intervals  should  be  stressed.  Interruption  of  preg- 
nancy should  be  considered  when  symptoms  grow 
progressively  worse.  Radical  change  of  air  and  scene 
has  given  good  results  when  all  medical  measures 
have  failed. 

Diseases  of  the  thyroid : Pregnancy,  by  increasing 
the  need  for  thyroid  activity,  makes  excessive  de- 
mands upon  that  gland.  During  the  normal  course 
the  thyroid  undergoes  a functional  or  physiologic  hy- 
pertrophy, especially  after  the  sixth  month.  It  is 
generally  conceded  that  this  enlargement  is  an  ex- 
pression of  its  defensive  action  against  toxic  products, 
while  the  effect  of  its  absence  may  have  a possible 
basis  as  a contributory  etiologic  factor  in  eclampsia, 
since  we  know  there  exists  an  intimate  relation  be- 
tween the  thyroid  and  metabolism,  bearing  in  mind 
thyroid  insufficiency.  B.M.R.  studies  will  usually 
clarify  the  underlying  pathology.  In  hypothyroidism, 
administration  of  thyroid  extract  will  aid  materially. 

The  management  of  goiter  is  practically  the  same 
as  in  the  non-pregnant  state,  and  in  a general  way 
similar  to  that  of  cardiac  cases.  Abortion  may  be 
necessary  if  there  is  early  failure  of  compensation, 
and  especially  if  toxic  symptoms  prevail.  During 
the  latter  months  of  gestation,  if  the  symptoms  are 
greatly  aggravated,  interference  may  be  necessary, 
but  evacuation  of  the  uterus  does  not  give  the  same 
relief  as  in  strict  cardiac  lesions,  because  the  toxemia 
and  hyperthyroidism  persist.  The  slower  methods 
of  delivery  are  to  be  preferred.  Pregnancy  should 
never  be  allowed  to  go  beyond  term.  The  B.M.R. , 
blood  pressure  and  pulse  readings  should  be  done 
at  regular  intervals.  Lugol’s  solution  rest,  morphia, 
ice  bag  over  precordia  are  used  to  quiet  the  heart’s 
action.  X-ray  therapy  has  proven  beneficial  in  se- 
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lected  cases.  Gas  or  ether  are  the  anesthetics  of 
choice. 

(9)  Pregnancy  complicated  by  chronic  infectious 
diseases:  Malaria,  syphilis  and  tuberculosis. 
In  malaria  complicating  pregnancy,  quinine  should 
be  administered  as  in  the  non-pregnant  state  as  its 
oxytocic  qualities  are  practically  nil,  so  that  it  mav 
be  given  without  fear  of  producing  uterine  contrac- 
tions or  exciting  labor.  The  new  specific  for  malaria, 
Atabrine,  is  a complex  synthetic  compound  and  may 
be  used  during  the  course  of  gestation  without  risk 
of  interruption.  Quinine  in  therapeutic  doses  pre- 
vents rather  than  causes  abortion.  Its  administra- 
tion therefore  is  doubly  indicated  during  pregnancy. 

Syphilis:  Luetic  infection  is  a very  important 
complication  of  pregnancy,  as  it  is  one  of  the  most 
frequent  causes  of  repeated  abortion  or  premature 
labor.  It  attacks  even  the  unborn  child.  It  may 
ruin  the  life  of  the  prospective  mother  and  it  may 
destroy  a family.  It  may  lie  insidiously  hidden  in 
the  deeper  recesses  of  the  body,  only  to  appear  late 
in  life  with  its  usual  sequelae.  The  time  is  not  dis- 
tant when  the  Wassermann  reaction  will  play  an 
essential  role  in  the  general  principles  of  the  pre- 
natal care  of  private  cases.  It  has  been  the  routine 
in  all  the  larger  clinics.  When  we  know  of  the 
existence  of  syphilis  in  either  parent,  whether  in- 
fection took  place  prior  to  or  at  time  of  conception, 
the  mother  should  be  treated  with  the  usual  anti- 
syphilitic remedies,  as  by  this  procedure  not  only 
may  she  be  cured,  but,  in  view  of  the  fact  that  the 
preparations  of  arsenic  and  mercury,  as  well  as  iodide 
of  potassium,  are  readily  transmitted  through  the 
placenta,  the  fetus  may  also  be  treated.  The  child 
may  be  nursed  by  its  own  mother.  Anti-syphilitic 
therapy  is  not  a cause  of  abortion  or  premature  de- 
livery, but,  on  the  other  hand,  a means  of  preven- 
tion. 

In  two  hundred  and  three  consecutive  pregnancies 
at  the  prenatal  clinic  of  the  Medical  College  of 
Virginia,  there  were  forty-eight  positive  Wassermann 
tests.  At  the  City  Home,  out  of  three  hundred  and 
thirty-nine  consecutive  deliveries,  there  were  fifty- 
four  positive  Wassermann,  twenty-one  positive  cord 
Wassermann  and  fifteen  stillbirths.  - . 

Tuberculosis:  All  cases  of  pregnancy  occurring 
in  tuberculous  women  should  be  subject  to  a rigid 
hygienic  and  dietary  treatment.  This  type  of  case 
needs  every  possible  aid  in  cotnbating  'her  infbctiort. 


The  best  results  are  obtained  in  a well-conducted 
sanatorium  and,  if  interruption  of  pregnancy  be- 
comes necessary  and  cannot  be  performed  there,  the 
patient  should  be  removed  to  such  an  institution  as 
soon  as  possible  after  the  operation.  A very  impor- 
tant question  arises— should  pregnancy  be  interrupted 
because  the  mother  has  pulmonary  tub'erculosis? 
Authorities  disagree;  one,  that  pregnancy  be  always 
terminated  as  a curative  measure;  another,  that  it 
be  never  interrupted;  and  the  third,  the  cases  be  in- 
dividualized and  pregnancy  brought  to  an  end  only 
when  certain  symptoms  arise.  Brown,  of  Saranac 
Lake,  in  a personal  communication,  states  he  recom- 
mends induction  of  abortion  in  the  early  months  in 
all  cases,  and  that  the  mortality  and  percentage 
of  relapses  are  practically  nil  when  abortion  is  in- 
duced before  the  end  of  the  third  month.  DeLee 
is  inclined  likewise  to  the  more  active  treatment. 
Norris,  believes  as  a general  rule,  the  earlier  the  in- 
tervention, the  better  the  prognosis.  Williams  and 
Hirst  consider  that  abortion  be  induced  in  the  early 
months  of  pregnancy.  Some  authorities  recommend 
sterilization  if  it  becomes  necessary  to  empty  the 
uterus.  This  the  writer  believes  to  be  unjustifiable. 
Routine  sterilization  should  not  be  carried  out  as  a 
fixed  and  iron-clad  rule,  regardless  of  the  method 
employed.  In  the  average  case,  after  the  evacuation 
of  the  uterus  there  is  some  chance  of  promoting  a 
cure  of  the  tuberculous  lesion.  Knopf  is  of  the 
opinion  that  every  woman  who  has  an  active  pul- 
monary tuberculosis  should  have  a bilateral  sal- 
pingectomy performed.  This  seems  to  be  quite  a 
radical  stand.  It  must  be  remembered  that  the  tuber- 
culous woman  has  l'ess  resisting  power  than  the  unin- 
fected one.  Any  grade  of  phthisis  is  likely  to  be- 
come aggravated  during  pregnancy  and  the  puer- 
perium.  The  chief  object  is  to  maintain  her  powers 
of  resistance  at  their  highest  point — namely,  to  im- 
prove her  general  health  by  a strict  hygienic  and 
dietary  course.  It  is  generally  believed  that  inter- 
ruption in  the  early  months  is  productive  of  at  least 
fairly  good  results  but,  in  the  latter  months,  it  is  of 
little  value.  There  is,  at  the  present  time,  a tendency 
to  carry  these  women  to  term  under  rigid  supervision 
in  a well-equipped  sanatorium,  but  the  writer  be- 
lieves that  if  a patient  has  an  active  lesion,  interrup- 
tion before  the  end  of  the  third  month  should  be 
done  and  thus  allow  her  to  regain  her  vital  powers 
without  any  added  strain. 
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Tuberculosis  with  hvperemesis  makes  the  indica- 
tion for  immediate  abortion  and  the  same  is  true  of 
laryngeal  tuberculosis. 

Before  deciding  to  empty  the  uterus,  a consulta- 
tion should  always  be  held.  The  entire  procedure 
should  be  conducted  as  openly  as  possible;  the  family 
and  the  patient  herself  should  be  informed  of  what 
is  about  to  be  done.  No  loophole  for  criticism 
should  be  left.  The  attendant  should  be  guarded  as 
to  his  decision  and  procedure,  for  if  repeated  abor- 
tions are  effected  in  the  same  patient,  he  may  be 
styled  as  a “Professional  Abortionist.”  Veit  states 
that  successive  abortions  are  quite  as  injurious  as  one 
or  two  pregnancies,  especially  if  the  latter  have  been 
properly  treated.  If  labor  is  allowed  to  go  on,  every 
effort  should  be  exercised  to  shorten  and  make  it 
easier.  Anesthesia  should  be  avoided  if  possible. 
Small  doses  of  morphia  may  be  given,  or  sodium 
amytal  or  nembutal.  If  an  anesthetic  becomes  neces- 
sary, nitrous  oxide  or  ethylene  are  probably  the  best, 
though  some  authorities  differ.  As  a general  rule, 
these  mothers  should  not  nurse  their  infants;  the 
safer  plan,  both  for  mother  and  child,  is  to  institute 
artificial  feeding  at  once,  for  it  is  generally  be- 
lieved that  lactation  exerts  an  unfavorable  influence 
on  the  course  of  this  disease.  Recently,  a group  of 
observers  have  demonstrated  tubercle  bacilli  in 
mother’s  milk.  Bandelier  and  Ropke  state  that  the 
danger  of  transference  of  tubercle  bacilli  to  the  in- 
fant through  the  mother’s  milk  is  a very  real  one. 
It  is  believed  that  the  milk  of  a tuberculous  woman 
contains  a toxin  that  lowers  the  resisting  powers  of 
the  child.  The  chief  danger  of  breast  feeding  is  the 
accidental  contamination  to  the  child’s  mouth  and  also 
transmission  through  infected  nipples.  Kissing  and 
handling  of  baby  by  the  mother  should,  of  course, 
be  prohibited. 

Conclusions 

During  pregnancy  the  whole  metabolism  is  changed 
to  meet  the  new  demands  on  the  system  and,  if  there 
is  present  any  latent  disorder  in  the  woman,  it  will 


usually  bring  it  to  the  surface.  It  is  generally  con- 
ceded that  pregnancy  exerts  a harmful  influence  upon 
all  chronic  organic  diseases,  while  its  effect  is  less 
marked  in  acute  infections.  It  has  been  well  said 
that  “Gestation  tests  the  integrity  of  every  structure 
within  the  body.”  This  fact  warns  the  attendant  to 
study  well  the  constitution  of  the  patient,  to  adhere 
strictly  to  adequate  prenatal  care,  and  to  observe 
carefully  all  pathological  lesions  found  in  order 
to  guard  her  from  the  disorders  and  complications 
and  from  the  dangers  of  excessive  suffering.  The 
various  complications  have  not  received,  in  the  past, 
the  emphasis  they  deserve,  for  it  bears,  without  a 
doubt,  a great  importance  to  mother  and  child.  The 
occurrence  of  a fatality  in  a woman  during  her  child- 
bearing period  becomes  a distinct  loss  and  often 
causes  a dissolution  of  the  family. 

A closer  relationship  between  obstetrician  and  in- 
ternist should  be  strongly  encouraged.  A careful 
“follow-up”  in  these  cases  will  enable  the  physician 
to  prevent  future  disaster  and  conserve  the  health 
and  prolong  the  life  of  these  patients. 
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THE  USE  OF  AUTOHEMOTHERAPY  IN  THE  TREATMENT  OF 
PSORIASIS  AND  HERPES  ZOSTER- 
PRELIMINARY  REPORT.* 


E.  E.  Barksdale,  M.  D., 
Danville,  Va. 


Autohemotherapy,  or  auto-sero  treatment,  as  it  is 
sometimes  called,  is  purely  an  empirical  therapeutic 
measure  which  has  in  recent  years  been  used  in  the 
treatment  of  numerous  skin  diseases.  It  has  been 
advocated  as  a “cure-all”  for  such  conditions  as 
pemphigus,  dermatitis  herpetiformis,  psoriasis, 
chronic  eczema,  lichen  planus,  pityriasis  rosea, 
herpes  zoster,  and  dermatitis  venenata.  Recently  it 
has  been  used  by  the  allergists  in  the  treatment  of 
asthma.  It  is,  of  course,  realized  in  the  beginning 
that  no  single  procedure  of  this  type  could  have  any 
appreciable  benefit  on  such  a large  number  of  widely 
separated  conditions.  Dr.  Jack  W.  Jones,1  of  At- 
lanta, Ga.,  read  a paper  at  the  last  meeting  of  the 
Southern  Medical  Association  in  Baltimore,  Md., 
in  which  he  recommends  autohemotherapy  in  the 
treatment  of  psoriasis  and  herpes  zoster.  I quote 
from  his  article  two  cases  which  he  thinks  are  illus- 
trative of  his  series: 

“Mrs.  Me.,  age  33,  a physician’s  daughter,  had 
not  been  clear  of  psoriasis  since  she  was  a small 
girl  in  spite  of  treatment  under  the  direction  of 
competent  physicians  with  the  usual  drugs  such 
as  chrysarobin,  ammoniated  mercury,  etc.  The 
eruption  was  present  particularly  in  the  scalp  and 
to  a less  degree  on  the  trunk  and  extremities.  She 
was  given  autohemotherapy  at  weekly  intervals 
for  ten  weeks  and  her  skin  became  normal.  The 
disease  recurred  in  a few  months’  time  and  she 
again  responded  to  the  blood  injections.  Since  she 
has  not  been  regular  with  the  treatment  we  have  not 
been  able  to  follow  her  case  over  a sufficient  period 
of  time  to  determine  whether  or  not  it  can  be  con- 
trolled by  the  continuous  injection  method. 

“We  feel  that  we  can  recommend  autohemotherapy 
as  a most  useful  agent  in  the  treatment  of  psoriasis. 

“The  one  disease  in  which  we  would  particularly 
like  to  commend  the  use  of  autohemotherapy  is  herpes 
zoster;  in  fact,  we  have  been  so  favorably  impressed 
with  the  results  obtained  that  it  has  become  almost 
routine  in  the  treatment  of  this  disease.  The  relief 
of  pain  and  symptoms  in  the  large  majority  of 

*Read  in  part  before  the  South  Piedmont  Medical  So- 
ciety at  South  Boston,  Va.,  April  20,  1937. 


cases  treated  by  this  method  have  been  most  spec- 
tacular, many  of  the  cases  reporting  relief  in  a 
few  hours  or  the  first  day.  One  patient  coming  in 
from  a neighboring  city  seventy-five  miles  away, 
who  had  previously  required  morphine  for  relief  of 
pain,  reported  entire  relief  of  pain  before  reaching 
home  in  her  car.” 

The  simple  type  of  technique  employed  and  the 
absence  of  reasonable  logic  has  led  many  to  view  it 
with  disfavor.  It  is  realized  that  the  number  of 
cases  of  psoriasis  and  herpes  zoster,  herein  reported, 
does  not  warrant  any  accurate  conclusions.  The 
series  of  cases  is  too  small  and  they  are  not  ade- 
quately controlled;  therefore,  this  paper  is  presented 
as  purely  a preliminary  report. 

The  methods  which  have  been  employed  in  the 
past  have  been  somewhat  variable.  The  name  itself 
simply  implies  treating  the  patient  by  administering 
to  him  some  of  his  own  blood.  Some  workers  have 
removed  from  forty  to  fifty  cubic  centimeters  of 
blood,  separated  the  cells  by  centrifuging,  and  re- 
injected the  serum  either  subcutaneously,  intramus- 
cularly, or  intravenously.  The  method,  herein  em- 
ployed in  treating  this  series  of  cases,  has  been  to 
remove  six  or  eight  cubic  centimeters  of  blood  from 
the  cubital  vein  and  inject  it  immediately  into  the 
gluteal  muscle  before  it  has  time  to  clot. 

Psoriasis  is  commonly  defined  as  a chronic,  oc- 
casionally acute,  inflammatory  disease  of  the  skin, 
characterized  by  reddish-brown  flat  papules  or  cir- 
cumscribed areas  of  varying  size  and  covered  by 
silvery-white  imbricated  scales.  The  confluence  of 
many  of  these  plaques  will  sometimes  give  very 
peculiar  looking  gyrations.  The  disease  is  one  which, 
in  its  typical  manifestations,  renders  itself  easily 
diagnosed.  Its  definite  etiology  is  not  known.  Many 
theories  have  been  advanced.  Suffice  it  to  say,  in 
passing,  it  is  my  impression  that  the  majority  of 
cases  give  a history  of  absence  of  milk  or  butter 
from  the  diet.  Because  of  its  obscure  etiology,  it 
naturally  follows  that  many  forms  or  treatments 
have  been  used.  The  purpose  of  this  paper  is  to 
present  a routine  of  therapy  which  has  proved  of 
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benefit  in  the  majority  of  cases.  Patients  with 
psoriasis  are  advised  to  partake  of  a diet  rich  in 
milk  and  butter,  supplemented  by  carotine  in  oil 
or  cod-liver  oil;  the  local  application  of  some  kera- 
tolytic  agent,  in  order  to  dissolve  the  superficial 
scales.  An  ointment  containing  10  per  cent  salicylic 
acid  in  ammoniated  mercury  is  occasionally  effi- 
cacious. It  is  thought  that  anthralin  ointment,2  which 
is  a chrysarobin  derivative,  is  better.  Ultra-violet 
light  is  also  a valuable  adjunct.  The  treatment  has 
then  consisted  of  a diet  high  in  vitamin  A,  or  milk 
and  butter,  the  local  application  of  anthralin  oint- 
ment, ultra-violet  light,  and  autohemotherapy. 

Case  1 — Mr.  G.  K.  gave  a history  of  an  eruption 
of  six  months’  duration.  Routine  examination  was 
negative  except  for  typical  psoriasis  involving  the 
entire  body,  upper  and  lower  extremities,  face  and 
scalp.  Seen  first  on  October  20,  1936,  and  given  one- 
tenth  per  cent  anthralin  ointment  and  ultra-violet 
locally.  Diet  rich  in  milk  and  butter  and  carotine 
in  oil,  drops  ten,  three  times  a day.  He  received 
ultra-violet  once  every  five  days  until  November  21, 
•1936,  without  improvement,  in  spite  of  anthralin 
ointment  locally  and  his  diet. 

On  November  21,  1936,  he  was  given  five  cubic 
centimeters  of  whole  blood,  intramuscularly,  in  ad- 
dition to  ultra-violet.  He  returned  in  ten  days  show- 
ing improvement.  On  January  4,  1937,  after  five 
injections  of  blood  (along  with  ultra-violet,  anthralin 
ointment  and  his  diet)  the  patient  was  entirely  well. 
He  was  discharged  and  returned  for  observation 
two  months  later,  March  1,  1937,  at  which  time 
there  was  no  recurrence.  It  is  important  to  note 
that  this  patient  was  well  in  less  than  three  months — 
although  it  was  in  the  winter  time,  and  that  he  did 
not  begin  to  improve  until  after  autohemotherapy 
was  started. 

Case  2 — Mr.  W.  K.  was  first  seen  on  March  12, 
1937,  with  psoriasis  (not  so  extensive  as  the  other) 
but  very  much  on  his  body  and  limbs  and  some  in 
the  scalp.  On  the  first  visit  he  was  given  one-tenth 
per  cent  anthralin  ointment,  told  to  drink  one  quart 
of  milk  each  day  and  given  ultra-violet  light.  In 
addition,  he  received  six  cubic  centimeters  of  whole 
blood  (his  own).  The  treatment  was  repeated  on 
March  16,  1937,  with  seven  cubic  centimeters  of 
blood  and  ultra-violet.  On  March  20,  1937,  he 
was  much  better.  He  received  two  more  treatments 
on  March  27,  1937,  and  April  3,  1937.  He  returned 
on  April  10,  1937,  at  which  time  he  was  entirely 


well.  This  patient  had  what  might  be  termed  a 
moderately  severe  psoriasis  and  was  well  in  one 
month. 

Without  attempting  to  go  into  any  detailed  de- 
scription of  the  clinical  manifestations  or  the  etiology 
of  herpes  zoster  it  may  be  said  that  it  is  an  acute 
disorder,  characterized  by  the  occurrence  of  vesicles 
situated  on  an  inflamed  base  and  accompanied  by 
neuralgic  pains  or  itching.  It  is  usually  unilateral 
and  not  recurrent.  Its  average  duration  is  from  ten 
days  to  two  weeks,  but  it  may  be  very  mild  and 
last  only  a few  days.  For  this  reason  a small  series 
of  cases  does  not  definitely  prove  anything.  The 
only  type  of  therapy  used  in  these  cases  was  the 
intramuscular  injection  of  the  patient’s  own  blood 
immediately  after  removing  it  from  the  vein.  It  is 
thought  that  the  disagreeable  symptoms  have  been 
decreased  and  the  course  of  the  disease  shortened. 

Case  3 — Mr.  R.  G.  F.  presented  himself  on 
November  24,  1936,  giving  a history  of  a recurrent 
vesicular  eruption  at  intervals  of  two  or  three 
months  around  the  left  corner  of  his  mouth,  accom- 
panied by  much  soreness.  Examination  revealed 
numerous  large  vesicles  on  a reddened  base  which 
appeared  to  be  herpes  zoster.  One  observation  is 
not  sufficient  to  make  a diagnosis  of  recurrent  herpes 
zoster,  but  the  history  was  certainly  suggestive.  He 
was  given  six  cubic  centimeters  of  his  own  blood 
and  the  soreness  disappeared  in  about  twenty  hours. 
The  patient  did  not  return  for  five  days,  at  which 
time  the  eruption  was  entirely  well.  This  patient 
had  an  infected  tooth  which  was  removed  and  since 
then  there  has  been  no  recurrence  of  his  condition. 
The  diagnosis  is  not  definite  in  this  case  as  it  may 
have  been  a dermatitis  venenata,  a recurrent  toxic 
erythema,  or  herpes  simplex. 

Case  4 — Miss  W.  S.,  a student  nurse,  came  in 
on  March  8,  1937,  stating  that  she  had  blistered 
her  hand  with  merthiolate  which  she  had  used  be- 
cause of  pain  and  soreness.  There  were  numerous 
large  and  small  vesicles  on  the  back  of  her  hand 
which  were  thought  to  be  herpes.  To  prove  that  the 
merthiolate  did  not  blister  her  hand  it  was  continued 
as  a local  application.  She  received  six  cubic  centi- 
meters of  her  own  blood  on  March  8,  1937,  and  six 
cubic  centimeters  more  on  March  9,  1937;  the  fol- 
lowing day  the  soreness  disappeared.  She  returned 
on  March  11,  1937,  with  no  soreness,  and 
the  eruption  was  very  dry  (no  vesicles),  and  was 
given  six  cubic  centimeters  of  blood.  On 
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March  13,  1937,  treatment  was  discontinued,  as  the 
patient  was  well. 

Case  5 — Miss  M.  W.,  who  had  been  under  treat- 
ment for  seborrheic  dermatitis  for  several  weeks,  on 
March  30,  1937,  mentioned  the  fact  that  she  had 
had  some  soreness  and  pain  in  her  left  side  for  the 
past  twenty-four  hours.  Examination  revealed  that 
just  below  the  left  costal  margin  was  a series  of 
vesicles,  typical  of  herpes  zoster.  She  was  given 
seven  cubic  centimeters  of  her  own  blood  (no  other 
treatment)  which  was  repeated  the  next  day.  In 
forty-eight  hours  the  soreness  was  gone,  and  on  the 
third  day  the  eruption  showed  signs  of  healing.  She 
was  given  seven  cubic  centimeters  more  of  blood  on 
April  2,  1937,  and  returned  again  on  April  5,  1937, 
at  which  time  the  eruption  was  well  except  for  the 
scabs. 

Case  6 — C.  J.  was  first  seen  on  March  22,  1937, 
complaining  of  a severe  pain  and  soreness  of  his 
left  side  and  arm,  accompanied  by  a “breaking-out” 
of  two  days’  duration.  Examination  revealed  a large 
number  of  vesicles  of  the  left  thoracic  region  and 
inner  side  of  the  left  arm.  He  insisted  on  some 
medicine  to  put  on  it  so  he  was  given  plain  boric 
acid  ointment.  He  also  received  six  cubic  centi- 
meters of  whole  blood.  He  returned  the  next  day 
stating  that  the  pain  had  gone.  The  eruption  looked 
about  the  same.  He  received  seven  cubic  centimeters 
of  blood,  and  on  March  25,  1937,  he  still  had  no 
pain  and  the  skin  lesions  showed  marked  signs  of 
improvement.  On  March  29,  1937,  he  was  entirely 
well.  The  severity  of  this  case  indicated  that  it 
might  become  ulcerated  and  necrotic,  but  no  such 
signs  were  noted. 

Case  7- — Dr.  W.  McM.,  a practicing  physician, 
first  reported  to  me  for  examination  on  April  16, 
1937,  at  w'hich  time  he  complained  of  intense  pain 
and  soreness  in  his  left  costal  region,  extending  from 
the  spine  around  to  the  sternum  and  accompanied  by 
patches  of  vesicles  on  a reddened  and  edematous 
base  of  one  week’s  duration.  He  made  the  diagnosis 
of  herpes  zoster  himself,  and  knew  of  the  therapy 
being  used  in  these  cases,  but  put  off  seeing  me  for 
one  week  because  he  dreaded  being  stuck  with 
needles.  He  was  given  seven  cubic  centimeters  of 
whole  blood  when  first  seen  and  the  next  day  re- 
ported that  the  pain  was  no  longer  continuous  and 
was  much  milder;  he  stated  that  he  still  had  inter- 
mittent attacks  of  pain,  lasting  for  from  three  to  five 
minutes.  The  autohemotherapy  was  repeated  with 


eight  cubic  centimeters  of  blood.  On  April  19,  1937, 
the  eruption  showed  definite  signs  of  healing  and 
the  pain  which  remained  was  very  mild.  On  this 
date  the  treatment  was  continued  with  eight  cubic 
centimeters  of  blood  and  on  April  20,  1937, 
the  pain  had  gone  entirely  and  the  eruption  was  well 
except  for  the  scabs. 

Case  8 — Miss  C.  B.,  a fourteen-year-old  girl,  was 
first  seen  on  April  20,  1937,  with  an  extensive  red- 
dened, vesicular  eruption,  accompanied  by  marked 
pain  and  soreness  of  three  days’  duration,  just  below 
the  costal  margin  extending  completely  from  the 
spine  to  the  sternum.  She  was  given  intramuscularly 
seven  cubic  centimeters  of  her  own  blood,  and  when 
seen  the  next  day  she  reported  that  the  pain  was 
relieved  but  the  eruption  remained  about  the  same. 
The  treatment  was  repeated  with  nine  cubic  centi- 
meters of  blood.  She  was  next  seen  on  April  23, 
1937,  at  which  time  she  stated  that  “the  pain  left 
yesterday,”  and  examination  revealed  that  the  ves- 
icles showed  definite  signs  of  healing.  She  then  re- 
ceived eight  cubic  centimeters  of  blood.  She  re- 
turned on  April  26,  1937,  stating  that  she  still  had 
no  pain  or  discomfort  and  the  eruption  was  prac- 
tically healed;  however,  she  was  given  nine  cubic 
centimeters  of  blood.  Two  days  later  the  patient 
was  entirely  well. 

Case  9 — Mrs.  M.  B.,  twenty  - nine  - year  - old 
woman,  was  first  seen  April  24,  1937,  complaining 
of  pain  and  soreness  on  the  inner  side  of  her  left 
leg,  accompanied  by  an  eruption  very  typical  of 
herpes  zoster  of  one  week’s  duration.  She  was  given 
eight  cubic  centimeters  of  her  own  blood.  She  next 
returned  on  April  26,  1937,  at  which  time  she 
stated  that  she  was  very  much  better  and  the  lesions 
showed  signs  of  healing;  the  therapy  was  repeated 
at  this  time.  She  was  next  seen  on  April  28,  1937, 
the  eruption  being  practically  well,  but  she  stated 
that  she  still  had  attacks  of  pain,  lasting  a few 
minutes,  four  or  five  times  a day.  She  received  nine 
cubic  centimeters  of  blood.  She  called  on  the 
telephone  the  next  day,  stating  that  she  had  had  no 
trouble  for  the  last  twenty-four  hours.  She  was  last 
seen  on  May  1,  1937,  in  the  office,  at  which  time 
she  wras  entirely  well. 

Summary 

It  is  believed  that  autohemotherapy  is  a great  aid 
in  the  treatment  of  psoriasis.  The  two  cases  reported 
have  responded  very  well  to  a routine  consisting  of 
autohemotherapy,  anthralin  ointment  locally,  and 
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a diet  rich  in  milk  and  butter.  It  is  impossible  to 
say  at  the  present  time  whether  these  patients  will 
have  a recurrence  or  not. 

It  is  believed  that  autohemotherapy  not  only 
shortens  the  duration  of  pain  of  herpes  zoster,  but 
also  shortens  the  course  of  the  disease.  It  is  thought 
that  it  is  certainly  as  good  as  any  other  form  of 
therapy  that  has  been  used  in  the  past,  if  not  a 
specific  in  the  treatment  of  herpes  zoster. 


The  author  wishes  to  acknowledge  the  aid  of 
Dr.  S.  C.  Hall  in  confirming  the  clinical  diagnosis  in 
many  of  these  cases. 
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THE  PROBLEMS  OF  EARLY  SYPHILIS.* 
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The  history  of  syphilis  dates  back  to  at  least  1493 
at  which  time  an  epidemic  of  the  disease  spread  out 
of  Naples,  apparently  carried  there  by  the  Spanish 
troops.  Some  writers  claim  that  the  history  dates 
back  to  antiquity  and  that  the  Jew’s,  Greeks  and 
Romans  wTere  aware  of  the  nature  of  the  disease. 

Syphilis  was  known  by  the  name  Great  Pox,  until 
the  year  1530,  at  which  time  an  Italian,  Girolamo 
Fracastoro,  produced  a Latin  poem  entitled  Syphilis 
Sive  Morbus  Gallicus.  Its  hero,  a shepherd  named 
Syphilus,  acquired  the  Great  Pox,  and  in  this  man- 
ner did  the  disease  receive  its  name. 

Progress  in  the  knowledge  of  the  disease  was  in- 
different until  1905  w’hen  Fritz  Schaudinn,  a Ger- 
man Zoologist,  demonstrated  the  causative  organism. 
In  1906  a serologic  test  was  developed  by  August 
Von  Wassermann  and  in  1910  Paul  Ehrlich,  after 
605  previous  experiments,  developed  a specific  drug 
for  the  treatment  of  this  disease.  It  is  known  as 
arsphenamine  and  frequently  referred  to  as  “606.” 

With  specific  knowledge  of  methods  of  diagnosis 
and  treatment  available,  it  is  well  to  reflect  on  the 
prevalence  of  the  disease  today. 

According  to  the  data  collected  by  the  United 
States  Public  Health  Service  (Fig.  1),  it  is  obvious 
that  syphilis  and  gonorrhea  present  a major  public 
health  problem  which  requires  the  immediate  atten- 
tion and  action  of  the  medical  profession. 

The  literature  frequently  quotes  an  incidence  of 
10  per  cent  of  our  total  adult  population.  Why  have 
we  made  no  further  progress  in  the  suppression  of 

*Read  before  the  Southside  Virginia  Medical  Associa- 
tion, at  Franklin,  Va.,  March  9,  1937. 
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Fig.  1. 


syphilis  when  it  has  been  said  by  some  to  be  as 
easily  controllable  as  smallpox?  The  answer  is  brief, 
and  may  be  summed  up  by  one  word  “taboo,”  and 
this  has  presented  an  unsurmountable  obstacle  until 
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recently.  Unfortunately  the  disease  has  always  been 
associated  with  shame  and  its  discussion  not  per- 
mitted in  ordinary  conversation  because  of  its  asso- 
ciation with  venery.  However,  it  is  an  established 
fact  that  many  infections  are  acquired  “innocently,” 
and  not  associated  with  venery.  Such  infections 
would  include  transmission  of  the  disease  in  marriage 
and  from  mother  to  child.  Extragenital  infections, 
while  they  may  be  innocent,  are  quite  rare. 

In  the  early  part  of  1936  the  word  “syphilis” 
began  to  appear  in  newspapers,  to  be  followed  short- 
ly by  many  subsequent  descriptive  articles  in  well-, 
known  magazines.  It  is  imperative  that  the  public 
be  made  aware  of  the  true  nature  of  the  disease  if 
we  hope  to  accomplish  our  purpose. 

Syphilis  is  a chronic,  infectious,  constitutional  dis- 
ease, due  to  the  invasion  of  the  body  by  the  spiro- 
chaeta  pallida,  which  may  attack  any  tissue  or 
organ  of  the  body,  but  which  seems  to  have  a prefer- 
ence for  the  skin  and  the  arterial,  nervous,  and 
osseous  systems;  in  the  pregnant  female  it  may  at- 
tack the  placenta  or  infect  the  growing  fetus.  It  may 
become  “latent”  and  live  in  a symbiotic  manner  with 
the  tissue  cells  of  the  body  to  become  a potential 
menace  to  life  and  health  years  after  the  initial  in- 
vasion. 

Infection  usually  occurs  by  direct  or  indirect  con- 
tact with  moist  surfaces,  mouth  or  genitalia  of  a 
recently  infected  individual.  Moisture  is  a pre- 
requisite for  transmission  of  the  virus;  the  treponeme 
dies  as  soon  as  it  dries.  A wide-spread  dissemination 
of  the  virus  occurs  many  days  before  the  appearance 
of  any  primary  lesion  at  the  portal  of  entry  and  it 
is  thus  obvious  that  any  attempt  to  abort  syphilis 
by  excision  of  the  chancre  would  be  unsuccessful. 

The  primary  lesion  or  chancre  develops  in  from 
10  to  90  days,  but  averages  three  weeks,  from  the 
time  of  infection.  Simultaneously,  or  shortly  after, 
there  appears,  in  most  cases,  a painless  enlargement 
of  the  regional  lymph  nodes,  the  characteristic 
satellite  bubo.  These  signs  last  a few  days  or  weeks 
and,  except  for  residual  induration  in  the  bubo,  heal 
spontaneously. 

During  this  early  infectious  or  primary  stage  is 
the  opportune  time  to  make  a diagnosis.  This  may 
be  accomplished  by  a darkfield  examination  of  serum 
from  the  lesion,  which,  if  due  to  syphilis,  would 
contain  spirochaeta  pallida. 

Figure  2 shows  the  relative  frequency  in  which 
the  treponeme  can  be  visualized  by  darkfield  exami- 
nation of  early  syphilitic  lesions. 


If  the  first  examination  is  negative,  two  more 
successive  examinations  at  least  are  indicated.  As 
the  duration  of  the  lesion  increases  and  healing  be- 
gins to  take  place  the  organisms  may  be  difficult  to 
find  or  absent.  Local  applications,  such  as  calomel 
powder,  lunar  caustic  or  copper  sulphate,  etc.,  may 
have  previously  been  applied  to  the  lesion  by  the 
patient  or  some  physician  in  an  attempt  to  heal  the 
area,  and  this  at  times  confuses  the  accuracy  of  the 
darkfield  examination  by  destroying  the  organism. 
Applications  of  warm  normal  saline  only  are  per- 
mitted before  and  during  the  period  of  examination. 
The  healing  of  the  lesion  is  of  secondary  importance; 
eliminating  or  establishing  a diagnosis  is  of  first 
consideration. 


POSITIVE  DARK-FIELD  EXAMINATIONS 
BY  STAGES  OF  EARLY  SYPHILIS 


SERONEGATIVE 

PRIMARY 


SECONDARY 

GENITAL 

LESIONS 

MOUTH  & 
THROAT 
LESIONS 


CUTANEOUS 

LESIONS 


Dark- field  examination  is  essential 
in  primary  syphilis  and  advantageous 
in  diagnosing  secondary  lesions. 

9 


Fig.  2. 


Should  the  darkfield  examination  prove  to  be  nega- 
tive, the  patient  must  still  be  kept  under  observation 
for  syphilis  by  weekly  examinations  for  secondary 
manifestations  and  by  serologic  tests.  This  period 
of  observation  should  not  be  less  than  three  months 
from  the  appearance  of  the  primary  lesion. 

Secondary  manifestations  of  the  disease  occur 
after  an  interval  of  about  six  weeks,  following  the 
appearance  of  the  chancre.  Since  blood  is  not  a 
suitable  medium  for  the  growth  of  treponemes,  they 
soon  leave  for  the  more  favorable  environment  of 
the  tissues.  Although  all  tissues  of  the  body  are 
probably  equally  invaded,  lesions  do  not  develop  in 
all.  Certain  structures  and  organs,  chiefly  those  of 
ectodermal  origin,  appear  to  offer  more  favorable 
conditions  for  residence  and  growth  than  others. 
Localizing  in  these  specially  chosen  areas,  notably 
skin,  mucous  membrane,  eye  and  nervous  system,  the 
deposited  treponemes  undergo  a second  period  of 
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local  multiplication  which  culminates  in  the  second- 
ary outbreak,  with  its  diversity  of  lesions. 

Figure  3 illustrates  the  frequency  of  secondary 
manifestations  in  the  several  areas  that  may  be  in- 
volved. 


The  secondary  lesions,  as  well  as  the  chancre, 
contain  large  numbers  of  organisms  and  are  further 
characterized  by  the  fact  that  there  is  little  or  no 
destruction  of  tissue. 

These  secondary  lesions  will  heal  spontaneously 
with  or  without  specific  treatment.  Depending  on 
their  type  and  intensity,  they  may  persist  for  only 
a few  days,  or  for  many  months,  finally  to  disappear 
without  leaving  any  permanent  scars. 

Early  skin  manifestations  appear  less  often  in 
colored  than  in  white  patients,  being  probably 
masked  by  pigment.  Mucosal  secondary  lesions 
other  than  condylomas  are  more  common  in  white 
patients.  Condylomas  are  more  common  in  women, 
and  most  especially  in  the  colored  female.  Con- 
dylomas appear  only  in  moist  areas,  usually  where 
two  skin  surfaces  oppose  one  another,  and  as  a re- 
sult we  find  this  type  of  lesion  more  often  about 
the  external  genitalia  and  between  the  gluteal  fold, 
near  the  anus.  The  lesion  is  characterized  by  a 
warty  type  of  growth,  somewhat  resembling  a cauli- 
flower.4 Other  cutaneous  manifestations  may  be 
characterized  by  various  forms,  as  macular,  maculo- 
papular,  papular  (including  annular  papular), 
follicular,  papulo-pustular,  rupial,  leucoderma,  and 
alopecia.  The  macular  type  is  found  more  often  on 
the  flanks  and  abdomen,  shoulders,  back,  upper  arms 
and  chin;  papular  areas  are  the  same  as  macular, 
but  with  an  increased  predeliction  for  the  face,  palms 
and  soles;  pustular,  frequently  on  the  face  and  scalp. 
The  rupial  and  other  severe  types  may  be  universal, 
while  the  follicular  are  more  often  found  on  the 


back  and  extensor  surfaces,  including  alopecia  of 
the  scalp.  The  mucous  patch  may  be  found  in  the 
mouth  and  anus,  and  is  recognized  by  a light  grayish 
membrane.  Interstitial  keratitis  occurs  rarely  in  the 
secondary  period.  The  earliest  symptom  is  slight 
ciliary  congestion  followed  by  the  appearance  of 
small  grayish  infiltrated  deposits,  either  toward  the 
periphery  or  in  the  center  of  the  cornea.  The  in- 
flammation involves  the  entire  thickness  of  the 
cornea,  the  grayish  deposit  being  lymphocytic. 

Diagnosis  may  be  made  in  secondary  syphilis  by 
darkfield  examination  of  the  presenting  lesion  in  an 
average  of  85  per  cent  of  the  cases,  and  in  approx- 
imately all  the  cases  the  blood  Wassermann  will  be 
positive.  The  clinical  manifestations  of  the  disease 
in  this  stage  are  quite  characteristic  and  should 
immediately  put  the  physician  on  guard.  He  should 
keep  the  patient  under  close  observation  until  the 
diagnosis  is  established. 

The  aim  of  treatment  is  two-fold:  (1)  Involving 
the  cure  or  arrest  of  the  disease  in  the  infected  in- 
dividual. In  this  manner  we  remove  one  more  from 
the  field  of  infectiousness.  (2)  Preventing  the  possi- 
bility of  spread  of  the  disease  to  others.  The  syphi- 
litic patient  is  therefore  not  a problem  unto  himself, 
because  he  acquired  the  disease  from  anqther  in- 
fected individual,  and  now  is  in  a position  in  infect 
others. 

The  term  “cure”  in  syphilis  must  be  used  advis- 
edly. One  may  use  the  word  to  indicate  the  eradi- 
cation from  the  body  of  the  last  remaining  treponeme, 
and  to  this  Moore1  has  applied  the  term  “biologic 
cure.”  Symptomatic  interpretation  would  indicate 
that  all  symptoms  and  signs  disappear  and  the  pa- 
tient remains  well,  incapable  of  transferring  the  dis- 
ease to  others.  Serologic  cure  occurs  when  serologic 
tests  of  blood  and  spinal  fluid  become  and  remain 
negative. 

The  time  after  infection  at  which  the  diagnosis 
of  early  syphilis  is  made  and  treatment  instituted, 
is  of  major  importance  in  the  ultimate  outcome.  The 
“cure”  of  early  syphilis  is  more  readily  obtained 
provided  treatment  is  begun  within  the  first  few  days 
of  the  infection,  than  when  it  is  delayed  until  the 
appearance  of  a positive  blood  Wassermann,  or  of 
outspoken  secondary  manifestations. 

Figure  4 illustrates  the  results  of  the  Clinical 
Cooperative  Group  studies.  The  chance  of  “cure” 
in  seronegative  primary  syphilis  is  approximately 
86.4  per  cent;  in  seropositive  primary  syphilis,  64.3 
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per  cent;  and  in  early  secondary  syphilis,  81.5  per 
cent.  The  requisite  speed  in  the  diagnosis  of  primary 
syphilis  implies  the  intelligent  use  of  a darkfield 
microscope. 


FINAL  RESULT  OF  CASES  OF  EARLY  SYPHILIS 
CONTINUOUSLY  TREATED 


ACKCtMTAU  Of  SATISFACTORY  AISULTS 




Fig.  4. 

The  treatment  of  early  syphilis  involves  three  im- 
portant considerations:  1.  The  individual  patient; 
2.  Public  health,  and,  3.  Public  expense.  The  pa- 
tient must  have  adequate  treatment  in  order  to  ac- 
complish “cure”  and  to  prevent  the  development  of 
usually  serious,  often  disabling  and  sometimes  fatal, 
lesions. 


The  Approximate  Cht.nct  of  Development  of  Late  Syphilis  when  Early 
Syphilis  is 


Fig.  5. 

From  The  Continuous  Method  of  Treatment  of  Early  Syphilis, 
Joseph  Earl  Moore,  M.  D.,  Annals  of  Internal  Medicine , July, 
1936,  10:30. 

Figure  5 illustrates  the  approximate  chance  of 
the  development  of  late  syphilis  when  early  syphilis 
is  untreated.  Forty-five  per  cent  develop  cardio- 
vascular lesions  and  25  per  cent  neurosyphilitic 
manifestations.  When  early  syphilis  is  treated,  only 
4 per  cent  develop  cardiovascular  syphilis  and  6 
per  cent  neurosyphilis. 


From  the  standpoint  of  the  public  health,  the 
spread  of  syphilitic  infection  may  best  be  controlled 
by  the  elimination  of  the  infectious  patient.  The 
use  of  arsphenamines  is  necessary  to  control  the 
infectious  period  and  sufficient  number  and  amount 
to  prevent  infectious  relapse.  The  addition  of  heavy 
metal  to  the  treatment  program  is  desirable  and 
necessary,  but  heavy  metals  alone  do  not  suffice. 

The  relation  of  arsphenamine  treatment  to  the 
prevention  of  mucocutaneous  relapse  is  illustrated 
by  the  following : 


RELATION  OF  ARSPHENAMINE 
TREATMENT  TO  THE  PREVENTION 
OF  MUCOCUTANEOUS  RELAPSE 


1-4  EJECTIONS  arm 
ARSPtCNAMVC  ♦ I 
20  OR  MORE  OF  I 
KCAVY  METALS  ■ 


5- 9 EJECTIONS  OF- 
ARSPVCNAA^E  ♦ 

20  OR  MORE  OF  /c| 
HEAVY  METALS 


RELAPSE 

mzm 


LESS  THAN  20 
ARSPHENAMINE 
EJECTIONS 




15% 


MORE  THAN  20 
ARSPHENAMINE 
INJECTIONS 


n2% 


Arsphenamine  is  the  PREVENTOR  of 
mucocutaneous  infectious!  relapse 


Fig.  6. 


Figure  6 shows  that  less  than  four  arsphenamine 
injections  plus  20  or  more  heavy  metals  permit  re- 
lapse in  the  astonishingly  high  total  of  45  per  cent, 
an  incidence  probably  higher  than  would  occur  if 
no  treatment  were  given;  five  to  nine  arsphenamine 
plus  20  or  more  heavy  metals  permits  9 per  cent  re- 
lapse; less  than  20  arsphenamine  permits  15  per  cent 
relapse,  and  more  than  20  arsphenamine  results  in 
only  2 per  cent  relapse. 

The  proper  treatment  of  early  syphilis  involves 
an  economic  consideration.  Our  hospitals  are  filled 
with  patients  who  frequently  require  only  institu- 
tional cure  and  palliative  treatment.  They  have 
ceased  to  be  a menace  to  the  public  health  since 
they  are  no  longer  infectious,  and  their  prospect  of 
“cure,”  or  even  symptomatic  relief  is,  as  compared 
with  early  syphilis,  negligible.  Moore2  states  that 
“In  Baltimore,  the  annual  expense  of  hospital  care 
for  such  patients  for  the  average  year  is  $100,000. 
If  this  sum  is  expended  in  one  city  of  not  quite  a 
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million  people,  it  is  a fair  estimate  that  the  hospital- 
ization of  broken  down  late  syphilitics  in  the  country 
at  large  costs  approximately  $12,400,000  annually.” 
He  concludes  that  the  expenditure  of  money  is  being 
made  in  the  wrong  place;  and  that  by  increasing  the 
amount  spent  on  the  proper  care  of  early  syphilis, 
the  ultimate  cost  of  late  syphilis  could  be  greatly 
reduced. 

In  some  patients,  the  lesions  of  primary  and 
secondary  syphilis  are  either  absent  or  so  negligible 
and  transitory  as  to  escape  the  attention  of  the  most 
observant  individual.  In  the  female,  lesions  occur- 
ring in  the  vagina  or  on  the  cervix  are  symptomless 
and  therefore  are  frequently  not  discovered. 


FREQUENCY  OF  SYMPTOMLESS  INFECTION 


EARLY  LATENT  SYPHILIS 

4 years  duration 


35% 


No  history  of  infection 


LATE  LATENT  SYPHILIS 
More  than  4 years  duration 


63% 


No  history 
of  infection 


. The  frequency  of  symptqmless 
infection  justifies  routine  blood  tests 


.17. 


Fig.  7. 


Figure  7 illustrates  the  frequency  with  which 
symptomless  infection  occurred  in  early  latent  and 
late  latent  syphilis.  If  a patient  does  not  recognize 
symptoms  serious  enough  to  take  him  to  a physician 
at  all,  obviously  he  cannot  be  treated.  Such  patients 
form  an  as  yet  unmeasured  reservoir  for  the  spread 
of  infection  to  others,  and  for  the  ultimate  develop- 
ment of  late  syphilis.  The  physician  has  only  one 
defense  against  this  biologic  silence  of  syphilitic  in- 
fection, namely,  the  use  of  the  routine  serologic  test 
for  syphilis  on  every  possible  occasion.  Case  find- 
ing is  another  method  of  ferreting  out  cases  that 
otherwise  might  not  be  discovered. 

During  recent  years,  the  studies  of  Munson  of 
New  York  and  of  Smith3  and  Brumfield  in  Virginia 
demonstrate  clearly  that,  by  the  use  of  the  epidemio- 
logical method,  undiscovered  sources  of  infection  can 
be  found. 

Figure  8 demonstrates  the  result  of  tracing  the 
source  of  infection  and  contacts.  Twenty-five  names 
were  obtained,  nineteen  of  whom  were  examined  and 


were  found  to  have  syphilis,  and  six  failed  to  report 
for  examination. 

Evidence  has  accumulated  also  which  shows  that 
syphilis  does  not  spread  evenly  in  the  population, 
but  that  it  is  kept  alive  and  spreads  chiefly  by  a 
series  of  small  epidemics.  Munson  traced  more  than 
30  such  local  outbreaks,  averaging  four  or  five  cases 
each.  Smith  and  Brumfield  have  shown  that  from 
157  new  cases  of  early  syphilis,  345  contacts  or 
potential  sources  were  named  (representing  278 
people),  of  whom  nearly  one-half  were  located  and 
brought  under  treatment. 


Many  individuals  know  little  or  nothing  about 
syphilis,  its  symptoms,  its  late  complications,  its 
prevalence.  The  public  must  be  educated  to  know 
what  syphilis  is  and  trained  to  consult  a physician 
for  its  earliest  symptoms,  as  it  has  been  similarly 
trained  for  tuberculosis  and  cancer. 

The  results  of  the  Clinical  Cooperative  Group 
studies  suggest  a number  of  principles  which  should 
be  employed  in  attacking  early  syphilis,  namely: 

1.  Early  diagnosis  enhances  the  opportunity  for 
“cure”  and,  by  bringing  the  patient  under  treatment, 
reduces  the  possibility  of  further  transmission  of  the 
disease. 

2.  The  arsenicals  and  bismuth  have  been  estab- 
lished as  the  drugs  of  choice.  Bismuth  is  better  than 
mercury. 

3.  The  continuous  alternating  arsenical  bismuth 
plan  is  superior  to  other  methods  and  does  not  pro- 
voke any  more  untoward  reactions  than  the  inter- 
mittent treatment  plan. 

4.  Once  a diagnosis  of  early  syphilis  has  been 
established,  the  patient  must  receive  a minimum  of 
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12  to  18  months  arsphenamine  and  heavy  metal 
therapy,  depending  on  the  stage  of  the  disease. 
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THE  TREATMENT  OF  NEURO-VEGETATIVE  DYSTONIA. 


Allen  H.  Moore.  M.  D., 

Doylestown,  Pa. 


Functional  nervous  disorders  may  well  be  de- 
scribed as  ineffective  physiologic  reactions  of  the 
organism  to  its  environment.  During  recent  years  a 
constantly  increasing  number  of  patients  with  func- 
tional disturbances  of  the  nervous  system  have  been 
coming  to  my  attention.  Cannon,1  in  a discussion  of 
the  role  of  emotion  in  disease,  describes  a progressive 
change  in  the  common  types  of  disease  that  is  appar- 
ently taking  place.  Infectious  diseases  that  formerly 
were  dreaded  and  which  often  assumed  epidemic 
proportions  have  been  largely  brought  under  con- 
trol or  have  almost  disappeared ; whereas,  a remark- 
able increase  in  nervous  disorders  is  occurring.  At 
least  as  a partial  cause  for  this  growing  incidence 
of  nervous  diseases  he  emphasizes  the  influence  of 
emotional  changes,  fears,  resentments  and  frustra- 
tions that  are  connected  with  the  stresses  and  strains 
involved  in  the  increasing  complexity  of  life. 

Closely  associated  with  functional  nervous  dis- 
orders there  occur  disturbances  of  visceral  physi- 
ology with  the  consequent  production  of  symptoms 
referable  to  particular  organs.  In  fact,  even  certain 
somatic  diseases  such  as  peptic  ulcer,  hyperthyroid- 
ism and  diabetes  mellitus  are  closely  related  to 
neuro-vegetative  dysfunction. 

This  paper  is  limited  to  functional  nervous  dis- 
orders which  as  a problem  in  diagnosis  may  present 
a complex  clinical  picture.  The  close  relationship 
of  such  disturbances  with  organic  disease  may  still 
further  complicate  this  clinical  picture  and  unless 
carefully  analyzed  may  result  in  serious  errors  both 
in  diagnosis  and  treatment. 

In  the  development  of  neuro-vegetative  disorders 
a neuropathic  heredity  or  constitutional  predis- 
position is  doubtlessly  primarily  responsible.  Upon 
a nervous  system  thus  fundamentally  susceptible, 
unfavorable  factors  such  as  fatigue,  privation, 


strong  emotions,  physical  and  moral  distress  act  as 
powerful  excitants  of  nervous  reactions  that  might 
otherwise  remain  dormant  in  many  persons. 

Hartenberg2  and  others  regard  neuroses  and 
psychoneuroses  as  disturbed  states  of  the  nervous 
system  in  its  entirety,  the  cerebrospinal  as  well  as 
the  vegetative  divisions,  and  further  say  that  these 
clinical  states  are  manifested  by  nervous  depression, 
nervous  erethism  and  anxiety.  Kraus3  regards 
neuroses  as  constitutional  with  general  psychic  mani- 
festations, or  as  visceral  neuroses  with  local  excita- 
tion of  either  the  parasympathetic  or  sympathetic 
nervous  systems. 

While  a pure  vagotony  or  sympathicotony  of  a 
local  type  may  exist  as  the  earliest  form  of  vege- 
tative imbalance,  yet  this  mild  dysfunction  soon 
throws  out  of  balance  the  corresponding  antagonistic 
innervation  of  the  same  organ.  Subsequently,  states 
of  imbalance  of  varying  intensity  may  develop 
throughout  the  vegetative  system. 

According  to  Hoff  and  Werner4  vegetative  im- 
balance and  neuroses  deprive  the  inhibitory  centers 
of  their  normal  tonus,  and  strong  emotions  and  de- 
pressing ideas  gain  the  ascendancy  gradually  lead- 
ing to  a complex  pathologic  nervous  state.  Patients 
of  this  type  are  highly  emotional,  unreliable,  im- 
pulsive, versatile,  sad  or  exalted,  impatient  or  apa- 
thetic, anxious,  apprehensive,  given  to  exaggeration 
and  excessive  introspection,  and  they  often  suffer 
from  insomnia  and  a loss  of  self-confidence. 

Experimentally,  Petren  and  Thorling5  using 
epinephrine,  pilocarpine  and  atropine,  proved  that 
many  patients  react  strongly  to  both  sympathicomi- 
metic  and  parasympathicomimetic  drugs,  indicating 
an  increased  activity  in  both  divisions  of  the  auto- 
nomic system.  Weiss  and  Collins,6  in  a report  of  a 
comprehensive  study  of  a series  of  patients,  have 
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confirmed  these  observations  clinically  and  state 
that  pure  cases  of  vagotony  or  sympathicotony  are 
much  less  frequent  than  mixtures  of  both  types. 
Furthermore,  they  say,  in  addition,  that  patients 
with  this  mixed  symptomatology  may  give  the  im- 
pression that  they  are  suffering  from  a neurosis. 

Since  the  symptomatology  of  patients  with  dis- 
turbed control  of  vegetative  functions  is  manifold 
and  not  readily  distinguished  from  that  found  in 
essential  psychoneurosis,  the  more  comprehensive 
term  “neuro-vegetative  dystonia”  has  been  suggested 
as  a result  of  the  studies  of  Bickel7  and  Wichmann8 
for  this  highly  variable  and  intricate  symptom  com- 
plex. It  has  recently  been  my  privilege  to  study  a 
group  of  34  patients,  6 males  and  28  females,  who 
suffered  from  variable  symptoms,  all  of  which  were 
referable  to  dysfunction  of  some  portion  or  portions 
of  the  neuro-vegetative  system.  However,  a diagnosis 
of  neuro-vegetative  dystonia  was  not  made  in  any 
case  until  a careful  physical  examination  and  the 
usual  diagnostic  procedures  had  failed  to  reveal  the 
presence  of  organic  disease.  All  of  these  patients 
were  apprehensive,  anxious  and  obviously  of  the 
neurasthenic  type.  The  symptoms  of  which  they 
complained  and  the  frequency  of  their  occurrence 
were — nervousness  27,  headache  23,  mental  de- 
pression and  emotional  instability  7,  hypotension  4, 
nausea  and  anorexia  3,  tympanites  3,  neuralgia  2, 
fatigue  2,  urinary  dysfunction  2,  hypertension  1,  in- 
somnia 1,  obesity  1,  generalized  pain  1. 

Heretofore  the  treatment  of  such  patients  has  been 
much  too  cursory.  In  fact,  they  have  almost  univer- 
sally been  regarded  as  the  most  annoying  patients 
coming  to  the  attention  of  the  physician.  Perhaps  this 
has  been  at  least  in  part  due  to  the  excessive  intro- 
spection from  which  many  of  them  suffer  and  which 
causes  them  to  analyze  their  symptoms  in  great  de- 
tail. Furthermore,  the  anxious,  apprehensive  atti- 
tude of  the  patient  coupled  with  a tendency  to 
exaggerate,  probably  resulted  in  the  presentation  of 
a clinical  picture,  the  apparent  seriousness  of  which 
could  not  be  verified  by  the  findings  on  physical 
examination.  Consequently,  patients  of  this  type 
were  not  given  the  same  careful  attention  accorded 
others  whose  physical  condition  was  such  that  the 
physician’s  care  was  more  obviously  required.  Medi- 
cation, when  given,  consisted  of  sedatives  and  anti- 
spasmodics  selected  because  of  their  assumed  action 
in  overcoming  the  more  prominent  symptoms.  Other 
measures  that  might  have  been  beneficial,  such  as 


improvement  in  diet  and  hygiene,  were  often  wholly 
ignored. 

The  proper  medicinal  therapy  of  neuro-vegetative 
dystonia  does  not  consist  of  administering  drugs 
selected  to  combat  only  the  outstanding  symptoms, 
but  instead  consists  of  administering  a combination 
of  drugs  so  selected  as  to  correct  the  underlying 
dysfunction  of  the  entire  nervous  system.  In  a study 
of  the  pharmacology  of  the  neuro-vegetative  system 
Rothlin9  demonstrated  that  in  the  simultaneous  ad- 
ministration of  a vagus  depressant  in  the  form  of 
belladonna  alkaloids  and  the  sympathetic  depressant 
ergotamine  there  was  no  alteration  of  the  specific 
effects  of  these  two  substances.  He  further  confirmed 
the  findings  of  others  that  the  brainstem  sedative 
phenobarbital  combined  with  these  two  drugs  pro- 
duces a preparation  with  distinctly  enhanced  central 
and  peripheral  sedation  that  is  especially  suitable 
for  the  relief  of  vegetative  neuroses  and  related  con- 
ditions. Forman10  states  that  in  the  relief  of  meno- 
pausal symptoms  such  as  headache,  nervousness  and 
insomnia,  a combination  of  these  three  drugs  in  the 
form  of  bellergal  was  striking  and  prompt.  In  ob- 
stinate cases  he  supplemented  the  administration  of 
this  drug  with  theelin. 

In  psychogenic  headache  Silverstein11  found 
bellergal  a splendid  adjunct  because  of  its  excellent 
effect  in  causing  a relaxation  of  the  spastic  condition 
in  the  viscera  and  blood  vessels  so  commonly  present 
in  disturbed  emotional  states. 

One  prolonged  attack  of  polyneuritis  with  vague 
pains  in  the  lower  extremities  which  was  quite  re- 
sistant to  the  usual  treatment  is  reported  by 
Merwarth12  who  succeeded  in  obtaining  surprising 
effects  in  this  case  through  the  administration  of 
bellergal. 

Jores  and  Goyert,13  in  an  experimental  and  clin- 
ical study  of  the  action  of  this  product  upon  vege- 
tative functions,  concluded  that  it  effectively  reduces 
vegetative  irritability  as  determined  by  Aschner’s 
ocular  pressure  test,  the  dermographism  reaction, 
pulse  rate,  blood  pressure  and  temperature  as 
measured  both  before  and  after  the  administration 
of  epinephrine  and  pilocarpine.  Forty  patients  in 
whom  vegetative  irritability  was  in  the  foreground 
were  successfully  treated  by  these  authors  with  this 
combination.  In  this  group  were  neuropathies  of 
various  types,  nervous  heart  disturbances,  pseudo- 
ulcer cases  and  patients  with  peptic  ulcer  and  spas- 
tic constipation. 
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My  group  of  34  patients  seemed  to  be  of  the  type 
that  might  be  expected  to  respond  to  just  this  form 
of  medication.  Consequently,  bellergal  was  ordered 
for  each  and  arrangements  were  made  for  subsequent 
observations  at  intervals  of  ten  days.  Two  tablets 
three  times  daily  to  be  taken  after  meals  were  pre- 
scribed for  18  patients  who  suffered  from  severe 
symptoms  and  in  whom  the  nervous  dysfunction  was 
of  long  standing.  This  dosage  was  reduced  to  1 
tablet  3 times  daily  or  to  2 tablets  twice  daily  after 
the  first  ten  days  of  treatment.  Sixteen  patients  with 
less  severe  symptoms  of  shorter  duration  were  given 
1 tablet  3 times  daily.  In  both  groups  the  dosage 
was  reduced  if  the  patient  complained  of  drowsiness 
or  diminished  alertness.  In  addition  to  medicinal 
therapy  every  effort  was  made  to  assist  the  patient 
in  adjusting  himself  to  the  problems  of  life  and  to 
insure  proper  dietary  and  hygienic  measures.  Above 
all  else  and  as  a highly  important  part  of  the  treat- 
ment he  was  encouraged  to  exercise  self-discipline 
and  to  improve  his  nervous  state  by  ignoring  de- 
pressing thoughts,  by  refusing  to  indulge  in  intro- 
spection and  by  deliberately  directing  his  attention 
to  pleasant  subjects. 

Typical  Case  Reports 

Case  1.  Mrs.  W.  N.,  age  32,  came  to  me  three 
years  ago  suffering  with  almost  intractable  frontal 
headaches.  The  possibility  of  sinus  infection,  de- 
vitalized or  abscessed  teeth,  gastrointestinal  auto- 
intoxication, faulty  vision,  hypotension  or  hyper- 
tension were  eliminated  one  by  one.  The  headaches 
improved  but  were  not  relieved  by  palliative  doses 
of  acetylsalicylic  acid  and  caffeine  citrate.  With  the 
ever-present  headaches  was  an  associated  emotional 
disturbance.  Allergy  as  an  etiologic  factor  was  never 
established.  Most  remedies  used  relieved  her  dis- 
tress only  for  a short  time.  This  patient  was  given 
two  tablets  of  bellergal  three  times  a day  after  each 
meal.  Relief  was  almost  instantly  experienced  but 
the  patient  complained  of  an  uncomfortable  drowsi- 
ness. The  dose  was  reduced  to  two  tablets  in  the 
morning  and  two  at  bedtime.  This  seemed  to  be 
ideal.  There  was  cessation  of  all  headache  and 
there  was  a corresponding  response  of  the  entire 
nervous  system  manifested  by  a calming  of  the 
previously  excited  state  and  the  development  of  a 
more  happy  frame  of  mind.  She  is  now  taking  only 
two  tablets  daily  with  no  return  of  symptoms. 

Case  2.  Mrs.  M.  R.,  age  35,  complained  of  con- 


stant right  side  abdominal  pain.  The  pain  became 
much  more  severe  during  the  menstrual  period  and 
there  was  an  extension  at  this  time  to  the  left  side  of 
the  abdomen.  A pelvic  examination  revealed  the 
possibility  of  a bilateral  salpingitis.  A later  oper- 
ation revealed  this  diagnosis  to  be  true.  A bilateral 
removal  of  both  tubes  and  ovaries  was  necessitated 
because  both  ovaries  were  cystic  and  badly  degener- 
ated. 

The  subsequent  surgical  menopause  presented  a 
long  train  of  distressing  symptoms  consisting  mainly 
of  headache,  tympanites,  insomnia,  hot  flashes,  and 
anorexia  with  an  attendant  loss  of  weight.  This 
patient  was  given  two  bellergal  tablets  three  times 
a day  without  any  untoward  symptoms.  The  results 
were  truly  phenomenal.  The  headaches  disappeared 
and  the  menopausal  symptoms  improved  to  such  a 
degree  that  medication  is  administered  now  only  in 
small  doses  to  maintain  the  excellent  results. 

Case  3.  Miss  M.  B.,  age  41,  had  been  thoroughly 
studied  by  several  eminent  clinicians  who  were  un- 
able to  establish  the  cause  for  a persistent  mucous 
colitis  from  which  she  suffered.  Her  symptoms  were 
most  distressing.  She  complained  more  of  constant 
nervous  fatigue  and  headache  than  anything  else. 
There  was  an  associated  emotional  instability,  alter- 
nating diarrhea  and  constipation,  abdominal  pain, 
insomnia  and  anorexia.  Treatment  consisted  of  two 
tablets  of  bellergal  administered  three  times  daily. 
After  the  second  day  the  patient  reported  that  she 
had  almost  gone  blind  and  became  so  entirely  upset 
that  she  immediately  stopped  taking  the  medication. 
I explained  to  her  that  her  apparent  blindness  was 
altogether  functional  and  that  it  was  due  to  the 
complete  relaxation  of  the  pupils.  With  this  assur- 
ance she  began  to  take  one  tablet  twice  a day.  Within 
three  weeks  she  reported  that  she  felt  better  than 
she  had  for  ten  years  and  her  colitis  disappeared. 
She  became  much  less  nervous  and  the  headaches 
were  very  occasional.  With  this  improvement  she 
once  more  assumed  leadership  in  her  community. 
She  had  not  attempted  to  do  anything  that  involved 
association  with  others  for  several  years. 

Case  4.  Mr.  C.  C.  F.,  age  42,  gave  a history  of 
headache  since  puberty.  Temporary  relief  was  at 
times  obtained  from  a number  of  so-called  headache 
remedies.  The  headache  has  continued,  however,  up 
to  the  present  time  with  increasing  severity.  This 
patient  was  given  one  bellergal  tablet  three  times  a 
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day.  Within  two  weeks  after  beginning  treatment, 
the  headaches  had  practically  disappeared. 

Case  5.  Mrs.  M.  P.,  age  45,  complained  of  con- 
stant, severe  headache  over  a period  of  ten  years. 
It  was  concluded  by  numerous  physical  examina- 
tions and  laboratory  tests  that  the  headache  was  due 
to  an  allergy.  Treatment  to  relieve  the  underlying 
cause  had  failed.  The  headache  continued  to  the 
point  of  causing  her  to  be  incapacitated  for  even 
ordinary  household  duties  for  several  days  at  a time. 
She  described  them  as  blinding  headaches  accom- 
panied by  nausea  and  vomiting.  One  bellergal 
tablet  three  times  daily  was  ordered  for  her.  The 
headaches  have  subsequently  become  much  less  fre- 
quent and  less  severe.  The  medication  has  been 
withheld  for  a period  of  two  or  three  weeks  at  a 
time  with  practically  no  return  of  the  headache. 

Of  the  34  patients  8 did  not  return  for  subsequent 
observation,  thus  manifesting  the  unreliability  of 
many  persons  with  nervous  instability.  One  could 
not  take  the  medication,  saying  that  it  caused  her 
face  to  become  flushed  and  made  her  quite  uncom- 
fortable. One  patient  was  unimproved  but  he  was 
antagonistic  and  non-cooperative.  Twenty-three 
were  greatly  improved;  headache,  nervousness, 
emotional  instability,  insomnia,  mental  depression 
and  neurotic  symptoms  were  most  uniformly  re- 
lieved. Those  patients  in  whom  the  disorder  had 
been  of  longer  duration  were  slower  to  respond,  but 
even  in  these  good  results  were  ultimately  obtained. 
Some  of  the  mild  cases  required  treatment  only  ten 
days  to  three  weeks,  whereas  some  of  the  more  re- 
sistant conditions  were  kept  under  observation  and 
treatment  for  two  to  three  months.  One  patient  in 
particular  made  a phenomenal  recovery.  This  young 
man  suffered  from  fainting  attacks,  dizziness, 
nervousness,  emotional  instability,  undue  fatigue  and 
had  lost  all  confidence  in  himself.  He  was  given 
one  tablet  each  four  hours  and  at  the  end  of  the 
first  ten-day  period  all  symptoms  were  greatly  im- 
proved and  by  the  end  of  twenty  days  he  had  made  a 
complete  recovery. 

Summary 

Functional  disturbances  of  the  neuro-vegetative 
system  are  increasing  in  frequency  judged  by  the 


"greater  number  of  patients  suffering  from  neuroses 
and  imbalances  of  the  vegetative  nervous  system 
now  seeking  relief  from  their  symptoms. 

The  suggested  diagnostic  term  neuro-vegetative 
dystonia  because  of  its  more  general  scope  seems 
distinctly  preferable  to  the  more  specific  but  less 
accurate  terms  vagotony  and  sympathicotony  hereto- 
fore used  for  the  designation  of  certain  functional 
nervous  disorders. 

The  medicinal  treatment  of  neuroses  and  im- 
balances of  the  vegetative  system  heretofore  has  often 
been  of  a cursory  nature  and  has  consisted  of  seda- 
tives and  antispasmodics  administered  for  the  con- 
trol of  the  most  outstanding  symptoms.  Results 
obtained  from  these  measures  have  not  been  satisfac- 
tory. 

A satisfactory  form  of  medicinal  therapy  for  many 
patients  suffering  from  instability  of  the  neuro- 
vegetative  system  has  been  found  in  bellergal.  How- 
ever, medicinal  therapy  is  only  part  of  the  treatment 
of  such  patients  and,  in  addition,  the  patient  should 
be  aided  in  adjusting  himself  to  disturbing  environ- 
mental factors;  hygienic  and  dietary  factors  should 
be  improved  and,  above  all,  he  should  be  taught  the 
value  of  mental  discipline. 
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THE  TREATMENT  OF  SCIATIC  PAIN.* 


Roy  M.  Hoover,  M.  D., 
Roanoke,  Virginia. 


It  is  impossible  to  discuss  the  treatment  of  sciatic 
pain  without  some  discussion  of  the  cause  of  the 
pain.  Treatment  can  only  be  intelligently  applied 
when  one  understands  as  well  as  possible  the  under- 
lying pathology.  The  treatment  of  this  condition 
is  quite  varied  since  sciatica  is  not  a disease,  but 
a symptom  of  trouble  somewhere  else. 

There  are  numerous  classifications  of  sciatica  but 
it  seems  best  to  divide  them  into  those  in  which  the 
pain  is  caused  by  a neuralgia  along  the  sciatic  nerve 
and  those  in  which  there  is  an  actual  neuritis  of  the 
sciatic  nerve.  The  second  group  is  much  less  com- 
mon, in  fact  in  my  experience  I have  seen  very 
few.  In  either  case  the  condition  is  characterized 
by  pain  along  the  sciatic  nerve.  In  the  cases  due  to 
a neuritis,  neurological  changes  are  present,  while 
in  the  neuralgia  cases  these  are  absent. 

In  sciatic  neuralgia  the  pain  seems  to  be  due  to 
pressure  or  tension  on  the  nerve,  or  both.  The  ten- 
sion or  pressure  occurs  in  the  lumbo-sacral  region 
and  is  caused  by  the  pull  of  adhesions  or  pressure 
of  swollen  soft  parts.  Even  when  the  underlying 
cause  is  a bony  abnormality,  whether  traumatic,  dis- 
ease, or  congenital,  this  causes  swelling  or  inflam- 
mation of  the  soft  parts  which  press  on  the  sciatic 
nerve  or  its  roots. 

The  most  frequent  cause  of  sciatic  pain  is  some 
mechanical  disturbance  of  the  low'  back,  which  may 
be  from  injury,  as  strain,  sprain  or  fracture.  There 
may  be  underlying  mechanical  weakness,  postural 
or  congenital.  Fracture,  sprains  and  acute  or  chronic 
back  strains  cause  pain  by  pressure  of  surrounding 
inflamed  soft  parts. 

Disease  involving  various  parts  of  the  low  back 
may  cause  sciatic  pain.  Arthritis  of  the  lowT  back 
causes  much  sciatic  pain  either  alone  or  as  a com- 
plication. Sacro-iliac  strain  has  been  described  as 
the  cause  of  much  sciatica,  but  I have  never  seen 
them  associated.  In  cases  of  severe  injury  to  the 
sacro-iliac  joint  and  disease  of  this  joint,  sciatic 
pain  is  conspicuous  by  its  absence.  Of  the  other 
causes,  tumors,  pelvic  disease,  alcohol,  syphilis, 
diabetes  or  other  constitutional  disease  are  most  im- 
portant. 

*Read  as  part  of  a symposium  on  “Treatment”  at  the 
meeting  of  the  Southwestern  Virginia  Medical  Society  in 
Pulaski,  April  9,  1937. 


Focal  infection  is  of  utmost  importance  as  the 
underlying  cause  of  arthritis,  myositis  or  fasciitis, 
as  primary  or  complicating  causes  of  sciatic  pain. 
It  is  basicly  responsible  for  all  “traumatic  arthritis.” 
The  importance  of  focal  infection  must  be  kept  in 
mind  in  all  cases  and  appropriate  measures  used  to 
eradicate  it. 

As  is  to  be  expected  from  the  foregoing  brief 
summary  of  causes,  there  is  no  one  remedy  nor  group 
of  remedies  which  will  relieve  all  cases.  Many  modes 
of  treatment  have  been  used.  In  our  discussion  we 
will  concern  ourselves  with  the  cases  of  sciatic 
neuralgia.  Most  cases  of  sciatic  neuritis  are  pri- 
marily neurological  and  do  no  belong  in  this  paper. 

Treatment  should  be  directed  toward  relief  of  the 
underlying  back  condition.  X-rays,  stereoscopic  and 
lateral,  should  be  taken  in  order  that  the  bone  con- 
dition may  be  knowm  before  instituting  treatment. 
Treatment  may  be  in  bed  or  ambulatory,  depending 
on  the  circumstances  of  the  patient  and  the  severity 
of  the  symptoms.  For  economic  reasons,  ambulatory 
treatment  sometimes  has  to  be  tried  when  hospital- 
ization w'ould  be  much  better. 

Any  severe  cases  should  be  at  rest  on  a firm  bed 
to  prevent  undue  motion  in  the  spine.  In  some  cases 
a cast  or  brace  is  necessary  even  in  bed  to  prevent 
motion.  Buck’s  extension  on  one  or  both  legs  is  of 
great  help  in  relieving  muscle  spasm.  Results  are 
better  w'ith  light  rather  than  heavy  traction.  Physio- 
therapy is  given  either  as  baking  or  much  better 
as  diathermy.  1 his  should  be  given  well  below  toler- 
ance, as  high  intensity  may  aggravate  the  symptoms. 
In  many  cases  X-ray  treatment  is  of  great  value, 
apparently  causing  a rapid  reduction  of  local  in- 
flammation. Good  elimination  should  be  maintained 
and  a thorough  investigation  made  for  foci  of  in- 
fection. A dead  tooth  may  be  causing  much  trouble 
even  w’hen  X-ray  is  negative.  Tonsil  tags  or  tonsils 
w'hich  have  never  given  a local  symptom  may  be  the 
infectious  focus.  Judgment  must  be  exercised  as  to 
the  time  for  removal  of  a focus.  A debilitated  pa- 
tient may  be  made  much  worse  and  even  permanently 
damaged  by  the  overwhelming  effect  of  too  exten- 
sive or  ill-timed  removal  of  foci. 

In  arthritic  cases  or  in  those  complicated  by 
arthritis,  the  careful  use  of  an  appropriate  auto- 
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genous  or  complement  fixing  vaccine  is  a great  help. 
The  use  of  non-specific  foreign  protein,  especially 
intravenous  shock  therapy,  is  to  be  discouraged  ex- 
cept when  the  underlying  cause  is  gonorrhea. 

Medication  is  only  used  for  relief  of  pain,  general 
tonic  effect  and  for  elimination.  Salicylates  probably 
give  more  relief  from  pain  than  any  other  type  drug 
short  of  the  opiates.  Opiates  should  be  avoided  if 
possible  because  of  the  danger  of  habit  formation 
in  a chronic  condition.  It  is  seldom  necessary  or 
desirable  to  give  the  salicylates  intravenously. 
Atophan  must  be  used  with  great  care  because  of 
its  toxic  effects. 

In  certain  cases  there  is  a contracture  of  the  fascia 
lata  due  to  a fasciitis  or  a contracture  secondary  to 
abnormal  posture.  These  cases  are  helped  greatly 
by  Ober’s  operation,  the  transverse  division  of  the 
fascia  lata.  It  is  of  no  value  in  cases  where  the 
fascia  is  not  contracted.  One  must  remember  that 
we  are  operating  for  a symptom  and  not  for  the 
cause  of  the  condition.  If  these  facts  are  kept  in 
mind,  it  is  of  great  help  in  selected  cases.  The  same 
results  may  be  gotten  in  many  cases  by  careful  exer- 
cises and  voluntary  stretching. 

Manipulation  under  anaesthetic  can  only  be  con- 
demned as  a blind,  unscientific  and  dangerous  pro- 
cedure. Occasionally  there  are  very  spectacular 
results  but  other  cases  are  seriously  damaged.  It 
belongs  to  the  era  of  so-called  “bloodless  surgery.” 
If  it  is  thought  necessary  to  free  the  nerve,  it  is 
much  better  to  expose  and  free  it  up  where  the  pro- 
cedure is  under  control.  It  is  doubtful  if  this  is 
ever  justified. 

The  extensive  use  of  epidural  injection  is  to  be 
discouraged.  It  is  not  unaccompanied  by  danger  and 
the  results  hardly  justify  the  risk  and  discomfort. 
Injection  of  the  nerve  is  also  very  strongly  advised 
against,  it  may  temporarily  relieve  pain  but  does 
nothing  toward  the  relief  of  the  underlying  condition 
and  frequently  is  responsible  for  increased  pain 
later. 


In  certain  cases  such  as  spine  disease  or  severe 
mechanical  abnormality  which  are  not  relieved  by 
conservative  methods,  spine  fusion  is  the  method  of 
choice.  Except  in  tuberculosis  and  certain  gross 
mechanical  abnormalities,  conservative  treatment 
should  first  be  thoroughly  tried.  In  certain  cases 
where  the  intervertebral  foramina  have  become  nar- 
rowed because  of  arthritic  change,  good  results  have 
been  reported  from  operative  enlargement  of  the 
foramina. 

The  treatment  of  a case  after  getting  out  of  bed 
and  the  ambulatory  treatment  are  very  similar.  It 
consists  of  sleeping  on  a firm  bed,  use  of  a suitable 
support,  cast,  brace  canvas  belt  for  men,  or  a well- 
fitted  corset  for  women,  and  physiotherapy.  The 
administration  of  vaccine  and  eradication  of  foci  is 
also  carried  out.  The  patient  is  instructed  in  regard 
to  exercise  and  rest. 

Summary 

1.  Sciatic  pain  may  be  either  a neuralgia  in  the 
distribution  of  the  sciatic  nerve  or  an  actual  neuritis 
of  the  nerve. 

2.  In  the  neuralgia,  pain  is  due  to  pressure  of 
surrounding  soft  parts  or  tension  from  adhesions. 

3.  The  most  common  causes  of  sciatic  neuralgia 
are  mechanical  disturbances  of  the  low  back. 

4.  Focal  infection  is  a very  important  cause  and 
complication. 

5.  Treatment  is  directed  toward  immobilization, 
support  and  reduction  of  inflammation  and  swelling. 

6.  Foci  of  infection  should  be  removed  but  with 
discretion. 

7.  No  specific  medication  is  known. 

8.  Selected  cases  are  much  improved  by  division 
of  the  fascia  lata. 

9.  Manipulation  should  not  be  done. 

10.  In  intractable  cases,  spine  fusion  is  the  best 
treatment. 

Medical  Arts  Building. 
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ALTERNATIVE  SOLUTIONS  PROPOSED  FOR  MEDICO- 
ECONOMIC  PROBLEMS.* 

William  B.  Porter,  M.  D., 

Richmond,  Va. 


The  four  articles  preceding  this  one  covered  the 
first  six  of  the  eleven  chapters  of  “American  Medi- 
cine,” which  are  concerned  rather  with  a compre- 
hensive analysis  of  American  medical  science  and 
medical  practice  than  with  “solutions  for  present 
medico-economic  problems.”  As  pointed  out  else- 
where in  these  articles,  the  primary  interest  of  the 
medical  men  that  contributed  to  “American  Medi- 
cine” is  clearly  in  the  problem  of  improving 
medicine  rather  than  in  the  problem  of  better  dis- 
tributing medical  care  and  lowering  its  cost.  Even 
the  last  five  chapters  of  the  book  are  by  no  means 
entirely  given  over  to  attempts  to  answer  the  medico- 
economic  problems  now  facing  us;  but  the  discussion 
of  medicine  in  these  latter  chapters  is,  so  to  speak, 
oriented  by  economic  considerations,  i.  e.,  the  pos- 
sibility of  getting  medical  care  to  people  who  now 
lack  it,  at  costs  which  the  low  income  group  can 
pay,  and  free  to  the  indigent. 

The  alternative  “solutions”  presented  are  roughly 
these,  noted  here  in  the  order  in  w'hich  they  are 
dealt  with  in  “American  Medicine” : 

( 1 ) Various  county  and  community  “plans” 
worked  out  cooperatively  by  medical  organizations, 
voluntary  groups,  government;  these  plans  illustrate 
a number  of  principles  but  they  boil  down  largely 
to  schemes  for  either  prepayment  on  the  insurance 
principle,  or  post-payment  cn  the  credit  bureau 
principle,  with  an  adjusted  fee  arrived  at  through 
investigation. 

(2)  State  medicine,  using  the  term  here  in  the 
thorough-going  or  Soviet  sense,  as  involving  govern- 
ment paid  and  controlled  doctors,  and  no  private 
practice  of  medicine. 

(3)  Insurance,  a comprehensive  term  as  developed 
in  a long  chapter,  including  compulsory  insurance, 
with  the  State,  industry  and  the  individual  con- 
tributing; voluntary  insurance  of  various  kinds,  in- 
cluding hospital  insurance;  contract  medicine,  etc. 

(4)  An  integrated  plan  of  private  practice  in 
connection  with  an  evolutionary  development  of 
present  forms  of  governmental  functioning  in  the 

*Fifth  in  a series  of  six  articles  reviewing  sections  of 
the  American  Foundation’s  recently  published  report 
“American  Medicine — Expert  Testimony  Out  of  Court.” 


control  of  diseases,  the  provision  of  public  health 
services  and  medical  care;  this  “solution”  is  de- 
scribed by  medical  men  in  the  report  in  a concrete 
chapter  entitled  Limited  State  Medicine  and  Private 
Practice. 

Obviously  in  this  brief  article  it  is  possible  to 
deal  only  sketchily  with  each  of  the  “solutions” 
indicated : 

1.  County  and  Community  Experiments 

Publications  of  the  American  Medical  Association 
have  impressed  many  medical  men  throughout  the 
country  with  the  idea  that  the  solution  of  the  medico- 
economic  problems  of  the  present  is  to  be  found 
in  one  or  another  of  the  various  county  and  com- 
munity “plans”  (sometimes  given  as  167,  sometimes 
as  200,  etc.)  that  have  been  put  into  operation,  or 
agitated,  in  various  places  throughout  the  country, 
with  county  or  state  medical  societies  sometimes  as 
the  initiating,  sometimes  as  a cooperating  group. 
Some  of  these  plans  have  reference  only  to  the  in- 
digent. Others  are  designed  to  provide  the  mechan- 
ism for  lower  cost  care  for  all  groups  of  the  popu- 
lation in  the  given  community,  particularly,  of 
course,  the  low  income  group. 

Some  of  the  plans  owe  their  existence  to  the  de- 
pression. With  millions  on  relief,  others  unemployed 
but  not  on  relief,  and  millions  more  on  sharply  re- 
duced incomes — all  more  likely  to  be  ill  than  before 
because  of  lack  of  adequate  food,  shelter  and  cloth- 
ing, and  also  because  of  worry  and  chagrin — it  was 
natural  that  many  communities  were  faced  with  a 
sharp  challenge  because  of  the  inadequacy  of  pre- 
vious arrangements  for  aid.  Many  communities 
thus  became  aware  for  the  first  time  of  the  serious- 
ness of  the  question  of  providing  medical  care  for 
those  who  cannot  easily  pay  for  it.  The  experiments 
and  plans  described  in  this  section,  therefore,  in- 
clude a great  many  “relief”  projects,  some  of  which 
were  temporary,  passing  away  when  special  funds 
were  withdrawn, — others  of  which  have  survived 
because  they  were  based  upon  principles  that  seemed 
to  meet  the  needs  of  the  community;  the  chapter  in- 
cludes also  a number  of  plans  that  had  nothing  to 
do  with  the  depression  and  that  had  indeed  been 
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started  years  before  the  depression  began.  Medical 
men  in  many  parts  of  the  country  have  been  led  to 
believe  that  out  of  these  plans  and  experiments  will 
emerge  a “master  plan”  that  will  answer  all  prob- 
lems, and  will,  with  local  variations,  be  operable 
anywhere. 

But  this  expectation  is  not  supported  by  the  weight 
of  opinion  in  this  report.  It  is  true  that  the  New 
Jersey  State  Medical  Society  in  an  official  “reply” 
for  use  in  “American  Medicine”  set  forth  the  view 
that  the  Washington,  D.  C.,  plan  is  the  “answer.” 
We  single  out  that  plan  for  comment  here  and  be- 
cause it  seems  to  us  better  than  some  other  local 
experiments — indeed  it  may  not  be  so  good — but  be- 
cause it  has  been  widely  publicized  and  because  a 
number  of  medical  men  throughout  the  country,  as 
“American  Medicine”  shows,  mention  it  hopefully. 

The  Washington  plan  involves  the  principle  of 
post-payment  of  a reduced  fee,  the  amount  of  which 
has  been  agreed  upon  in  advance  by  doctor  and 
patient  on  the  basis  of  an  investigation  made  by 
the  Bureau  with  the  cooperation  of  banks  and  other 
community  agencies.  Obviously  the  plan  does  not 
take  the  indigent  into  account,  since  the  indigent 
cannot  pay  even  a reduced  fee.  This  fact  is  said  to 
be  well  recognized  by  the  Washington  committees 
interested  in  the  plan,  and  they  are  hoping  to  de- 
velop it  so  that  it  will  include  provision  for  service 
to  the  indigent.  The  plan  has  been  adopted — usually 
with  some  modification — in  several  states.  An 
adaptation  of  it  is  being  tried  in  St.  Louis.  A mem- 
ber of  the  American  Surgical  Association  there 
makes  this  comment: 

“The  growth  of  this  plan  on  a firm  basis  will  be 
slower  here  than  in  Washington  for  two  reasons: 
The  high  percentage  of  government  salaried  people 
in  Washington  gives  a wider  need  for  this  plan  there 
than  in  this  city,  and  we  are  sufficiently  far  west  to 
have  regimentation  or  bracketing  of  any  kind  re- 
garded a little  more  askance  than  it  would  be  in  the 
older  communities.” 

The  plan  was  also  given  a trial  in  Baltimore,  but 
certain  correspondents  in  “American  Medicine” 
state  that  the  Baltimore  Bureau  was  discontinued 
as  of  December  31,  1936.  It  should  be  said  that 
the  failure  of  the  Bureau  in  Baltimore  is  not  in- 
terpreted by  all  concerned  as  evidence  of  deficiency 
in  the  plan  itself.  One  of  the  Baltimore  organizers 
\vrites : 

“The  reasons  were  that  the  initial  management  was 
faulty  in  not  keeping  expenditures  within  the  limits 
of  the  resources  available.  The  result  of  this  was 


that  in  the  first  few  months  of  its  existence  the  Bureau 
accumulated  an  overhead  charge  and  a deficit  which 
was  only  cleared  up  by  a number  of  directors  con- 
tributing voluntarily  to  liquidate  the  debt.  A con- 
tributing factor  of  the  failure  of  the  plan  was  the 
lack  of  general  support  and  interest  shown  by  the 
profession  in  Baltimore  City.  The  services  offered 
by  the  Bureau  were  utilized  by  only  a small  number  of 
men,  less  than  15  per  cent  of  the  total  membership  of 
the  Society.  . . . Many  of  us  still  think  that  the 
scheme  is  sound.” 

A number  of  other  medical  service  bureaus,  on  the 
prepayment  or  the  post-payment  principle,  are  rather 
fully  analyzed  in  “American  Medicine.”  On  the 
whole,  however,  the  contributors  to  “American 
Medicine”  seem  to  feel  that  while  these  “plans”  in- 
dicate an  earnest  desire  on  the  part  of  the  medical 
profession  to  cooperate  with  the  authorities  in  making 
medical  care  available,  most  of  the  plans,  by  their 
stress  on  the  patient’s  ability  or  inability  to  pay 
and  on  the  method  of  collecting  the  fees,  have  tended 
to  revolve  around  the  procedure  instead  of  the  sub- 
stance of  medical  care.  In  other  words  they  have 
not  taken  into  account  the  fact  that  in  most  cases 
what  is  needed  is  new  money  and  not  a new  pro- 
cedure for  spending  or  collecting  funds  that  do  not 
exist.  The  editor  of  the  present  report  puts  it  thus 
at  the  conclusion  of  this  chapter  on  experimentation: 
“Both  the  general  public  and  some  of  the  medical 
profession  are  beginning  to  feel  that  the  issues  can 
be  met  only  by  Planning  rather  than  bv  A Plan.” 

2.  State  Medicine 

“American  Medicine”  repeatedly  makes  the  point 
that  the  failure  to  define  the  term  “state  medicine” 
is  responsible  for  the  superficialty  and  the  futility 
of  most  of  the  discussion  in  the  past  few  years  on 
the  problem  of  organizing  medical  care.  Clearly 
there  can  be  no  intelligent  argument  between  those 
that  define  “state  medicine”  as  government  paid 
and  controlled  doctors,  and  those  that  define  state 
medicine  as  what  we  already  have  in  the  way  of 
federal,  state  and  local  public  health  departments 
and  as  governmental  care  of  the  insane,  the  tuber- 
culous, etc. 

By  a curious  contradiction,  as  “American  Medi- 
cine” points  out,  those  that  protest  most  loudly 
against  state  medicine  in  general  are  often  those 
most  eager  to  have  the  state  undertake  a certain 
particular  further  responsibility.  Paying  doctors  for 
the  care  of  the  indigent  is  state  medicine.  Using  the 
facilities  of  tax-supported  laboratories  at  cost  price 
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is  state  medicine.  Yet  these  and  other  forms  of  gov- 
ernment functioning  are  welcomed  and  advocated 
by  some  of  the  very  medical  men  who  make  speeches 
against  “state  medicine”  or  write  articles  and  edi- 
torials against  it  in  state  medical  journals.  So  far  as 
the  discussion  in  the  immediately  following  para- 
graphs go,  we  are  dealing  with  state  medicine  in 
the  thorough-going  or  Soviet  sense,  understanding  it 
to  mean  government  paid  doctors  under  government 
control.  Later  in  the  article,  a discussion  of  the 
final  chapter  of  “American  Medicine” — “Limited 
State  Medicine  and  Private  Practice” — makes  it 
necessary  to  bear  in  mind  the  distinction  between 
state  medicine  in  the  thorough-going  sense  and  state 
medicine  as  applied  to  the  government  functioning 
we  already  have.  The  distinction,  as  the  report 
points  out,  is  analogous  to  the  distinction  between 
exclusive  government  ownership  and  operation  of 
public  utilities,  and  government  regulation  of  them 
under  private  ownership. 

The  writers  in  “American  Medicine”  that  discuss 
state  medicine  in  the  thorough-going  sense,  are  not 
exceedingly  numerous.  The  case,  pro  and  con,  how- 
ever, is  put  adequately.  Typical  of  the  arguments 
against  state  medicine  in  the  thorough-going  sense 
are  the  following,  the  first  from  a southern  surgeon, 
FACS: 

“The  administration  of  medical  care  by  non-medical 
men  is  a travesty  on  the  efficiency  of  those  who  are 
supposed  to  know  medicine;  unless  great  care  is 
practiced  in  this  new  set-up  it  will  become  a second 
rate  medico-political  machine,  and  instead  of  ad- 
vancing the  interest  primarily  of  the  indigent  sick  it 
will  become  honeycombed  with  the  selfish  ambitions 
of  tricky  politicians,  with  consequent  suffering  by  those 
who  really  need  help.” 

And  the  second  from  a general  practitioner  in 
Chicago : 

“I  believe  that  the  State  should  not  provide  per- 
sonal medical  services  to  individuals  who  are  able  to 
pay,  unless  at  the  same  time  the  State  is  ready  to 
provide  food,  shelter,  automobiles  and  radios  to  this 
same  group  of  people.” 

The  pro  arguments  include  the  following,  from 
the  chairman  of  the  medical  board  of  a New  York 
State  hospital: 

“I  visualize  medicine  not  as  a commodity  but  as  a 
service  to  which,  in  civilized  countries,  every  mem- 
ber of  the  public  is  entitled.  . . . 

“There  can  be  no  choice  in  the  quality  of  medical 
service.  The  public  should  get  the  best  medical  at- 
tention no  matter  what  the  economic  circumstances 
of  the  patient  are.  . . .” 


And  from  a professor  of  medicine  in  an  approved 
medical  school  in  the  south,  physician  in  chief  of 
the  associated  hospital,  FACP: 

“There  are  no  half-way  solutions.  It  is  impossible 
to  draw  a line  at  which  it  may  be  decided  which  pa- 
tients should  receive  attention  as  a matter  of  public 
duty. 

“There  is  no  distinction  between  private  health  and 
public  health  matters.  They  are  both  a matter  of 
public  concern.” 

3.  Health  Insurance 

Sickness  insurance,  as  the  report  points  out,  would 
be  a more  apt  name.  Some  writers  indeed  who  dis- 
cuss, philosophically,  the  applicability  of  the  prin- 
ciple of  insurance  to  the  field  of  health,  testify  to 
a prejudice  against  insurance  because  it  seems  to 
them  to  stress  “accommodations  for  more  illness” 
rather  than  the  possibilities  of  health  and  the  means 
of  achieving  it.  They  feel  that  insurance  leads  the 
public  mind  to  dwell  upon  illness  and  the  ways  of 
paying  for  it,  and  that  a nation-wide  scheme  built 
upon  this  principle  militates  against  the  possibilities 
of  preventive  medicine  and  emphasis  upon  “positive 
health.” 

Some  writers  in  “American  Medicine”  discuss 
voluntary  insurance,  some  compulsory,  some  speak 
only  of  hospital  insurance.  Some  tell  their  experi- 
ence with  the  older  forms  of  prepayment  for  med- 
ical care,  contract  practice.  Some  assert  that  health 
insurance  is  inevitably  here,  others  that  it  is  im- 
possible. Some  persons  have  long  maintained  that 
it  is  deplorable  that  the  United  States  has  never  fol- 
lowed the  example  of  Great  Britain  and  other 
countries  in  installing  a compulsory  insurance  sys- 
tem by  which  persons  with  low  wages  can  get 
medical  care,  paid  for  out  of  a fund  made  up  of 
deductions  from  the  worker’s  pay  plus  contributions 
from  the  employer  and  from  the  government.  Others 
insist  that  such  a system  is  not  needed  here,  is  not 
wanted  here,  and  is  not  suited  to  our  temperament 
and  our  institutions. 

This  point  is  particularly  made  of  compulsory 
insurance,  frequently  referred  to  by  contributors  to 
“American  Medicine”  as  “un-American.”  Yet  a 
good  many  of  those  that  express  a preference  for 
voluntary  insurance  admit  that  it  will  not  be  effec- 
tive since,  they  feel,  those  that  need  insurance  most 
will  not  take  it  without  compulsion,  and  also  since 
insurance  has  no  reference  to  the  needs  of  the  in- 
digent, who  cannot  pay  insurance  premiums. 
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There  is  a discussion  of  group  insurance  through 
the  commercial  insurance  companies  and  of  group 
insurance  under  control  of  county  medical  societies. 
Most  of  the  writers  in  the  group  discussing  this 
subject  can  see  no  danger  to  private  practice  in  the 
latter  plan.  A number  of  them  feel  that  the  organ- 
ization of  any  insurance  system  should  not  be  left 
to  commercial  companies,  but  should  be  devised  by 
the  medical  profession. 

Hospital  Insurance 

There  is  a particularly  comprehensive  discussion 
of  hospital  insurance,  following  naturally  from  the 
extraordinary  extension  of  the  expedient  during  the 
past  few  years.  It  is  recognized  that  hospital  in- 
surance has  had  a great  appeal  to  hospital  trustees 
and  managements  because  it  seems  to  meet  the  finan- 
cial problem  of  hospitals  in  the  red,  by  providing 
new  money  where  none  existed  before.  It  appeals 
to  the  low  income  group,  notably  to  the  white  collar 
worker,  who  reasons  that  his  salary  will  not  meet 
the  cost  of  operations  or  hospitalization.  It  appeals 
to  doctors,  who  hope  that  if  the  hospital  fee  is  taken 
care  of  by  insurance,  the  patient  may  wangle  the 
doctor’s  fee. 

A number  of  writers  in  “American  Medicine,” 
however,  point  out  that  this  three-fold  appeal  is 
nevertheless  not  evidence  that  hospital  insurance  is 
the  soundest  way  of  meeting  present  problems.  A 
number  of  writers  indeed  emphasize  their  belief  that 
hospital  insurance  is  at  best  only  a partial  solution 
of  only  one  factor  in  the  problem.  Many  fear  that 
a superficial  satisfaction  with  hospital  insurance  will 
tend  to  postpone  the  more  permanent  remedy,  which 
they  consider  to  be  tax  support  to  hospitals  on  the 
condition  that  hospitals  make  their  services  available 
free  to  the  indigent  and  at  greatly  reduced  prices  to 
the  low  income  group. 

Of  the  discussion  of  insurance  in  general  in 
“American  Medicine,”  it  can  be  fairly  said  that 
while  there  is  much  support  for  various  forms  of 
it,  the  weight  of  opinion  seems  to  be  that  the  answer 
to  present  problems  certainly  does  not  lie  in  insur- 
ance alone. 


4.  Limited  State  Medicine  and  Private  Practice 

The  significance  of  the  final  chapter  of  “American 
Medicine”  lies  in  the  fact  that  it  collects  the  views 
of  the  very  considerable  group  of  medical  men  that 
believe  that  present  problems  will  best  be  met,  not 
by  state  medicine  in  the  Soviet  sense,  not  by  insur- 
ance, not  by  a “master  plan,”  but  rather  by  a com- 
bination of  “limited  state  medicine,” — a distinct 
but  evolutionary  increase  in  the  present  participation 
of  present  governmental  functioning — integrated 
with  private  practice. 

The  most  important  recommendations  in  this  con- 
nection, aside  from  the  obvious  recommendation  for 
extension  of  the  present  public  health  services,  fed- 
eral, state  and  local  are: 

the  recognition  of  governmental  responsibility  for 
the  care  of  the  indigent  sick,  meaning  the  legally 
indigent;  and,  in  the  view  of  a considerable  number, 
an  extension  of  this  service  to  the  medically  indigent, 
or  the  low  income  group; 

the  extension  of  the  list  of  diseases  endowed  with 
a public  interest  to  include  not  only  mental  disease, 
tuberculosis,  but  also  syphilis,  cancer,  and,  some 
writers  urge,  pneumonia,  the  cardiac  group,  arthritis, 
and  other  diseases  recognized  to  have  social  impor- 
tance because  they  are  a menace  to  society,  or  because 
they  are  responsible  for  the  unproductivity  of  so  many 
workers,  or  because  they  involve  treatment  so  lengthy 
and  expensive  that  individual  resources  cannot  man- 
age it; 

the  “socialization”  of  laboratory  service,  i.  e.,  exten- 
sion of  the  facilities  of  tax-supported  laboratories  or 
of  hospital  laboratories  under  government  subsidy, 
in  order  that  the  aids  to  diagnosis  may  be  available 
to  practitioners  generally  and  thereby  to  their  pa- 
tients at  low  units  of  cost,  and  free  to  the  indigent; 
the  allocation  of  tax  funds  to  voluntary  hospitals  in 
direct  proportion  to  the  amount  of  care  rendered  to 
the  legally  indigent  or  the  medically  indigent; 
assumption  of  greater  responsibility  for  the  training 
and  the  qualification  of  medical  men; 
government  support  of  research  as  a practical  con- 
dition of  high-grade  medical  service; 
and  allied  suggestions. 

Those  that  feel  the  solution  of  present  problems 
lies  in  this  integrated  system  of  public  health  service 
and  private  practice  believe  that  only  by  a cooper- 
ative attack  on  the  part  of  public  health  agencies  and 
medical  men  can  both  preventive  and  curative  medi- 
cine be  brought  to  their  potential  development. 
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Reports  for  Sixty-eighth  Annual  Session 

of  the 

Medical  Society  of  Virginia 


The  Council 

Minutes  of  the  winter  meeting  of  the  Council  appeared 
in  the  March,  1937,  issue  of  the  Monthly,  on  pages  753- 
755. 

Report  of  Executive  Secretary-Treasurer 

To  the  President  and  Members  of  the  House  of  Dele- 
gates: 

During  the  past  year,  subjects  considered  at  the  last 
meeting  of  the  House  have  received  attention,  and  the  com- 
mittees appointed  by  our  President  have  been  active  as 
their  excellent  reports  in  this  issue  of  the  Monthly  in- 
dicate. These  include  not  only  the  standing  Committees 
but  also  a number  of  others  which  seemed  necessary  for 
special  work.  Owing  to  the  death  of  Dr.  J.  Allison  Hodges, 
chairman  of  the  Advisory  Council  to  the  Woman’s  Auxil- 
iary, Dr.  Fletcher  J.  Wright,  a member  of  this  committee, 
was  named  chairman,  and  Dr.  James  B.  Stone  was  ap- 
pointed a new  member. 

Mr.  George  B.  Zehmer,  executive  secretary  of  the  De- 
partment cf  Clinical  and  Medical  Education,  has  returned 
from  a year’s  study  abroad  and  has  resumed  the  work 
which  was  continued  so  excellently  by  Mr.  J.  A.  Rorer  dur- 
ing his  absence. 

The  President  appointed  Dr.  J.  W.  Preston,  of  Roanoke, 
to  represent  this  Society  at  the  Virginia  State-wide  Safety 
Conference  held  in  that  city  in  May,  and  also,  in  accord- 
ance with  motion  by  the  Council  at  its  winter  meeting, 
appointed  Dr.  C.  B.  Bowyer,  Dr.  J.  E.  Knight,  and  Dr. 
J.  E.  Rawls  as  a committee  to  make  a study  of  the  ques- 
tion of  the  interrelationship  of  membership  in  the  county, 
State,  and  national  organizations,  and  requested  them  to 
report  on  this  at  the  Council  meeting  in  Roanoke. 

As  directed  at  the  last  meeting  of  the  Society,  charter 
was  issued  the  Fourth  District  Medical  Society,  replacing 
the  former  Post-Graduate  Medical  Society  of  Southern 
Virginia.  The  new  organization  absorbed  several  addi- 
tional units  already  chartered  independently — Amelia, 
Buckingham,  Cumberland,  Mecklenburg,  Powhatan,  and 
Prince  Edward — and  added  Appomattox  County  which 
was  not  previously  organized.  Investigation  showed  that 
Franklin  County,  which  had  previously  been  reported  with 
the  Roanoke  Academy  of  Medicine,  was  not  chartered  and 
it  is  therefore  dropped  from  the  list  of  organized  coun- 
ties. With  these  changes,  the  chartered  societies  now 
number  forty-seven,  including  ninety  counties  and  one 
city. 

At  the  Atlantic* City  meeting  of  the  American  Medical 
Association,  we  were  represented  by  Drs.  J.  C.  Flippin 
and  Walter  B.  Martin,  regularly  elected  delegates,  and 


Dr.  Wyndham  B.  Blanton  who  kindly  consented  to  serve 
as  an  alternate  when  Dr.  Clarkson  was  taken  sick  at  the 
last  minute  and  no  regular  alternate  could  arrange  to  at- 
tend. 

Again  we  call  attention  to  the  fact  that  the  publishers 
have  only  a limited  supply  of  the  three  volumes  of  the 
History  of  Medicine  in  Virginia  and  will  publish  no  further 
editions,  so  members  interested  should  purchase  copies 
promptly. 

Our  General  Assembly  is  to  meet  this  winter  and,  while 
the  Society  has  not  yet  been  asked  to  sponsor  any  bill, 
some  matter  may  arise  in  which  we  are  interested.  In 
such  event,  we  wish  to  ask  the  cooperation  of  the  in- 
dividual doctors  as  well  as  the  component  organizations, 
for  only  by  united  effort  may  we  succeed. 

The  finances  of  the  Society  are  in  good  shape  as  will 
be  shown  by  the  auditor’s  report  to  appear  with  the  minutes 
of  this  meeting.  We  have  received  several  additional 
small  payments  on  the  $1,000  bond  held  in  trust  since  the 
depression,  leaving  only  a balance  of  $100  now  due.  The 
government  bonds  reported  at  the  last  meeting  are  still 
intact. 

We  are  greatly  indebted  to  officers  of  component  so- 
cieties and  a number  of  individual  members  for  their 
efficient  cooperation  in  connection  with  the  activities  at 
headquarters  and  count  on  your  continued  interest  and 
help. 

Agnes  V.  Edwards, 
Executive  Secretary-Treasurer. 

Report  of  the  Delegates  to  the  American 
Medical  Association 

So  many  subjects  of  significance  came  up  before  the 
House  of  Delegates  of  the  American  Medical  Association 
for  discussion  and  action  that  it  is  impossible  in  a brief 
report  to  more  than  touch  on  the  important  ones.  It  is 
suggested  that  every  member  of  our  Society  read  care- 
fully the  report  of  the  House  of  Delegates,  as  published  in 
the  Journal  of  the  A.  M.  A.,  issues  of  June  19  and  June  26. 

Various  resolutions  were  introduced  dealing  with  dif- 
ferent phases  of  medical  economics  and  with  the  impinge- 
ment of  Governmental  action  on  the  practice  of  medicine. 
Senator  James  Hamilton  Lewis  addressed  the  House  of 
Delegates,  advocating  a plan  of  Federal  care  of  the  in- 
digent sick.  This  plan  is  dealt  with  elsewhere  by  the 
Committ.e  on  Medical  Economics.  The  House  of  Dele- 
gates moved  to  cooperate  with  all  Governmental  agencies, 
when  requested,  in  working  out  plans  for  the  care  of  the 
indigent  sick. 
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Of  especial  interest  was  the  action  of  the  House  of 
Delegates  on  the  question  of  contraception.  Apparently 
this  action  has  been  somewhat  misunderstood.  The  Com- 
mittee presenting  the  report  took  the  position  that  con- 
traception is  a matter  between  the  individual  physician 
and  his  patient  and  that  it  should  be  handled  through  regu- 
lar medical  clinics,  as  any  other  medical  problem.  The 
report  favored  the  investigation  by  competent  agencies 
of  various  materials  and  devices  used  as  contraceptives, 
to  determine  their  effectiveness  and  their  physiological 
effect.  It  further  advocated  proper  instruction  in  medical 
schools  on  subjects  related  to  fertility  and  sterility. 

Resolutions  introduced  by  the  New  York  delegates, 
proposing  a National  Health  Program,  were  referred  to 
the  Board  of  Trustees  for  study. 

Action  was  taken  on  establishing  an  annual  distinguished 
service  award. 

Approval  was  given  of  the  campaign  being  carried  on 
by  the  United  States  Public  Health  Service  against  syphilis. 

The  indiscriminate  and  uncontrolled  sale  of  barbitu- 
rates was  condemned. 

Of  great  value  was  the  report  of  the  Committee  on 
medico-legal  blood  grouping  tests.  This  report  is  an  ex- 
cellent review  of  our  knowledge  on  the  subject.  The 
Committee  recommended  that,  where  necessary,  laws 
should  be  passed  which  would  authorize  courts  to  order 
blood-grouping  tests  in  cases  of  disputed  parentage,  and 
to  receive  the  reports  of  such  tests  in  evidence. 

Numerous  other  matters  came  up  for  discussion  in  the 
House  of  Delegates  and  it  was  necessary  to  hold  a number 
of  special  meetings,  in  addition  to  the  regular  sessions. 
We  again  refer  you  to  the  published  report  of  these  meet- 
ings, which  we  believe  deserve  carefully  study. 

J.  C.  Flippin, 

Walter  B.  Martin, 

Delegates. 

Wyndham  B.  Blanton, 
Alternate. 

Report  of  Publication  and  Program  Committee 

The  Publication  and  Program  Committee  of  the  Med- 
ical Society  of  Virginia  has  held  its  usual  two  meetings 
during  the  year  for  the  arrangement  of  the  annual  pro- 
gram and  for  the  discussion  of  the  affairs  of  the  Vir- 
ginia Medical  Monthly.  The  program  for  this  year  rep- 
resents one  departure  from  the  usual  procedure,  namely, 
the  institution  of  round-table  discussion  in  place  of  a 
symposium.  This  innovation  has  already  received  favor- 
able comment,  and  it  is  hoped  that  it  may  prove  an  in- 
teresting feature  of  the  meeting. 

Wyndham  B.  Blanton,  Chairman. 

Report  of  the  Committee  on  Scientific  Exhibits 
and  Clinics 

To  the  President  and  Members  of  the  House  of  Dele- 
cates  : 

We  wish  to  report  that  your  Committee  on  Scientific 
Exhibits  and  Clinics  has  been  active  during  the  past  year 
and  takes  pride  in  the  quality  and  the  number  of  scien- 


tific exhibits  which  have  been  secured  for  the  1937  meet- 
ing in  Roanoke. 

We  feel  safe  in  saying  that  no  greater  interest  in  scien- 
tific exhibits  has  been  shown  at  any  time  on  the  part  of 
the  membership  of  the  Society  than  for  this  meeting,  and 
we  sincerely  hope  a standard  will  be  set  that  will  not  be 
lessened  in  future  years. 

We  take  pleasure  in  reporting  that  the  Roanoke  Acad- 
emy of  Medicine  has  arranged  an  outstanding  clinic  pro- 
gram for  Tuesday,  October  12th,  at  2:30  P.  M.,  in  the 
ballroom  of  the  Hotel  Patrick  Henry.  Dr.  Frank  H.  Lahey, 
of  the  Lahey  Clinic,  Boston,  Mass.,  will  present  the  sub- 
ject, “Thyroid  Disease,”  and  Dr.  W.  McK.  Craig,  of  the 
Mayo  Clinic,  Rochester,  Minn.,  will  present  the  subject, 
“Hypertension  and  Its  Surgical  Treatment,”  which  will 
be  illustrated  by  moving  pictures. 

We  are  indebted  to  the  scientific  exhibit  committeeman 
of  the  Roanoke  Academy  of  Medicine,  Dr.  W.  W.  S. 
Butler,  Jr.,  for  his  helpfulness  in  arranging  space  for  the 
exhibits.  The  Society  appropriation  of  $75.00,  will  not 
be  enough  to  cover  the  expenses  in  arranging  facilities 
to  show  the  exhibits.  We  recommend  that  the  Council 
authorize  a deficiency  expenditure  to  reimburse  the  Roa- 
noke Academy  of  Medicine  for  their  additional  expendi- 
ture in  connection  with  these  exhibits,  which  will  be  about 
$50.00. 

We  recommend  that  the  forms  and  other  materials  which 
have  been  purchased  to  arrange  the  exhibits  be  stored  at 
the  Society  headquarters  in  Richmond  which  could  be 
used  in  arranging  for  future  scientific  exhibits,  thereby 
effecting  a considerable  saving  in  future  years. 

We  wish  to  report  the  following  exhibits: 

1.  “Studies  in  Spinal  Fluid  Pressure,”  by  Drs.  E.  P. 
Lehman  artd  W.  H.  Parker,  University  of  Virginia. 

2.  “New  Methods  of  Culture  of  and  Comparison  with  the 
Standard  Methods  of  Culture  for  Tubercle  Bacilli,” 
by  Dr.  Geo.  B.  Lawson,  Roanoke,  Va.,  and  A.  W. 
Bengston,  Catawba  Sanatorium. 

3.  “Pneumonia  Control,”  by  Dr.  Russell  Cecil,  New  York 
and  Dr.  Dublin  and  Dr.  Armstrong  of  the  Metro- 
politan Life  Insurance  Company,  New  York. 

4.  “Foreign  Bodies  in  the  Air  and  Food  Passages,”  and 
“Plastic  Work  of  the  Face  and  Head,”  by  Dr.  E.  G. 
Gill,  Roanoke,  Va. 

5.  “A  Report  on  24,000  Wassermann  Tests  Done  at  the 
Jefferson  Hospital  During  the  Past  Fifteen  Years.” 
by  Dr.  K.  T.  Redfield,  Roanoke,  Va. 

6.  “Analysis  of  Cases  Treated  by  Fever  Therapy  with 
Display  of  Apparatus  Used,”  by  Dr.  James  King,  St. 
Albans  Sanatorium,  Radford,  Va. 

7.  “Some  Common  Surgical  Conditions  of  the  Colon, 
Rectum,  and  Anus,”  by  Dr.  Joseph  Horgan,  Washing- 
ton, D.  C. 

8.  “Cancer  of  the  Breast,  Shown  in  Color  by  Moving 
Pictures,”  by  Dr.  Hugh  H.  Trout,  Roanoke,  Va. 

9.  “Demonstration  of  Dark  Field  Examinations  for  Pri- 
mary Syphilis,”  by  Virginia  State  Health  Department. 

10.  “Exhibits  From  the  Art  Department  and  the  Pathology 
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Department  of  Stuart  Circle  Hospital,”  by  Dr.  Regena 
C.  Beck,  Richmond,  Va. 

11.  ‘‘Exhibit  Demonstrating  Usefulness  of  Official  Drugs,” 
prepared  by  Dr.  E.  Fullerton  Cook,  Secretary  of  the 
Revision  Committee  of  the  U.  S.  Pharmacopeia,  and 
presented  by  Dr.  H.  B.  Haag,  Medical  College  of 
Virginia. 

12.  ‘‘Prostatic  Hypertrophy,”  by  Dr.  Austin  I.  Dodson, 
Richmond,  Va. 

Respectfully  submitted, 

J.  D.  Willis,  Chairman, 

W.  Ambrose  McGee, 

Staige  D.  Blackford. 

Report  of  the  Department  of  Clinical  and 
Medical  Education 

The  work  of  the  Department  has  been  confined  almost 
entirely  to  postgraduate  courses  in  Obstetrics  and  Gyne- 
cology, and  Pediatrics.  Dr.  L.  L.  Shamburger  has  served 
as  clinician  in  Obstetrics  and  Gynecology  since  July  1, 
1936,  while  Dr.  Jay  M.  Arena  has  served  as  clinician  in 
Pediatrics  since  October  1,  1936.  Dr.  Arena  has  sub- 
mitted his  resignation  to  take  effect  on  September  1,  1937, 
in  order  to  accept  an  appointment  as  Associate  Professor 
of  Pediatrics  at  the  Duke  University  Medical  School. 

Obstetrics  and  Gynecology: 

A full  report  on  the  courses  of  Obstetrics  is  attached. 
It  will  be  noted  that  139  meetings  have  been  held  with 
a total  attendance  of  749  and  an  average  of  5.4  per  meet- 
ing. There  were  257  different  doctors  reached  by  the 
courses.  The  reports  on  the  number  of  visits,  consulta- 
tions and  clinics  are  not  complete  and  therefore  the  figures 
here  given  are  inadequate.  It  is  regrettable  that  the  at- 
tendance at  meetings  is  so  small.  Some  consolation,  how- 
ever, is  found  in  the  fact  that  by  holding  meetings  for 
only  a few  doctors  in  rural  areas  many  are  reached  who 
would  not  be  if  courses  were  held  only  where  large  at- 
tendance could  be  gotten. 

It  has  been  the  custom  to  send  a questionnaire  to  each 
doctor  attending  a course.  The  results  are  shown  in  the 
report.  It  will  be  noted  that  in  general  the  lectures  and 
clinics  are  reported  as  being  excellent  or  good.  There 
is  a feeling  that  the  course  is  perhaps  too  short.  Con- 
sultations are  considered  desirable  and  usually  very  suc- 
cessful. In  nearly  every  case  the  doctor  considers  the 
course  worth  the  time  and  money  spent.  The  most  valu- 
able features  of  the  courses  are  consultations  and  visits, 
clinics,  and  films  and  pictures.  The  most  serious  weakness 
continues  to  be  the  lack  of  clinical  material.  The  most 
frequent  suggestions  for  improvement  are  to  have  more 
clinical  material,  longer  courses  and  better  publicity  and 
local  arrangements.  Other  courses  desired  are  Pediatrics, 
General  Medicine,  and  more  Gynecology. 

Forty-six  counties  have  been  covered  by  these  courses. 
At  present  Dr.  Shamburger  is  holding  a course  with  Dr. 
Arena  in  the  southwestern  part  of  the  State  in  the  Coun- 
ties of  Washington,  Smyth,  Wythe,  Grayson,  and  Carroll. 
The  meetings  are  being  held  at  Abingdon,  Marion, 
Wytheville,  and  Galax. 


Pediatrics: 

The  attached  report  on  Pediatrics  shows  283  doctors 
attended  119  meetings  with  a total  attendance  of  972  and 
an  average  attendance  of  8.4.  Dr.  Arena  made  930  visits, 
held  464  consultations  and  twenty-five  clinics.  This  work 
covered  twenty-nine  counties.  Dr.  Arena  is  now  ending 
his  service  by  conducting  a joint  course  with  Dr.  Sham- 
burger in  the  southwestern  part  of  the  State. 

The  questionnaire  returns  indicate  that  the  lectures  in 
Pediatrics  were  generally  considered  excellent  or  good. 
Very  few  clinics  were  held.  The  course  is  considered  too 
short  by  a considerable  number  but  just  right  by  a smaller 
number  of  those  reporting.  Consultations  were  generally 
considered  desirable  and  successful.  The  course  was  in 
nearly  all  cases  considered  worth  the  time  and  money 
spent. 

The  most  valuable  features  were  discussions,  consulta- 
tions and  visits,  lectures  and  new  methods  presented.  The 
greatest  weaknesses  were  lack  of  clinical  material  and  the 
shortness  of  the  course.  Suggestions  for  improvement  in- 
clude: more  clinical  material  and  a longer  course.  Other 
courses  suggested  are:  Dermatology,  more  Pediatrics, 
Obstetrics,  and  General  Medicine. 

Medical  School  Clinics: 

In  accordance  with  past  practices,  postgraduate  clinics 
were  conducted  in  cooperation  with  the  Department  of 
Clinical  and  Medical  Education,  at  the  two  Virginia 
Medical  Schools.  One  clinic  was  held  at  the  Medical 
College  of  Virginia  and  two  at  the  University  of  Virginia 
Department  of  Medicine.  A full  report  on  the  program 
and  the  doctors  attending  the  clinic  conducted  at  the 
Medical  College  of  Virginia  was  given  in  the  May  issue 
of  the  Virginia  Medical  Monthly.  Full  reports  on  the 
clinics  held  at  the  University  of  Virginia,  Department  of 
Medicine,  were  given  in  the  December  and  June  issues  of 
the  Monthly.  These  reports  indicated  the  continued  and 
growing  interests  in  this  form  of  postgraduate  education 
and  reflected  a marked  increase  in  attendance.  The  De- 
partment wishes  to  take  this  opportunity  again  to  thank 
the  Medical  Schools  for  their  active  participation  in  the 
Society’s  program  of  postgraduate  education,  and  to  ex- 
press the  hope  that  they  will  continue  to  render  this  form 
of  service,  increasing  and  extending  it  wherever  prac- 
tical. 

Miscellaneous: 

The  Department  received  during  the  year  the  resigna- 
tion of  Dr.  Jay  M.  Arena  who  had  acted  as  postgraduate 
clinician  in  Pediatrics.  Dr.  Arena  resigned  to  accept  an 
appointment  in  the  Medical  School  of  Duke  University. 
After  careful  consideration  Dr.  Robert  B.  Hightower, 
who  is  well-known  to  many  Virginians,  and  who  is  now 
affiliated  with  the  Harvard  Medical  School,  was  elected  to 
continue  the  postgraduate  work  in  Pediatrics.  Dr.  L.  L. 
Shamburger  continues  to  act  as  graduate  instructor  in 
Obstetrics  and  Gynecology.  The  Department  recognizes 
the  devotion  to  the  cause  and  the  high  quality  of  instruc- 
tion rendered  by  both  Dr.  Arena  and  Dr.  Shamburger. 

It  is  understood  that  funds  from  the  Children’s  Bureau 
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of  the  United  States  Department  of  Labor  will  continue 
to  be  available  through  the  State  Department  of  Health 
to  cover  the  salary  and  traveling  expenses  of  clinicians  in 
pediatrics  and  obstetrics,  and  the  Department  whole- 
heartedly recommends  that  the  Society  continue  the  co- 
operation with  the  State  Department  of  Health  and  there- 
by carry  forward  its  program  of  graduate  instruction  in 
these  special  fields. 

The  Department  continues  to  receive  numerous  requests 
from  the  physicians  throughout  the  State  for  courses  in 
General  Medicine  and  in  subjects  other  than  those  in  Ob- 
stetrics and  Pediatrics.  To  meet  this  demand,  the  De- 
partment recommends  that  the  Society  increase  its  annual 
appropriation  to  the  Department  of  Clinical  and  Medical 
Education  from  $500  to  $750  and  that  the  $250  increase 
be  used  for  the  purpose  of  conducting  several  courses  in 
new  fields  of  interests  in  strategic  sections  of  the  State. 
For  these  special  courses,  an  attendance  fee  of  from  $5.00 
to  $10.00  will  be  charged.  The  additional  income  from 
fees  plus  the  $250  requested  from  the  Society  will  be  suffi- 
cient to  cover  the  cost  of  these  new  courses  during  an 
experimental  period. 

Financial  Report: 

The  financial  report,  in  some  detail,  is  given  below. 
It  will  be  observed  from  this  report  that  the  total  receipts 
for  the  year  amount  to  $1,522.82.  Expenditures  were 
$1,433.35,  leaving  a balance  of  $89.47.  There  is  an  item- 
ized account  of  the  payments  made  on  June  15th  and 
June  29th  to  the  Extension  Division  covering  amounts 
paid  by  the  Division  for  travel,  printing,  etc.  It  will 
also  be  noted  that  of  the  $500.00  appropriated  by  the 
Medical  Society  of  Virginia,  $410.00  was  paid  direct  to 
the  Department  of  Clinical  and  Medical  Education  and 
$90.00  direct  to  Mr.  J.  N.  G.  Finley  for  his  services  as 
class  organizer  in  the  month  of  May. 


Supplement 

The  following  was  submitted  at  the  meeting  of  this 
Department,  August  23,  1937,  and  approved  by  all  mem- 
bers present: 

That  the  Medical  Society  of  Virginia  be  asked  to  re- 
quest the  two  medical  schools  to  undertake  Post-Graduate 
Medical  Instruction,  not  only  at  the  institutions,  but  also 
through  extension  courses  throughout  the  State. 

The  question  of  Sex  Education  in  the  Public  Schools, 
brought  up  at  the  February  meeting,  and  referred  to  a 
sub-committee  to  confer  with  the  State  Superintendent  of 
Public  Instruction,  reported  that  as  yet  nothing  had  been 
accomplished,  but  that  the  question  would  be  taken  up 
with  him  again. 

Committee: 

P.  St.  L.  Moncure,  Chairman, 

George  B.  Zehmer,  Executive  Secretary, 
Lee  Sutton, 

J.  C.  Flippin, 

John  R.  Hamilton, 

I.  C.  Riggin, 

G.  M.  Naff. 


Financial  Statement 
September  4,  1936 — August  21,  1937 


Receipts 

Balance  on  hand,  September  4,  1936 $402.82 

Fees  received  to  date 710.00 

Appropriation  from  Medical  Society  of 

Virginia  410.00 


Total  Receipts $1,522.82 

Disbursements 

1936 

Dec.  1 — E.  L.  Woolfolk  (salary) $ 90.00 

Dec.  8 — Dr.  Charles  Savage  (refund) 2.50 

1937 

Jan.  1 — E.  L.  Woolfolk  (salary) 90.00 

Jan.  9 — Tax  on  three  checks .06 

Feb.  1 — J.  N.  G.  Finley  (salary) 90.00 

Mar.  1 — J.  N.  G.  Finley  (salary) 90.00 

Apr.  1 — J.  N.  G.  Finley  (salary) 90.00 

May  1 — J.  N.  G.  Finley  (salary) 90.00 

Telegram — Dr.  Flippin  .78 

June  1 — (J.  N.  G.  Finley  was  paid  $90.00 


this  month  directly  by  Medical  So- 


ciety of  Virginia). 

June  15 — Extension  Division 324.40 

June  29 — Extension  Division 475.61 

July  1 — J.  N.  G.  Finley  (salary) 90.00 


Total  Disbursements $1,433.35 


Balance  on  hand,  August  21,  1937 -_$  89.47 


Itemized  Statement  of  Expenditures 
September  4,  1936 — August  21,  1937 
Traveling  Expenses  of  Class  Organizers: 

1936 

9/17-  9/21:  Trip:  J.  A.  Rorer,  to  Lynchburg,  Roa- 
noke, Bristol,  Lebanon,  Pennington 


Gap,  Big  Stone  Gap,  and  Norton $46.28 

9/24-  9/25:  Trip:  J.  A.  Rorer,  to  Wytheville 19.05 

10/13-  : Trip:  J.  A.  Rorer,  to  Staunton 3.38 

10/29-11/4  : Trip  E.  L.  Woolfolk,  to  Buchanan 

Dickenson,  Tazewell,  and  Russell 

Counties  56.39 

10/29-11/2  : Trip:  J.  A.  Rorer,  to  Buchanan, 

Dickenson,  Tazewell,  and  Russell 

Counties  17.05 

10/19-10/20:  Trip:  J.  A.  Rorer,  to  Nelson  County 10.20 

10/21-  : Trip:  J.  A.  Rorer,  to  Orange  County 5.12 

10/22-  : Trip:  J.  A.  Rorer,  to  Montross 8.88 

11/27-11/29:  Trip:  J.  A.  Rorer,  to  Suffolk,  Nanse- 

mond  and  Isle  of  Wight  Counties 28.15 

11/13-11/14:  Trip:  J.  A.  Rorer,  to  Washington 8.92 

12/12-12/22:  Trip:  J.  A.  Rorer,  to  Roanoke,  Frank- 
lin, and  Bedford  Counties 18.40 

12/28-12/29:  Trip:  J.  A.  Rorer,  to  Petersburg 12.95 

1937 

1/2  - 1/3  : Trip:  J.  N.  G.  Finley,  to  Prince  George, 

Surry,  and  Dinwiddie  Counties 17.63 
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1/9  - : Trip:  J.  N.  G.  Finley,  to  Bedford  and 

Franklin  Counties 13.10 

1/22-  1/24:  Trip:  J.  N.  G.  Finley,  to  Pittsylvania, 

Patrick,  and  Henry  Counties 24.80 

1/28-  1/29:  Trip:  J.  N.  G.  Finley,  to  Pittsylvania, 

Patrick,  and  Henry  Counties 18.80 

2/3  - 2/4  : T rip : J.  N.  G.  Finley,  to  Northern  Neck 

and  Mid-Tidewater  15.30 

2/10-  : Trip:  J.  A.  Rorer,  to  Richmond 5.65 

2/13-  2/14:  Trip:  J.  N.  G.  Finley,  to  Northern  Neck 

and  Tidewater  22.30 

2/19-  : Trip:  J.  N.  G.  Finley,  to  Louisa  and 

Hanover  Counties 6.65 

3/1  - 3/2  : Trip:  J.  N.  G.  Finley,  to  Yorktown 

Peninsula  11.68 

3/7  - : Trip:  J.  N.  G.  Finley,  to  Richmond, 

Louisa  and  Caroline  Counties 7.65 

3/8  - : Trip:  J.  N.  G.  Finley,  to  Richmond  and 

Toano  7.60 

3 - 3/10:  Trip:  J.  N.  G.  Finley,  to  Campbell 

County 12.60 

3/19-  : Trip:  J.  N.  G.  Finley,  to  Rockingham 

County 6.54 

3/23-  : Trip:  J.  N.  G.  Finley,  to  Buckingham 

County , 5.10 

3/24-  : Trip:  J.  N.  G.  Finley,  to  Buckingham 

County 3.36 

3/26-  3/27:  Trip:  J.  A.  Rorer,  to  Yorktown  Penin- 
sula   19.40 

3/27-  3/28:  Trip:  J.  N.  G.  Finley,  to  Alleghany, 

Bath,  and  Rockingham  Counties 11.12 

4/12-  4/14:  Trip:  J.  N.  G.  Finley,  to  Yorktown 

Peninsula  and  Norfolk 22.85 

4/18-  4/18:  Trip:  J.  N.  G.  Finley,  to  Norfolk  and 

Portsmouth 15.15 

5/10-  5/11:  Trip:  J.  N.  G.  Finley,  to  Alleghany, 

Bath,  and  Rockingham  Counties 13.10 


5/17-  5/18:  Trip:  J.  N.  G.  Finley,  to  Southampton, 
Greensville,  Brunswick,  and  Meck- 
lenburg Counties  14.26 


Printing : 

Announcements : 

Obstetrics,  Circuit  I $ 8.50 

“ “ II 7.50 

“ “ III 8.50 

“ “ IV 6.50 

“ “ V 6.50 

“ “ VI 6.00 

“ “ VII 6.00 

“ “ VIII 3.00 

Pediatrics,  Circuit  I 6.00 

“ “ II 4.00 

“ “ III 6.50 

“ “ IV 6.50 

“ “ V 6.00 

“ “ VI 3.00 

“ “ VII 6.00 

2,000  Registration  Cards 8.25 

2.000  Reminder  Cards  10.00 

4.000  “ “ 12.00 

1.000  Envelopes  5.25 

Envelopes  and  letterheads 36.00 


Total  Printing 


$162.00 


Miscellaneous: 

Telephone  and  Telegraph  $33.39 

Postage  93.21 

Maps  3.00 


Total  Miscellaneous $129.60 


Summary: 

Travel  $509.41 

Printing  „ 162.00 

Miscellaneous  129.60 


Obstetrics  and  Gynecolocy 
(Cumulative  Record) 

No.  Attend- 


A ttend- 

No. 

ancc 

Consul- 

Circuit 

ing  Meetings 

T otal 

A<v. 

Visits 

tations  Cli 

nics 

Suffolk  and  Nansemond 

A 

Exploratory  Period 

45 

11 

Halifax,  Brunswick,  Greensville 

I 

29 

15 

91 

6.0 

50 

46 

Lee,  Wise,  Scott 

_ II 

18 

10 

45  E 

4.5  E 

Russell,  Dickenson,  Buchanan, 

Tazewell  

III 

20 

15 

70 

4.7 

18 

15 

Petersburg,  Dinwiddie,  Southampton 

IV 

39 

15 

124 

8.3 

20 

4 

Mid-Tidewater,  Northern  Neck 

_ V 

28 

13 

67 

5.2 

13 

4 

Louisa,  Buckingham,  Church  Hill, 

Caroline 

- VI 

23 

17 

69 

4.0 

11 

Norfolk,  Newport  News,  Williamsburg  VII 

41 

19 

109 

5.7 

25 

1 

Alleghany,  Bath,  Rockbridge 

VIII 

29 

20 

30 

4.0 

28 

22 

2 

Farmville,  Charlotte  Court  House, 

Blackstone 

- IX 

30 

15 

94 

6.3 

90 

15 

1 

257  139  749  5.4  231  178 


Totals 


12 
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Pediatrics 

(Cumulative  Record) 

No.  Attend- 

Attend-  No.  ance 


Consul- 


Circuit 

Nelson,  Orange,  and  Vicinity I 

Suffolk,  Nansemond,  Isle  of  Wight — II 

Roanoke,  Bedford,  Franklin III 

Pittsylvania,  Danville,  Martinsville — IV 

Lynchburg,  Campbell  V 

Albemarle,  Augusta,  Rockingham VI 

Southampton,  Greensville,  Northern 

Neck  VII 

Winchester,  Woodstock,  Front  RoyaLVIII 


Totals 283 

Report  of  the  Committee  on  Legislation 
To  the  President  and  Members  of  the  House  of  Dele- 
gates : 

No  special  work  has  come  up  for  the  attention  of  our 
Committee  during  the  past  year.  The  Chairman  has  been 
called  in  consultation  by  the  President,  Dr.  Hutcheson,  in 
regard  to  several  matters  of  national  interest,  but  it  was 
felt  that  no  action  need  be  taken  on  these. 

H.  U.  Stephenson,  Chairman. 

Report  of  the  Committee  on  Medical  Economics 

Two  questions  were  referred  to  the  Committee  on  Med- 
ical Economics  by  the  last  House  of  Delegates.  One  other 
matter  was  referred  to  the'  Committee  during  the  year. 

The  Committee  held  a meeting  at  11:00  A.  M.,  May  21, 
1937,  at  Charlottesville.  Those  present  were  Dr.  A.  F. 
Robertson  of  Staunton  and  Dr.  W.  B.  Martin  of  Norfolk. 
Notification  of  the  meeting  was  sent  to  various  individuals 
concerned  in  the  matters  referred  to  the  Committee. 

The  first  question  considered  was  the  resolution  referred 
to  it  relative  to  the  endorsement  by  the  Medical  Society 
of  Virginia  of  a proposed  bill  to  be  introduced  into  the 
next  General  Assembly  seeking  relief  from  State  and 
local  taxes  of  private  hospitals.  A letter  was  presented 
from  Dr.  A.  M.  Showalter,  proponent  of  the  resolution, 
stating  that,  since  considerable  opposition  had  arisen 
within  the  hospital  group  itself,  he  was  not  prepared  to 
further  urge  the  resolution.  Your  Committee  felt  that  in 
consequence  of  this,  no  action  should  be  taken  by  the 
House  of  Delegates  of  the  Medical  Society  of  Virginia 
until  such  time  as  the  several  hospitals  can  agree  upon  a 
program.  We  therefore  recommend  that  this  question  be 
dropped  for  the  present. 

Your  Committee  was  further  directed  to  investigate  the 
rates  charged  for  insurance  for  malpractice  in  this  State, 
and  to  advise  the  Society  as  to  their  opinion  as  to  the 
fairness  of  these  rates.  Dr.  W.  W.  Wilkinson,  the  pro- 
ponent of  this  resolution,  was  unable  to  be  present  at 
the  meeting  of  the  Committee. 

There  are  two  companies  engaged  in  writing  insurance 
of  this  type  in  the  State,  one  a mutual  company,  the  other 
a stock  company.  The  Aetna  Life  Insurance  Company 
now  charges  a rate  of  $25.00  for  single  policies  all  over 
the  State,  and  $17.50  on  a group  basis.  The  Lumbermen’s 
Mutual  Casualty  Company  offers  a rate  that  varies  some- 
what, depending  on  special  risks.  For  general  practi- 


ing 

Meetings 

T otal 

A v. 

Visits 

tations  Clinics 

20 

10 

79 

7.9 

86 

50 

1 

16 

6 

57 

9.5 

49 

43 

49 

24 

158 

6.6 

129 

51 

10 

50 

15 

152 

10.1 

138 

79 

5 

29 

15 

107 

7.1 

115 

39 

2 

44 

15 

161 

10.7 

136 

59 

1 

36 

20 

140 

7.0 

153 

101 

5 

39 

14 

118 

8.4 

124 

42 

1 

283 

119 

972 

8.4 

930 

464 

25 

tioners  not  using 

X-ray, 

ultra- 

violet 

ray,  or 

equipment  involving  special  risk,  the  annual  premium 
rate  is  $16.00,  subject  to  their  annual  dividend,  which  last 
year,  was  20  per  cent.  This  would  make  the  net  rate  for 
general  practitioners  $12.80.  There  is  a somewhat  higher 
rate  for  men  using  X-ray  or  other  mechanical  equipment. 
Your  Committee  feels  that  with  two  companies  engaged 
in  writing  this  class  of  insurance,  the  premium  will  be 
adjusted  on  a competitive  basis  and  that  the  opportunity 
now  exists  for  the  general  practitioner  to  secure  protec- 
tion at  a reasonable  cost. 

The  third  question  referred  to  the  Committee  was  one 
of  general  interest,  but  involves  matters  beyond  the  power 
of  the  Committee  to  solve.  It  was  brought  to  our  atten- 
tion by  a letter  from  Dr.  W.  A.  Plecker,  State  Registrar 
of  Vital  Statistics,  addressed  to  the  Secretary  of  our  So- 
ciety, and  enclosing  a letter  from  a minister  engaged  in 
Home  Mission  Work  in  one  of  the  rural  mountain  dis- 
tricts. This  letter  set  forth  that  many  of  the  women  in 
his  congregation  went  through  labor  without  medical 
care;  that  the  charges  for  maternity  calls  in  this  area  were 
from  $20.00  to  $40.00,  and  that  the  economic  conditions 
were  such  in  his  district  that  the  majority  of  the  people 
were  unable  to  pay  this  fee,  and  consequently  went  without 
medical  care  in  maternity  cases.  No  charge  was  made 
that  the  physicians’  fees  were  excessive,  but  only  that  the 
people  in  that  particular  region  could  not  pay  them. 

Your  Committee  feels  that  the  issue  here  raised  is  of 
far-reaching  significance,  but  in  the  absence  of  more  de- 
tailed facts,  it  can  only  make  certain  general  observa- 
tions and  recommendations.  It  is  undoubtedly  true  that 
there  are  certain  localities  throughout  the  State  where  the 
average  economic  level  of  the  inhabitants  is  so  low  that 
they  cannot  purchase  adequate  medical  care;  neither  can 
they  purchase  adequate  food,  shelter  or  other  necessities 
or  social  advantages.  These  isolated  communities  present 
a special  problem,  for  where  the  poor  are  intermingled 
with  the  more  well-to-do,  the  physician  of  the  community 
can  afford  to  care  for  the  less  fortunate  and  still  provide 
a living  for  themselves.  To  lower  the  fees  for  medical 
service  below  the  level  that  will  furnish  a reasonable  living 
for  the  practitioner  will  result  in  a poor  grade  of  medical 
care,  or  none  at  all.  It  is  pertinent  to  point  out  that  the 
religious  welfare  of  this  community  is  being  looked  after 
by  a missionary  whose  living  is  being  provided  by  some 
outside  organization.  The  ultimate  solution  of  this  prob- 
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lem  lies  in  raising  the  economic  level  of  such  groups  to  a 
point  where  they  can  purchase  not  only  medical  care,  but 
other  primary  necessities.  In  the  meanwhile,  we  believe 
that  some  plan  should  be  formulated  for  subsidizing  phy- 
sicians practicing  in  certain  districts,  so  that  the  people 
in  these  districts  may  be  provided  with  a reasonable  quan- 
tity of  medical  care,  and  that,  at  the  same  time,  a proper 
standard  of  medical  service  may  be  maintained.  With 
improvement  in  roads,  it  should  be  possible  by  the  estab- 
lishing of  State  or  county  hospitals,  or  by  State  support 
of  those  already  existing,  to  bring  good  hospital  care 
within  the  reach  of  most  of  our  people.  Using  the  hos- 
pitals as  a center,  it  would  be  possible  to  establish  a visit- 
ing nurse  and  prenatal  service.  Through  such  a service 
all  normal  cases  could  be  cared  for  in  their  homes,  and 
all  abnormal  cases  brought  into  the  hospitals  for  delivery. 
Such  a service  for  the  indigent  is  being  conducted  by  the 
Kings  Daughters  Clinic  in  conjunction  with  the  several 
hospitals  in  Norfolk. 

We  recommend,  therefore,  that  the  House  of  Delegates 
of  the  Medical  Society  of  Virginia  endorse: 

1.  The  principle  of  State,  county  or  municipal  payment 
to  hospitals  for  the  care  of  the  indigent  sick. 

2.  The  establishment  of  prenatal  clinics  in  connection 
with  existing  hospitals,  with  the  advice  and  under  the 
direction  of  the  local  physicians. 

3.  The  subsidizing  by  State  or  county  of  physicians  in 
certain  districts  so  as  to  provide  more  adequate  medical 
care  for  the  people  in  those  districts,  providing  that  in 
each  instance  the  amount  of  the  subsidy  and  the  method 
of  application  meet  with  the  approval  of  the  local  medical 
group. 

Walter  B.  Martin,  Chairman. 

Supplementary  Report  of  the  Committee  on 
Medical  Economics 

One  other  matter  has  commanded  our  attention  and  is, 
in  our  opinion,  of  such  paramount  importance  that  it  is 
made  the  subject  of  a special  report  and  recommendation. 

On  June  10,  1937,  Senator  James  Hamilton  Lewis  of 
Illinois,  appeared  before  the  House  of  Delegates  of  the 
American  Medical  Association  in  session  at  Atlantic  City, 
New  Jersey,  and  addressed  the  House  on  a proposed 
amendment  to  the  Social  Security  Act  (see  report  of  pro- 
ceedings of  the  House  of  Delegates,  Journal  of  the  A. 
M.  A.,  June  26,  1937). 

According  to  Senator  Lewis,  this  bill  proposed,  first, 
the  licensing  of  physicians  by  the  Federal  government  so 
as  to  bring  them  under  Federal  control. 

Second,  the  extension  of  free  medical  service  to  all  in- 
digents at  the  expense  of  the  Federal  treasury. 

Third,  compulsory  attendance  on  indigent  cases  at  their 
request  by  any  physician  holding  a Federal  license. 

Fourth,  the  establishment  of  regional  boards  to  pass  on 
the  question  of  the  quantity  and  quality  of  medical  service 
rendered  to  indigents  under  this  act  and  to  approve  or 
disprove  bills  submitted. 

This  plan  is  based  on  the  assertion  that  the  government 
not  only  has  a responsibility  to  its  citizens,  but  that  it  has 


a right  to  regulate  the  most  intimate  details  of  their  life 
in  order  to  render  them  more  efficient  units  in  peace  or 
war. 

This  view  is  contrary  to  all  the  principles  upon  which 
our  democracy  has  been  founded  and  is  repugnant  to  every 
free  citizen.  We  believe  that  the  plan  advanced  by 
Senator  Lewis  is  treasonable  in  its  conception  and  that 
it  would  be  disastrous  in  its  effect  on  the  welfare  of  the 
physician,  the  patient  and  the  science  of  medicine.  We, 
therefore,  submit  the  following  resolutions  for  your  con- 
sideration : 

Resolutions 

Whereas,  Senator  James  Hamilton  Lewis,  in  the  address 
before  the  House  of  Delegates  of  the  American  Medical 
Association  on  the  10th  day  of  June,  1937,  at  Atlantic 
City,  New  Jersey,  set  forth  certain  proposals  pertaining  to 
the  compulsory  care  of  the  indigent  sick  under  Federal 
control,  and 

Whereas,  he  advanced  a doctrine  fundamentally  in  con- 
flict with  the  basic  concepts  of  our  principles  of  govern- 
ment, and 

Whereas,  we  believe  that  such  a proposal,  if  carried 
out,  would  be  destructive  in  its  effect,  not  only  on  the 
welfare  of  the  physician  and  his  patient,  but  would  retard 
greatly  any  advance  of  the  science  of  medicine,  and 

Whereas,  we  believe  that  the  care  of  the  indigent  sick 
is  a local  problem  and  must  of  a necessity  be  worked  out 
by  local  groups  in  accordance  with  local  needs,  therefore 

Be  It  Resolved  that  the  Medical  Society  of  Virginia, 
acting  through  its  duly  elected  House  of  Delegates  as- 
sembled in  Roanoke,  Virginia,  this  12th  day  of  October, 
1937,  condemn  unreservedly  the  plans  and  proposals  pre- 
sented by  Senator  Lewis  and  that  we  declare  our  pur- 
pose to  oppose  the  passage  of  such  an  act  by  every  ligiti- 
mate  means  at  our  disposal,  and  that  we  call  upon  every 
physician  in  the  State  not  only  to  oppose  this  measure  but 
to  refuse  cooperation  with  any  agency  that  may  be  set 
up  to  effect  the  purposes  outlined  by  Senator  Lewis. 

Be  It  Further  Resolved  that  a copy  of  this  resolution 
be  sent  to  every  component  society  in  the  State  requesting 
that  they  endorse  it  and  that  copies  be  sent  to  every  rep- 
resentative from  Virginia  in  the  Congress  of  the  United 
States ; 

Be  It  Further  Resolved  that  a copy  of  this  resolution 
be  sent  to  every  State  Society  and  to  the  Board  of  Trustees 
of  the  American  Medical  Association. 

Walter  B.  Martin, 

Alex.  F.  Robertson,  Jr., 

Jno.  A.  Gibson. 

Report  of  Membership  Committee 

Two  applications  for  membership  from  doctors  not  affil- 
iated with  component  organizations  referred  to  our  Com- 
mittee were  endorsed.  Notices  in  regard  to  members  of 
whose  deaths  we  have  learned  have  appeared  in  the  va- 
rious issues  of  the  Monthly. 

We  wish  to  propose  for  honorary  membership  the  name 
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of  Dr.  J.  Morrison  Hutcheson,  our  retiring  president,  in 
appreciation  of  his  service  to  our  organization. 

J.  Bolling  Jones, 

Isaac  Peirce, 

J.  A.  White,  Chairman. 

Report  of  Advisory  Council  to  the  Woman’s 
Auxiliary 

In  January,  the  President  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  Virginia,  asked  permission  of  the 
Advisory  Council  to  allow  the  Auxiliary  to  take  some 
definite  steps  towards  trying  to  interest  School  Boards  in 
the  teaching  of  Prevention  of  Venereal  Diseases  in  High 
Schools. 

Each  member  of  the  Advisory  Council  was  consulted 
and  felt  that  the  Auxiliary  should  have  advice  regarding 
this  matter  from  the  Medical  Society  of  Virginia.  Dr. 
Moncure  was  asked  to  report  this  to  the  Auxiliary  Board 
when  they  met  in  February,  since  he  was  present  then 
to  represent  the  Advisory  Council.  After  this  meeting  a 
letter  was  received  from  Mrs.  F.  D.  Wilson,  with  the 
following  statement: 

“After  Dr.  Moncure’s  report,  a motion  was  made  and 
carried,  that  we  convey  to  the  Medical  Society,  through 
you,  as  Chairman  of  the  Advisory  Council,  our  willing- 
ness to  help  in  the  educational  fight  for  the  Prevention 
of  Venereal  Diseases,  and  ask  the  Medical  Society  that  a 
plan  of  procedure  be  outlined  for  us.” 

At  a joint  meeting  in  Richmond  of  the  Child  Welfare 
Committee,  Maternal  Welfare  Committee,  and  Depart- 
ment of  Clinical  and  Medical  Education  of  the  Medical 
Society  of  Virginia,  the  above  subject  was  introduced  by 
Dr.  Moncure.  After  some  discussion,  we  understand,  it 
was  thought  best  that  a committee  be  appointed  to  make 
a study  of  the  matter,  confer  with  the  State  Commissioner 
of  Education,  and  prepare  a report  to  be  presented  at 
this  time  to  the  House  of  Delegates. 

The  Advisory  Council  feels  that  any  specific  recom- 
mendations to  the  Auxiliary  would  be  an  outcome  of  the 
above-mentioned  study,  and  wishes  some  definite  instruc- 
tions from  the  House  of  Delegates,  or  Society,  as  to  the 
“plan  of  procedure”  the  Auxiliary  wishes  outlined. 

The  Woman’s  Auxiliary  has  also  expressed  a willing- 
ness to  aid  in  the  Cancel  Control  Drive.  Of  course  this 
needs  no  special  permission  from  the  Society,  so  the  Ad- 
visory Council  has  expressed  to  the  President  of  the 
Auxiliary  its  appreciation  of  this  interest  and  support. 

Fletcher  J.  Wright,  Chairman, 
P.  St.  L.  Moncure, 

James  B.  Stone. 

Report  of  the  Committee  to  Administer  Trust  Fund 
for  Post-Graduate  Clinical  Education 

To  the  President  and  House  of  Delegates: 

The  report  of  this  Committee  last  year,  which  was  full 
and  accurate,  brought  out  the  fact  that  the  functions  of 
this  Committee  and  those  of  the  Department  of  Clinical 
and  Medical  Education  overlapped,  at  least  in  part.  It 
recommended  that  the  Committee  “should  make  a real 


eifort  to  arouse  interest  in  this  Fund;  and  to  solicit  sub- 
scriptions, or  donations,  thereto.”  The  widespread  in- 
terest, and  subscriptions,  have  not  been  forthcoming  as 
hoped  for. 

That  Committee  also  recommended  that  the  House  of 
Delegates  give  thought  to  the  situation  as  it  affects  the 
whole  problem  of  Post-Graduate  Education  of  Virginia 
Physicians;  to  determine  whether  we  should  continue  to 
function  as  in  the  past,  or  whether  there  should  be  a 
consolidation  of  these  two  Committees. 

We,  the  Committee,  therefore,  in  order  to  simplify  mat- 
ters, recommend  that  the  function  of  this  Committee  be 
transferred  to  the  Department  of  Clinical  and  Medical 
Education — in  so  far  as  administering  any  funds  that 
may  be  donated  to  the  Society;  and  that  the  Department 
be  given  power  or  discretion  to  use  such  funds  in  any 
way  it  sees  fit,  in  whole,  or  in  part,  i.  e.,  not  to  be  limited 
to  using  the  interest  only;  and  that  the  Committee  to  Ad- 
minister Trust  Fund  for  Clinical  and  Medical  Education 
be  dispensed  with. 

P.  St.  L.  Moncure,  Chairman, 
F.  H.  Smith, 

R.  D.  Bates, 

J.  C.  Flippin, 

I.  C.  Harrison. 

Report  of  Child  Welfare  Committee 

To  the  Members  of  the  House  of  Delegates: 

The  Child  Welfare  Committee  of  the  Medical  Society  of 
Virginia  respectfully  submits  the  following  report: 

A careful  review  of  Child  Welfare  activities  in  the  State 
of  Virginia  enables  your  Committee  to  make  the  follow- 
ing observations: 

First:  Agencies  and  machinery  have  been  set  up  to  cope 
with  almost  all  (if  not  all)  phases  of  child  welfare. 

Second:  Funds  for  the  functioning  of  such  agencies  are 
in  most  instances  inadequate,  and  in  some  hopelessly  so. 

Your  Committee  finds  that  Child  Welfare  work  in  the 
State  is  now  largely  a matter  of  providing  the  financial 
support  necessary  to  properly  prosecute  the  functions  of 
existing  agencies. 

Thanks  to  the  educational  efforts  of  the  Virginia  State 
Health  Department,  the  Parent-Teachers  Association,  the 
Virginia  Education  Association,  the  Medical  Society  of 
Virginia,  the  Virginia  Pediatric  Society,  the  Virginia 
Tuberculosis  Association,  the  State  Child  Conservation 
Committee,  the  State  Commission  for  the  Blind,  and  va- 
rious other  State  and  local  organizations  as  well  as  many 
individuals,  the  public  is  fairly  well  informed  as  to  possi- 
bilities for  advance  in  the  field  of  Child  Welfare. 

Especially  does  the  Committee  wish  to  express  to  the 
Department  of  Clinical  and  Medical  Education  of  the 
Medical  Society  of  Virginia  its  appreciation  of  the  sup- 
port given  the  cause  of  graduate  training  in  pediatrics  by 
continuing  the  lectures  and  clinics  on  pediatrics.  The 
educational  value  of  the  courses  offered  is  unquestioned. 

Mental  Defectives: 

A survey  through  the  schools  last  spring,  conducted  by 
the  State  Board  of  Education  under  supervision  of  Dr. 
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Sidney  B.  Hal!  showed  1,117  whites  and  40+  negroes  men- 
tally incompetent  and  needing  institutional  care. 

Those  reported  as  mentally  subnormal  and  in  need  of 
special  class  treatment  numbered  6,913  whites  and  28+ 
negroes.  Some  of  the  cities  and  a few  of  the  counties  are 
operating  classes  for  seriously  retarded  children  and  for 
children  who  are  socially  unadjusted.  There  is  no  State 
appropriation  for  this  work. 

The  survey  above  referred  to  lists  over  32,000  children 
handicapped  in  one  way  or  another. 

The  Committee  feels  that  the  Board  of  Education  should 
be  given  vigorous  support  in  its  request  for  funds  to 
adequately  care  for  the  mentally  retarded. 

Dependent  Children: 

It  is  estimated  that  about  +,000  children  in  Virginia 
receive  local  or  State  aid,  and  that  between  1,200  and  1,500 
are  not  provided  for. 

About  80  per  cent  of  those  receiving  aid  are  cared  for 
by  private  agencies,  and  about  20  per  cent  by  the  State. 
About  50  or  55  per  cent  of  those  receiving  aid  are  in 
institutions,  30  to  35  per  cent  are  in  free  foster  homes  and 
10  per  cent  in  boarding  homes. 

A properly  developed  plan  for  maternal  aid  would  re- 
move some  of  those  now  placed  in  institutions. 

About  900  children  are  now  under  the  care  of  the  Chil- 
dren’s Bureau  of  the  Department  of  Public  Welfare.  Most 
of  these  are  delinquent  and  many  are  mentally  defective. 
About  600  to  700  annually  pass  through  the  Bureau. 

There  are  in  the  State  four  industrial  schools;  two  for 
white  children  and  two  for  colored.  These  are  affiliated 
with  the  Children’s  Bureau.  There  are  about  850  chil- 
dren in  the  schools.  Outside  the  schools,  on  July  1st,  the 
Bureau  had  under  observation  968  children.  The  total 
appropriation  for  the  schools  is  $100,000.00. 

The  Bureau  has  at  its  disposal  the  services  of  the  State 
Psychiatric  and  Mental  Hygiene  Clinic.  This  work  should 
be  extended  to  include  all  dependent  children  in  the  State. 

The  Blind: 

For  the  prevention  of  blindness  and  conservation  of 
sight  among  the  children  of  Virginia,  the  Commission  for 
the  Blind  has  an  appropriation  of  $5,750.00.  A full-time 
ophthalmologist  is  employed  and  an  additional  nurse  is 
needed.  The  amount  of  money  available  is  inadequate. 
Four  or  five  times  the  amount  appropriated  could  be  prof- 
itably spent  on  indigent  children. 

Tuberculosis: 

After  a remarkable  increase  in  the  cases  of  tuberculosis 
during  the  years  1933  and  193+  (more  than  twice  the  num- 
ber reported  in  any  of  the  six  years  prior  to  1933)  there 
has  been  a gratifying  fall  in  the  number  of  cases  to  slightly 
more  than  the  “pre-depression”  years:  viz:  2,333  cases  in 
1935  and  2,383  cases  in  1936.  Among  children  under  fifteen 
years  only  239  cases  were  reported  in  1936 — a new  low 
mark. 

The  number  of  deaths,  however,  has  shown  a steady 
decline  during  the  decade  1927-1936,  from  2,27+  deaths  in 
1927  to  1,715  deaths  in  1936. 


The  number  of  deaths  among  infants  and  children  un- 
der fifteen  years  is  remarkably  low  as  shown  by  the  fol- 
lowing figures  from  the  U.  S.  Mortality  Statistics. 


1936 — Under  1 year + deaths 

1 to  + years 16  “ 

5 to  9 years 15  “ 

10  to  1+  years 33  “ 


Nevertheless,  your  Committee  feels  that  there  should 
be  more  State-supported  beds  for  tuberculous  children. 
There  are  at  Blue  Ridge  Sanatorium  sixty  beds  for  white 
children.  There  are  no  other  State-supported  beds  for 
children,  white  or  colored.  Certain  urgent  changes 
planned  for  the  various  State  sanatoria  will  provide  from 
twenty-five  to  thirty  beds  for  colored  children  at  Piedmont 
and  additional  beds  at  the  other  sanatoria  to  give  a total 
of  about  100  beds  for  children.  This  is  less  than  half  the 
number  needed  for  satisfactory  care.  So  urgent  is  the 
need  for  additional  beds  for  children  that  your  Committee 
has  dispatched  the  following  letter  to  the  State  Board  of 
Health. 

To  the  Virginia  State  Board  of  Health, 

Richmond,  Va. 

The  Child  Welfare  Committee  of  the  Medical  So- 
ciety of  Virginia  respectfully  calls  your  attention  to 
the  inadequate  facilities  for  the  care  of  tuberculous 
children  in  the  State  of  Virginia.  There  are  at  present 
only  sixty  beds,  and  these  all  at  Blue  Ridge. 

During  1936  two  hundred  and  thirty-six  cases  and 
sixty-eight  deaths  were  reported  among  infants  and 
children. 

It  is  the  feeling  of  the  Committee  that  there  should 
be  at  least  one  hundred  and  fifty  beds  available  for 
children,  colored  and  white. 

We  are  aware  of  the  present  plans  for  alteration 
and  reconstruction  at  the  various  State  tuberculosis 
sanatoria  and  wish  to  heartily  endorse  the  recommen- 
dations of  Dr.  I.  C.  Riggin,  the  State  Health  Com- 
missioner. 

We  believe,  however,  that  the  additional  beds,  viz; 
about  forty,  contemplated  in  the  plans  for  recon- 
struction will  not  adequately  meet  the  situation. 

We,  therefore,  earnestly  urge  you  to  recommend 
in  your  budget  an  amount  necessary  to  provide  at  least 
one  hundred  and  fifty  beds  for  the  tuberculous  chil- 
dren of  Virginia. 

In  addition  we  believe  that  funds  sufficient  to  sub- 
sidize all  other  publicly-owned  or  community-owned 
beds  in  the  State  to  the  extent  of  $1.00  per  bed  per 
day  should  be  provided  and  we  urge  the  inclusion 
of  such  an  amount  in  the  budget  of  the  Department 
of  Health. 

Child  Welfare  Committee  of 
The  Medical  Society  of  Virginia. 

The  plans  of  the  Department  of  Health  call  for  ex- 
penditures for  replacement  and  changes  in  the  amount  of 
between  $+00,000  and  $500,000. 

It  is  the  feeling  of  your  Committee  that  the  number  of 
beds  requested  for  children  is  exceedingly  conservative. 
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There  are  at  present  760  State-owned  beds  for  the 
care  of  the  tuberculous.  In  addition  there  are  about  460 
privately-owned  or  community-owned  beds,  a total  of 
1,220. 

The  community-owned  beds  are  subsidized  to  the  ex- 
tent of  $34,000;  to  subsidize  them  to  the  extent  of  $1.00 
per  day  would  require  an  appropriation  of  about  $168,000. 
This  amount  should  be  provided. 

Diphtheria: 

Gratifying  reduction  in  the  number  of  cases  and  the 
number  of  deaths  from  diphtheria  has  occurred,  but  there 
has  been  no  significant  change  during  the  past  decade. 

An  appropriation  sufficient  to  provide  free  toxoid  for 
the  indigent  children  of  the  State  should  be  made.  There 
should  also  be  placed  at  the  disposal  of  the  Maternal  and 
Child  Health  Bureau  a sum  sufficient  to  resume  the  mail- 
ing of  “reminder  cards”  to  parents  of  infants  of  one  year, 
asking  parents  whether  their  babies  have  been  inoculated 
against  diphtheria,  and  if  not,  why  not. 

Free  State-wide  distribution  of  smallpox  vaccine  and 
arsphenamine  to  the  physicians  of  the  State  for  use  on 
indigent  children  should  be  provided;  the  cost  of  such 
distribution  of  toxoid,  smallpox  vaccine  and  arsphenamine 
for  use  on  indigents  would  not  be  prohibitive,  would  give 
great  protection  to  the  public  generally  and  would  give  aid 
to  those  in  need. 

Crippled  Children: 

Crippled  children  of  the  State  are  well  provided  for. 
Every  crippled  child  in  the  State  is  being  registered  in  a 
central  file  at  the  State  Department  of  Health.  The  Fed- 
eral government  has  matched  State  funds  in  the  care  of 
crippled  children.  Additional  State  appropriations  over 
the  amount  now  provided  may  be  necessary  from  time  to 
time. 

Prenatal  and  Postnatal  Work: 

The  Maternal  and  Child  Health  Bureau,  under  the 
supervision  of  Dr.  B.  B.  Bagby,  is  doing  excellent  work. 
It  is  trying  to  reach  expectant  mothers  and  infants  during 
the  first  year  of  life.  It  conducts  prenatal  and  Child 
Health  Clinics,  and  when  possible  is  devoting  attention  to 
the  pre-school  child. 

The  Clinics  are  held  in  County  Health  Unit  areas.  These 
areas  include  forty-four  counties  with  57  per  cent  of  the 
population.  The  County  Health  Unit  areas  are  extended 
to  counties  not  having  health  units  as  fast  as  appropria- 
tions are  available  and  are  under  the  general  supervision 
of  the  State  Department  of  Health. 

Forty-nine  Prenatal  and  Well  Baby  Clinics  were  or- 
ganized the  past  year.  Forty-one  of  these  were  in  counties 
with  full-time  health  officers  and  eight  in  cooperation 
with  cities.  The  attendance  was  26,326  patient  visits — 
indigent  only.  An  important  part  of  this  work  is  the  pre- 
vention of  neonatal  syphilis. 

The  increasing  interest  in  infant  welfare  is  reflected  in 
the  fall  in  infant  mortality — from  91  twenty  years  ago  to 
69.4  in  1935.  For  reasons  not  well  understood  the  rate  in 
1936  was  73.4.  During  the  past  twenty  years  the  rate  in 


the  United  States  at  large  fell  from  100  to  56  per  thou- 
sand births. 

Dental  Care: 

Approximately  $44,000  a year  is  spent  in  the  care  of  the 
teeth  of  indigent  children.  This  also  is  under  the  super- 
vision of  the  Bureau,  and  should  be  increased  to  provide 
dental  facilities  for  all  indigent  children  of  the  State. 

Extension  of  the  work  of  the  Maternal  and  Child  Health 
Bureau  is  urgently  needed.  It  makes  possible  the  pre- 
vention of  syphilis,  neisserian  blindness,  eclampsia,  post 
partum  infection,  diphtheria,  infantile  dysentery  and  small- 
pox among  the  indigent,  and  creates  a wholesome  respect 
for  healthful  living. 

Appropriations  for  the  department  should  be  generous 
and  prompt. 

The  Pre-School  Child: 

Through  the  efforts  of  school  officials,  health  officers, 
Parent-Teachers  Associations,  school  teachers  and  school 
nurses  there  is  an  enrollment  of  prospective  students  for 
the  ensuing  school  term.  These  children  are  inspected  by 
the  teachers  and  those  needing  attention  are  examined  by 
the  family  physician,  or  if  indigent,  by  the  Health  Officer. 
When  possible,  defects  are  corrected.  There  is  no  sys- 
tematic effort  to  reach  the  child  between  the  age  of  one 
to  two  years  and  the  school  age  of  six  years. 

While  your  Committee  feels  that  emphasis  should  be 
placed  on  the  supervision  of  the  prospective  mother  and 
the  infant,  the  pre-school  child  should  not  be  neglected. 
For  this  reason  it  would  like  to  witness  greater  activity  in 
the  interest  of  the  group  between  the  ages  of  one  and 
six  years. 

In  conclusion,  your  Committee  would  suggest  that  the 
Medical  Society  of  Virginia  take  such  action  as  may  be 
necessary  to  secure  improvement  in  the  status  of  Child 
Welfare  throughout  Virginia. 

J.  B.  Stone, 

C.  E.  Conrad, 

W.  B.  McIlwaine, 

J.  M.  Bishop, 

E.  A.  Harper, 

R.  D.  Butterworth, 

R.  D.  Bates, 

L.  T.  Royster, 

F.  D.  Wilson,  Chairman. 

Report  of  Walter  Reed  Memorial  Commission 

The  Walter  Reed  Memorial  Commission  composed  of 
Drs.  Clarence  Porter  Jones,  James  D.  Clements  and  Mal- 
colm H.  Harris,  beg  leave  to  report  that  the  premises  of 
Belroi,  the  birthplace  of  Walter  Reed,  are  in  good  phys 
ical  condition  and  the  shrine  is  as  popular  with  visitors  as 
ever.  The  register  reveals  the  names  of  many  visitors 
from  distant  places. 

We  ask  the  Medical  Society  of  Virginia  to  renew  the 
fire  insurance  on  the  building;  to  set  apart  twenty  dollars, 
or  so  much  thereof  as  becomes  necessary,  for  the  upkeep 
for  the  next  year;  and  to  appropriate  forty  dollars,  or 
so  much  thereof  as  necessary  to  pay  for  a hard  surface 
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walkway  from  the  road  to  the  door  of  the  house.  This 
is  urgently  needed  for  protection  from  injury  of  the  cloth- 
ing of  visitors.  While  the  grass  is  mown  frequently, 
this  is  no  real  protection  as  the  freshly  cut  stubble  injures 
shoes  and  stockings — a most  common  complaint  from  the 
lady  visitors. 

The  Gloucester  County  Woman’s  Club  continues  to  be 
the  caretaker  without  expense  for  services.  This  has 
saved  every  penny  of  wages  which  would  have  accrued 
otherwise.  Dr.  Clements,  who  lives  near-by,  supervises 
every  item  of  repair  and  expense  of  upkeep,  and  guards 
the  expenditure  of  each  penny  so  invested. 

Clarence  Porter  Jones,  Chairman. 

Report  of  the  Committee  to  Sponsor  the  Program 

for  the  Division  on  Public  Health  and  Medical 
Care  of  the  Virginia  Conference  of 
Social  Work 

Committee:  Basil  B.  Jones,  M.  D.,  Richmond,  Chairman ; 
P.  W.  Miles,  M.  D.,  Danville;  D.  C.  Wilson,  M.  D., 
University  of  Virginia;  W.  P.  Jackson,  M.  D.,  Roanoke; 
and  Fred  P.  Fletcher,  M.  D.,  of  Richmond. 

This  Committee  cooperated  with  the  Secretary  and  other 
members  of  the  program  committee  of  the  Virginia  Con- 
ference of  Social  Work,  and  arranged  the  following  pro- 
gram for  the  meeting  in  Richmond,  April  8-10,  1937: 

2 to  3 P.  M. 

A State  Program  for  Venereal  Disease  Control — L.  J. 
Roper,  M.  D.,  State  Department  of  Health. 

Discussion  by  J.  Morrison  Hutcheson,  M.  D.,  Presi- 
dent, Medical  Society  of  Virginia. 

A Local  Program  for  Venereal  Disease  Control — Ennion 
Williams,  M.  D.,  Physician  in  Charge  of  Syphilology 
Clinic,  Medical  College  of  Virginia. 

Discussion  by  W.  Brownley  Foster,  M.  D.,  Director, 
Department  of  Public  Welfare. 

3 to  4 P.  M. 

Social  Aspects  of  Late  Medical  Syphilis — Dudley  C. 
Smith,  M.  D.,  Professor  of  Dermatology  and  Syphi- 
lology, University  of  Virginia,  Department  of  Med- 
icine. 

Discussion  by  R.  W.  Garnett,  M.  D.,  Health  Officer, 
Danville,  Va. 

Congenital  Syphilis — Kinloch  Nelson,  M.  D.,  Medical 
College  of  Virginia. 

Discussion  by  Louise  Galvin,  M.  D.,  Instructor  in  Pe- 
diatrics, Medical  College  of  Virginia. 

4 to  5 P.  M. 

Joint  Program  with  Mental  Hygiene  Division: 

Social  Service  Aspects  of  Syphilis  and  Follow-up  Care — 
Mrs.  Norman  Ingraham,  Chief  Social  Worker,  Uni- 
versity of  Pennsylvania  Hospital. 

Discussion  by  William  Branch  Porter,  M.  D.,  Professor 
of  Medicine,  Medical  College  of  Virginia. 

Social  Aspects  of  Neuro-Syphilis — Thomas  L.  Gemmill, 
M.  D.,  Psychiatrist,  Central  State  Hospital. 

Discussion  by  O.  B.  Darden,  M.  D.,  Associate  Neuro 
Psychiatrist,  Medical  College  of  Virginia. 

The  Chairman  of  your  Committee  presided  at  this  meet- 


ing. The  meeting  was  very  well  attended  and  the  papers 
were  excellent.  The  essayists  and  those  who  discussed  the 
papers  gave  a comprehensive  view  of  the  major  problems 
created  by  the  presence  of  syphilis  in  the  community. 

It  is  the  opinion  of  this  Committee  that  it  is  well  worth 
while  for  the  Medical  Society  of  Virginia  to  sponsor  the 
program  for  the  Division  of  Public  Health  and  Medical 
Care  of  the  Virginia  Conference  of  Social  Work,  and  it  is 
recommended  that  this  project  be  continued. 

Basil  B.  Jones,  Chairman. 

Report  of  the  Virginia  Pneumonia  Commission 

Pnuemonia  is  the  third  ranking  cause  of  death  in  the 
United  States  and  Canada.  Nearly  400,000  cases  occur 
annually  in  the  LTnited  States,  of  whom  ninety-odd  thou- 
sand die.  Approximately  50  per  cent  of  these  deaths  are 
due  to  lobar  pneumonia  and  90  per  cent  of  lobar  pneu- 
monia is  pneumococcic  in  origin.  It  is  surprising  that 
some  of  the  interest  which  has  been  displayed  in  reducing 
the  mortality  from  tuberculosis,  cancer  and  diphtheria  has 
not  sooner  gone  into  an  organized  effort  to  reduce  the. 
fatality  rate  of  pneumonia  which  ranks  so  high  in  our  mor- 
tality tables  and  which  so  often  strikes  down  its  victims 
in  the  prime  of  life. 

The  use  of  antipneumococcic  serum  began  in  New  York 
City  in  1911.  The  Division  of  Laboratories  began  the 
distribution  of  type  specific  serum  in  1915,  sputum  typing 
became  routine  in  the  New  York  Public  Health  Labora- 
tories in  1917.  Cole  in  1920,  pointing  out  that  pneumonia 
was  a communicable  disease,  insisted  that  it  be  considered 
a public  health  problem  worthy  of  more  intensive  study. 

In  1931  the  Pneumonia  Study  and  Service  in  Massa- 
chusetts was  begun,  financed  by  the  Commonwealth  Fund 
and  developed  and  prosecuted  by  an  advisory  committee 
composed  of  Massachusetts  doctors  interested  in  the  pneu- 
monia problem.  Five  years  of  study  were  concluded  in 
1935  and  the  final  report  issued  this  year  shows  how 
much  was  learned  about  pneumonia  in  this  short  time. 
The  principal  contribution  of  the  Massachusetts  study  was 
in  showing  that  serum,  under  the  conditions  of  general 
practice  and  in  smaller  hospitals,  when  properly  given, 
is  as  effective  as  when  administered  in  the  large  hos- 
pitals of  the  so-called  medical  centers.  Today  the  distribu- 
tion of  pneumonia  serum  has  become  as  integral  a part 
of  the  public  health  program  of  Massachusetts  as  is  the 
distribution  of  other  sera. 

In  1935  the  State  of  New  York  followed  suit  with  a 
well-financed  pneumonia  program  and  a state-wide  or- 
ganization under  a bureau  of  pneumonia  control.  As  a 
result  105  approved  typing  stations  were  set  up  and  pneu- 
monia serum  for  therapeutic  purposes  was  made  available 
to  every  one  in  the  state.  Since  that  time  pneumonia 
control  programs,  for  the  most  part  sponsored  by  state 
medical  societies,  but  under  the  direction  of  state  boards 
of  health,  have  been  put  in  operation  in  New  Hampshire, 
Connecticut,  Kentucky,  Maine,  Alabama,  Michigan,  Mary- 
land, Delaware  and  Rhode  Island. 

When  Massachusetts  became  interested  in  the  control 
of  pneumonia,  only  a few  pneumococcic  types  were  recog- 
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nized,  and  typing  was  a slow  and  difficult  procedure. 
Little  was  known  about  the  epidemiology  of  pneumonia 
and  the  value  of  serum  therapy  was  still  in  dispute.  To- 
day, seven  years  later,  we  possess  in  the  Neufeld  tech- 
nique a rapid  typing  method,  we  recognize  thirty-two 
types  of  pneumococci  instead  of  four  as  in  1931,  we 
know  something  about  the  age  incidence,  economic  and 
geographic  distribution  of  these  various  types,  and  how 
they  fluctuate  between  town  and  country  and  from  year 
to  year.  We  possess  a relatively  safe  concentrated  type 
specific  monovalent  serum  therapeutically  applicable  to  no 
less  than  five  types  of  pneumococcic  pneumonia  and  we 
expect  to  see  shortly  an  entirely  new  and  cheaper  product 
on  the  market  in  the  form  of  rabbit  serum.  Advances 


ject  of  the  questionnaires  was  not  only  to  arouse  interest 
in  the  question  of  pneumonia  control,  but  to  secure  figures 
bearing  on  facilities  for  pneumonia  typing,  the  frequency  of 
oxygen  and  serum  administration,  the  adequacy  of  nurs- 
ing care,  and  the  morbidity  and  mortality  statistics  in  the 
State. 

The  Commission  has  been  influential  in  having  pneu- 
monia as  a topic  of  discussion  presented  before  many  of 
the  component  societies  of  the  State,  in  publishing  nu- 
merous articles  on  pneumonia  in  the  Virginia  Medical 
Monthly,  in  putting  on  one  radio  address  on  the  sub- 
ject over  Station  WRVA,  in  arranging  a pneumonia  exhibit 
for  the  present  meeting  and  in  placing  Dr.  Russell  Cecil 
on  the  program. 


Appendix  to  Report  of  Virginia  Pneumonia  Commission 
Table  A 

Pneumonia  Mortality  in  Virginia  Since  1913 


Bronchopneumonia 

Lobar  Pneumonia 

Pneumonia — Unspecified 

Number 

Rate 

Number 

Rate 

Number 

Rate 

1935 

914 

37.3 

1,216 

49.6 

130 

5.3 

1934 

947 

38.7 

1,095 

44.8 

155 

6.3 

1933 

736 

30.2 

896 

36.7 

155 

6.4 

1932 

805 

33.1 

1,033 

42.4 

147 

6.0 

1931 

864 

35.6 

1,119 

46.1 

187 

7.7 

1930 

845 

34.8 

1,275 

52.6 

173 

7.1 

1929 

884 

36.6 

1,075 

44.5 

187 

7.7 

1928 

864 

36.0 

960 

40.0 

198 

8.2 

1927 

770 

32.2 

916 

38.3 

142 

5.9 

1926 

910 

38.2 

1,089 

45.8 

189 

7.9 

1925 

776 

32.7 

954 

40.3 

214 

9.0 

1924 

952 

40.4 

1,051 

44.6 

220 

9.3 

1923 

976 

41.6 

969 

41.3 

250 

10.6 

1922 

883 

37.8 

860 

36.8 

235 

10.1 

1921 

772 

33.2 

767 

33.0 

243 

10.4 

1920 

806 

34.8 

1,198 

51.8 

398 

17.2 

1919 

755 

32.9 

1,156 

50.3 

367 

16.0 

*1918 

841 

37.0 

2,555 

112.5 

716 

31.5 

1917 

820 

36.5 

1,316 

58.6 

632 

28.1 

1916 

793 

35.7 

1,283 

57.8 

689 

31.0 

1915 

599 

27.3 

861 

39.2 

1,006 

45.8 

1914 

642 

29.6 

684 

31.5 

952 

43.9 

1913 

513 

23.9 

422 

19.7 

990 

46.2 

Note:  Figures  from  tabulations  of  U.  S.  Bureau  of  Census. 


have  been  made  in  the  epidemiology  of  pneumococcic 
pneumonia  and  widespread  educational  activity  among 
the  laity,  as  well  as  among  doctors,  is  bearing  fruit  all 
over  the  United  States. 

With  these  facts  before  him  about  a year  ago  the 
President  of  the  Medical  Society  of  Virginia  appointed 
from  the  membership  of  the  Society  a commission  which 
was  instructed  to  study  the  problem  of  pneumonia  in  Vir- 
ginia and  report  at  this  meeting. 

The  Pneumonia  Commission  began  its  work  of  fact  find- 
ing by  asking  questions  and  by  local  surveys.  It  dis- 
tributed questionnaires  to  all  members  of  the  Medical 
Society  of  Virginia,  to  all  hospitals  in  Virginia,  and  to 
selected  groups  of  rural  and  city  practitioners.  The  ob- 
•Deaths  of  soldiers,  sailors  and  marines  not  included. 


The  Commission  has  sought  to  secure  the  hearty  co- 
operation of  the  Board  of  Health  of  the  State  of  Virginia, 
the  State  epidemiologist  with  a committee  of  the  Board  of 
Health  having  sat  in  with  the  Commission  and  planned 
the  recommendations  hereafter  submitted.  Your  Commis- 
sion has  succeeded  in  interesting  the  State  Nursing  Associa- 
tion in  pneumonia  control  and  a committee  of  three  from 
that  organization  is  now,  at  our  request,  formulating  a plan 
by  which  the  nursing  care  of  pneumonia  in  the  State  may 
be  improved. 

By  a series  of  preliminary  surveys  dealing  with  the  care 
of  pneumonia  patients  in  several  typical  large  hospitals 
of  the  State  useful  figures  on  the  relative  incidence  and 
fatality  rates  of  lobar  and  bronchial  pneumonia,  on  typ- 
ing, and  on  the  effect  of  economic  status  and  on  the  thera- 
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peutic  use  of  oxygen  and  serum  have  been  collected,  and 
in  tabular  form  are  appended  to  the  report. 

From  these  figures  it  may  be  stated  in  summary  that: 

1.  Pneumonia  is  the  second  most  important  cause  of 
death  in  Virginia.  In  193+  there  were  5,15+  deaths  in 
this  State  attributed  to  heart  disease;  there  were  2,782 
(including  influenza)  resulting  from  pneumonia. 

2.  Lobar  and  bronchial  pneumonia  are  of  about  equal 
frequency. 

3.  The  mortality  rate  for  the  colored  race  is  double  that 
for  the  white  (77.+  against  36.+). 

4.  Thirteen  laboratories  in  Virginia  are  now  prepared  to 
type  sputum  from  suspected  cases  of  pneumonia. 

5.  There  are  only  two  hospitals  in  the  State  using  thera- 
peutic pneumonia  serum  routinely.  Both  have  begun 
this  routine  use  since  the  creation  of  your  Commis- 
sion. 

6.  In  one  hospital  of  the  State  it  has  been  shown  that 
oxygen  administered  early  in  the  disease  and  con- 
tinuously may  favorably  affect  the  outcome. 

7.  In  another  hospital  of  the  State  using  serum  rou- 
tinely from  February  to  May  (30  cases)  the  mor- 
tality among  all  serum  treated  cases  was  9.5  per  cent. 
The  preceding  year  (serum  not  being  employed)  the 
mortality  had  been  29.9  per  cent. 

J8.  Sex,  race  and  type  of  pneumonia  have  less  influence 
ion  the  ultimate  outcome  of  the  disease  than  the  age 
of  the  patient,  day  of  admission  to  hospital,  economic 
status,  and  the  promptness  with  which  serum  therapy 
is  instituted. 

The  Commission  makes  the  following  recommendations: 

1.  That  the  Medical  Society  of  Virginia  continue  its  pneu- 
monia study,  creating  a permanent  Pneumonia  Com- 
mission consisting  of  five  members  appointed  an- 
nually by  the  President  of  the  Society,  and  that  this 
commission  serve  as  an  advisory  committee  to  the 
State  Board  of  Health. 

2.  That  the  Society  approve  the  creation  of  an  Agency 
of  Pneumonia  Control  in  the  Virginia  State  Board  of 
Health  where  the  future  work  of  pneumonia  control 
in  this  State  may  be  centralized. 

3.  That  the  Society  approve  the  creation  in  Virginia  of 
the  necessary  number  of  typing  stations  prepared  to 
carry  out  the  Neufeld  technique,  and  set  up  under 
the  State  Board  of  Health  at  convenient  geographical 
locations  throughout  the  State. 

4.  That  the  Medical  Society  of  Virginia  in  the  future 
place  its  approval  upon  laboratories  qualified  to  serve 
as  pneumonia  typing  stations,  such  laboratories  to  be 
first  certified  to  the  Society  by  the  State  Board  of 
Health,  that  technicians  desiring  instruction  in  typing 
technique  be  trained  in  the  laboratories  of  the  State 
Board  of  Health,  and  that  the  agents  of  the  State 
Board  of  Health  regularly  inspect  all  laboratories  on 
the  approved  list. 

5.  That  serum  for  therapeutic  use  in  pneumonia  be  fur- 
nished at  cost  to  all  pneumonia  patients  able  to  pay 
for  it  whose  sputum  has  been  typed  in  an  approved 
typing  station  and  whose  disease  is  of  less  than  nine- 
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six  hours  duration  and  is  caused  by  one  of  the  types 
of  pneumococci  for  which  specific  monovalent  serum 
is  available  and  that  therapeutic  pneumococcus  serum 
be  furnished  without  cost  to  those  unable  to  pay  for 
it  as  soon  as  means  are  found  by  which  this  can  be 
accomplished. 

W.  B.  Martin 
H.  B.  Mulholland 
P?  S.  Smith 
Harry  Walker 


Wyndham 

B.  Blanton, 

Chairman. 

Table 

D 

Norfolk  General  Hospital 

Lobar  Pneumonia 

T ota!  Cases 

Year 

Admitted 

Deaths 

Percentage 

1927 

10 

3 

30 

1928  . 

15 

7 

46.6 

1929  _ 

18 

6 

33.3 

1930 

30 

12 

40.0 

1931 

30 

7 

23.3 

1932  __ 

22 

7 

32 

1933 

12 

3 

25 

1934  

23 

8 

34.8 

1935 

28 

11 

39 

1936  _ 

61 

18 

29.5 

243 

83 

34.1 

Bronchopneumonia 

T otal  Cases 

Year 

Admitted 

Deaths 

Percentage 

1926  

10 

3 

30 

1927  _ _ 

14 

6 

42.9 

1928  

17 

8 

47 

1929  

31 

16 

51.6 

1930  _ 

19 

7 

36.8 

1931 

14 

3 

21.3 

1932 

23 

11 

47.8 

1933  

29 

5 

17.2 

1934  

_ - 26 

9 

34.6 

1935  

31 

7 

22.6 

1936  ___ 

42 

19 

45.2 

256 

94 

36.7 

All  Other  Pneumonia  Cases 

T otal  Cases 

Year 

A dmitted 

Deaths 

Percentage 

Social  and  Economic  Aspect 


Clinic 

Ward 

Private 

T otal 

Lobar 

. 26 

58 

46 

130 

Deaths 

8 

16 

17 

41 

Percentage  

._  30.8 

27.6 

36.9 

31.5 

Broncho 

26 

39 

39 

104 

Deaths 

11 

12 

13 

36 

Percentage 

* 42.3 

30.8 

33.3 

34.6 

Distribution  by  Decades 

Lobar 

Broncho 

Age 

Cases 

Deaths 

% 

Cases 

Deaths 

% 

0-10 

18 

1 

5.5 

17 

5 

29.4 

10-20 

25 

4 

16.0 

.3 

1 

33.3 

20-30 

18 

6 

33.3 

9 

1 

11.1 

30-40 

17 

5 

29.4 

12 

5 

41.7 

40-50 

17 

6 

35.3 

8 

2 

25.0 

50-60 

14 

9 

64.3 

7 

2 

28.6 

60-70 

11 

6 

54.5 

15 

5 

33.3 

70-80 

3 

3 

100 

3 

3 

100 

80-90 

1 

1 

100 

Oxygen  Therapy 

Cases 

Deaths  Recoveries 

Percentages  of  Deaths 

46 

30 

16 

65.2% 

Oxygen — Seventy  Hours  or  More 

9 

3 

6 

33.3% 

Oxygen — Thirty  Hours  or  Less 

23 

18 

5 

78.3% 

Average  duration  of  oxygen  therapy 

29.6% 

Racial  Distribution 
White  Negro  Total 

Cases  Deaths  % Cases  Deaths  % Cases  Deaths  % 
Lobar  102  33  32.6  28  8 28.6  130  41  31.5 

Broncho  86  29  33.6  18  7 38.9  104  36  34.6 

Day  of  disease  at  time  of  admission  to  hospital. 

Lobar — 5.8.  Broncho — 6.1. 

Table  E 
Saint  Vincent's 
Age  Distribution, 

Lobar 


Hospital 

1932-1937 

Bronchial 


1926 

2 

1 

50 

Cases 

Deaths 

% 

Cases 

Deaths 

% 

1927 

3 

1 

33.3 

0-10 

24 

2 

8.3 

42 

6 

14.3 

1928 

3 

2 

66.6 

10-20 

15 

1 

6.6 

14 

2 

14.3 

1929  

5 

2 

40 

20-30 

39 

9 

23.1 

12 

3 

25.0 

1930  - 

5 

1 

20 

30-40 

28 

4 

14.3 

13 

4 

30.8 

1931  . 

2 

1 

50 

40-50 

14 

7 

50.0 

12 

6 

50.0 

1932 

2 

- 

0 

50-60 

17 

6 

35.3 

20 

4 

20.0 

1933  _ 

2 

2 

100 

60-70 

12 

7 

58.3 

17 

13 

76.5 

1934  

5 

- 

0 

70-80 

3 

0 

0 

4 

2 

50.0 

1935  _ 

6 

4 

66.6 

80-90 

0 

3 

3 

100.0 

1936 

6 

4 

66.6 

41 

18 

43.9 

Total 

__  152 

36 

23.7 

137 

43 

31.4 
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Duration  Before  Admission 


Table  F 


Lobar — 5.5 

days. 

Bronchial — i 

5.3  days. 

Study  of  Effect  of  Oxygen  in  Pneumonia  (Norfolk) 

Pneumonia 

Without  Oxygen  1927-1930 

1927 

1928 

1929 

1930  Total 

Effect  of 

Economic  Status  1932-1937 

Lobar  Pneumonia  . 

13 

11 

12 

13  49 

Clinic 

Ward  Private 

T otal 

Deaths 

4 

3 

6 

3 16 

Lobar  cases 

47 

86 

19 

152 

Percentage 

- 30.8 

27.3  50 

23.1  30.6 

Deaths 

10 

26 

7 

43 

Bronchial  Pneumonia  10 

5 

11 

12  36 

Percentage 

21.3 

30.2 

36.8 

28.3 

Deaths 

2 

1 

3 

5 11 

Bronchial  cases 

18 

88 

33 

139 

Percentages 

_ 20 

20 

27.3  41.7  26.5 

Deaths 

7 

35 

12 

54 

Percentage 

38.9 

39.8 

36.4 

39.3 

Pneumonia  With  Oxygen  1932 

-1936 

1932  1933  1931  1935  1936  Total 

Lobar  Pneumonia 

_ 9 

11 

9 16  19  64 

Bronchopneumonia 

Deaths 

- 1 

3 

1 

4 3 12 

Year 

Total  Cases  Admitted 

Deaths 

Percentage 

Percentage  

. 11.1 

27.3 

11.1  25.0  15.8  18.8 

1927  ... 

21 

9 

43 

Bronchial  Pneumonia  5 

4 

10  15  9 43 

1928 

25 

11 

44 

Deaths 

_ 1 

1 

2 

1 2 7 

1929 

39 

18 

46.1 

Percentage 

_ 20 

25 

20 

5.7  22.2  16.3 

1930 

20 

6 

30 

Percentage  Based  on 

All  Cases 

1931 

31 

13 

42 

Lobar  Pneumonia  _ 

1927-1930  42.1 

1932-1936  31.9 

1932 

24 

15 

62.5 

Bronchial  Pneumonia  _ 1927-1930  34.1 

1932-1936  29.0 

1933 

19 

9 

47.4 

1934 

26 

8 

30.8 

Age  Distribution 

1935 

50 

19 

38 

No.  Cases 

Deaths 

No.  Cases  Deaths 

1936 

44 

21 

47.7 

10-20  . 11 

0 

50 

-60 

14  2 

20-30-  29 

5 

60-70__ 

1 0 

30-40-  28 

4 

70-80 

--  3 2 

Lobar  Pneumonia 

40-50--  20 

5 

80-90_ 

1 1 

Year 

Total  Cases  Admitted 

Deaths 

Percentage 

1927 

23 

12 

52 

Race 

1928 

39 

11 

28.2 

White 

No.  Cases 

Deaths 

Percentage 

1929 

40 

15 

37.5 

Lobar 

39 

8 

20.5 

1930 

30 

12 

40 

Bronchial 

28 

7 

25.0 

1931 

40 

12 

30 

Negro 

1932 

32 

11 

34.4 

Lobar 

27 

4 

14.8 

1933  . 

13 

2 

15.4 

Bronchial 

13 

0 

0 

1934  _ 

23 

11 

47.8 

T otal  White 

67 

15 

22.4 

1935 

53 

17 

32 

Total  Negro 

40 

4 

10.0 

1936 

46 

14 

30.4 

Total  Cases 

. _ 107 

19 

17.7 

All  Cases 

Terminal  Cases  Eliminated 

Lobar 

Bronchial 

Lobar 

Bronchial 

Cases 

Deaths  % 

Cases  Deaths 

°/o  Cases  Deaths 

% 

Cases 

Deaths 

% 

1932 

- - 32 

11 

34.4 

24 

15 

62.5  26  5 

19.2 

16 

8 

50.0 

1933 

_ 13 

2 

15.4 

19 

9 

47.4  12  1 

8.3 

15 

4 

26.7 

1934 

23 

11 

47.8 

26 

8 

30.8  18  6 

33.3 

22 

5 

22.7 

1935  _ 

53 

17 

32.0 

50 

19 

38.0  46  11 

23.9 

42 

10 

23.8 

1936  _ 

. 46 

14 

30.4 

44 

21 

47.7  43  11 

25.8 

34 

14 

41.2 

167 

55 

32.9 

163 

72 

44.2  145  34 

23.5 

129 

41 

31.8 

Distribution  According  to  Race 

Lobar 

E 

t ronchial 

T otal 

Cases  Deaths 

% 

Cases 

Deaths  % 

Cases  Deaths 

% 

White 

110 

38 

34.5 

127 

50  39.4 

237 

88 

37.1 

Colored 

51 

16 

31.4 

32 

20  62.5 

83 

36 

43.4 

Total 

161 

54 

33.5 

159 

70  44.0 

320 

124 

38.8 
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Average  Duration  of  Disease  Before  Admission 


Lobar  pneumonia  3.2  days 

Bronchial  pneumonia 4.1  days 


Social  and  Economic  Status 
Practically  all  of  these  patients  came  from  the  laboring 
classes.  Most  of  them  were  merchant  seamen,  coast 
guardsmen,  CCC  boys,  or  civil  employees  of  the  govern- 
ment. All  but  three  were  males.  In  nearly  every  case, 
clinical  diagnosis  was  confirmed  by  X-ray. 

Table  G 


Effect  of  Day  of  Admission 


First 

4 days  — . 

Well- A 

165  — 

87% 

Died 

33 

= 13% 

After 

4 '■  days 

.Well- 

69  = 

66% 

Died  - 

35 

= 34% 

History  of  Antecedent 

acid-. 

75  = 

24%. 

Positive  blood 

culture 

Well  - 

10  = 

53% 

Died 

9 

= 47% 

Negative  blood 

' culture 

Well- 

63  = 

77% 

Died  — 

. 19 

= 23% 

Type 

I 

Well  _ 

23  = 

72% 

Died— 

9 

= 28% 

Type 

II  _ 

Well.. 

13  = 

76% 

Died 

. 4 

= 24% 

Type 

III 

Well 

11  = 

70% 

Died- 

. 5 

= 30% 

Type 

IV  

Well  _ 

36  = 

73% 

Died 

13 

= 27% 

Type 

VII 

Well- 

1 

Pneumonia  Cases  in  University  of  Virginia  Hospital 
1926-1935  (Inclusive) 


Cases 

Deaths 

Bronchopneumonia 

479 

280 

Pneumonia  (not  qualified) 

10 

8 

Hypostatic  Pneumonia 

62 

51 

Interstitial  Pneumonia 

_ . 13 

5 

Lobar  Pneumonia 

443 

117 

(Post-operative) 

14 

10 

“ “ Type 

I - 

31 

6 

“ “ Type 

II  

10 

2 

“ “ Type 

III  

20 

2 

“ “ Type 

IV  

76 

17 

Pneumonia  unresolved 

21 

4 

Pneumonia,  primary  of 

infancy  . 

11 

5 

Pneumonitis 

17 

2 

1207 

509 

Lobar  Pneumonia — University  of 

Virginia — Five  Years 

Total  A dmissions — 302 

Well 234  = 

77% 

Died  — 68 

= 23% 

Analysis  as  to  Sex 

White  Male 

Well 115  = 

79% 

Died  3C 

= 21% 

White  Female 

Well  — 58  = 

74% 

Died  2C 

= 26% 

Colored  Male 

Well 44  = 

77% 

Died  1: 

= 23% 

Colored  Female 

Well 17  = 

77% 

Died 

= 23% 

Analysis  As  to  Age 


A ge 

0-10  - 

Well 

102  = 

88% 

Died 

14 

= 12% 

11-20  - 

Well 

46  = 

93% 

Died 

3 

= 7% 

21-30  - 

• Well 

37  = 

80% 

Died 

10 

= 20% 

31-40  - 

WelL 

20  = 

69% 

Died 

9 

= 31% 

41-50  _ 

Well 

10  = 

56% 

Died 

8 

= 44% 

51-60 

Well 

11  = 

53  % 

Died 

10 

= 47% 

60  + - 

Well- 

8 = 

36% 

Died 

14 

= 64% 

Social  Status 

W ards 

Well- 

_194  = 

78% 

Died 

54 

= 22% 

Private 

Rooms  Well 

_ 40  = 

72% 

Died  — 

14 

= 28% 

Table  H 

Study  of  Pneumonia  Patients  in  Memorial  Hospital, 
Richmond,  from  July  1,  1935,  to  July  1,  1936 


Antecedent  colds  . 89 

Total  number  of  cases 305 

Cases  of  lobar  pneumonia , 169 

Cases  of  bronchopneumonia : 136 

Number  typed  before  entering  hospital  0 

Number  typed  after  entering  hospital  30 

(Only  two  of  which  were  type  I.) 

Number  of  cases  receiving  serum  _ _ _ 0 

Mortality  50  or  29.9%. 


Table  I 

Summary  Pneumonia  Study,  Spring  1937 
(Medical  College  of  Virginia) 

No.  cases — 30.  Time — February  6-May  13,  1937. 


Age  Under  20  20-30  30-40  40-50  50-60 

5 TT  6~  4^  Y 

Sex Male  18  Female  12 

Race  White  5 Colored  25 

Day  of  disease  on  admission : All  under  5 days  except  1. 
Type I II  III  IV  VII  ? 

i7  i T ~T  ~T  7 


Blood  culture:  Positive  9 (30%). 

No.  receiving  serum:  21. 

Reactions:  11. 

Deaths:  Total  5 (16.6%). 

Complications : Jaundice,  and  increase  N P N,  7. 

Deaths  among  those  receiving  serum:  2 (9.5%). 
Deaths  among  Type  I receiving  serum:  1 (5.8%). 

(Came  in  on  10th  day  and  died  in  twenty-four  hours.) 
Deaths  among  cases  avith  positive  blood  culture:  2 (22%). 

Table  J 

Pneumonia  Cases,  George  Ben  Johnston  Memorial 
Hospital,  January,  1927  to  January,  1937 


Total  number  of  cases 154 

Cases  of  lobar  pneumonia 45  (29.2%) 

Cases  of  bronchopneumonia 109  (70.8%) 

Antecedent  colds  95  (61.7%) 

Day  of  disease  when  admitted  to  hospital,  average  5th  day. 

Mortality  46  (29.8%) 

Race:  149  white  (96.6%)  5 colored — ( 3.4%) 
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Complications  

Number  typed  before  entering  hospital  — 

Number  typed  after  entering  hospital 

Classified  according  to  type:  One  Type 
Type  IV. 


Under  1 yr. 

4 

20  to  30  yrs. 
21 

50  to  60  yrs. 
21 

SO  to  90  years 


Age  Group 

1 to  10  yrs. 
31 

30  to  4-0  yrs. 
10 

60  to  70  yrs. 
17 

90  to  100 
1 


15  ( 9.7%)* 
2 
0 

III  and  one 


10  to  20  yrs. 
19 

40  to  50  yrs. 
14 

70  to  SO  yrs. 
8 


Ages  of  six  patients  not  given  in  records. 


A comparatively  small  per  cent  of  these  patients  were 
seen  in  their  homes  in  consultation  with  their  physicians, 
so  that  the  information  regarding  complications  is  not 
available. 

Serum  in  the  two  cases  was  administered  by  the  family 
physician;  on  what  day  of  illness  is  not  known. 

Complications,  1,  abscess  left  lung;  1,  pericarditis  with 
effusion,  and  empyema;  1,  meningismus;  3,  otitis  media; 
9,  empyema. 


Table  K 

Summary  of  Reports  from  Hospitals 
(Based  on  answers  to  questionnaire  sent  to  all 


Virginia  hospitals.) 

Number  Interrogated 100 

Answers  Received 52 

Report  Based  On 34 

(Eighteen  incomplete.) 

Total  Number  of  Cases  Annually  Occurring 
in  the  Thirty-one  Hospitals  Reporting 

Cases 882 

Cases  of  Bronchopneumonia 405  or  46% 

Cases  of  Lobar  Pneumonia 477  or  54% 

Total  Deaths  from  Thirty-four  Hospitals 

(annually) 273* 

Deaths  from  Bronchopneumonia 151 

Deaths  from  Lobar  Pneumonia 122 

Number  of  Hospitals  Doing  Any  Typing  at 

All 12 

Number  of  Hospitals  Typing  Routinely 4 

Number  of  Pneumonia  Patients  Typed  in 

Twelve  Hospitals  Last  Year 112 

Number  of  Hospitals  Using  Serum  Routinely  2 (Since 


January,  1937) 

‘Percentage  based  on  thirty-one  hospitals  which  re- 
ported number  of  cases. 


Report  of  Committee  to  Confer  with  the  State  Board 
of  Nurses’  Examiners 

I beg  leave  to  report  that  as  yet  we  have  had  no  call 
for  a conference  with  the  State  Board  of  Nurses’  Exam- 
iners. Both  the  Committee  and  I,  however,-  stand  ready 
at  any  time  to  render  every  service  possible  when  called 
upon. 

W.  Lowndes  Peple,  Chairman. 

Report  of  Committee  to  Study  Question  of 
Syphilis  Control 

The  report  of  this  Committee  of  which  Dr.  Ennion  S. 
Williams  of  Richmond  is  chairman,  appeared  in  the 
April,  1937,  issue  of  the  Monthly,  pages  42-46. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 


President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 


Off  to  Roanoke! 

Five  Reasons  Why  You  Should  Go 

When  this  issue  of  the  Monthly  reaches  you, 
I hope  you  will  already  have  made  plans  to  attend 
the  fifteenth  annual  session  of  the  Auxiliary,  to  be 
held  in  Roanoke  on  October  13th.  I can  think  of 
many  reasons  why  you  should  go  to  this  meeting, 
and  I’d  like  to  mention  five  very  special  ones. 

First:  It  is  the  loveliest  time  of  the  year  to  take 
a trip  with  your  doctor  through  the  beautiful  Vir- 
ginia mountains,  all  dressed  in  their  autumn  colors. 
It  will  do  you  both  good  and  perhaps  he  is  just 
waiting  for  a little  persuasion  from  you  to  make  up 
his  mind  to  go.  You  know  he  will  enjoy  meeting 
the  other  physicians  of  the  State  and  exchanging 
ideas  with  them — so  urge  him  to  go  for  his  own 
sake. 

Second:  The  Auxiliary  awaits  you  with  a warm 
welcome,  and  needs  the  encouragement  and  en- 
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thusiasm  which  your  presence  will  bring  to  the  meet- 
ing. 

Third:  Our  National  President,  Mrs.  Augustus 
S.  Kech,  and  National  Program  Chairman,  Mrs. 
V.  T.  Holcombe,  will  be  guests  of  honor  and  you 
want  to  hear  what  they  have  to  say,  and  to  be  one 
of  the  hostesses  to  welcome  them  to  Virginia. 

Fourth:  A trophy  is  being  given  to  the  Auxiliary 
having  the  largest  percentage  of  attendance  at  this 
meeting,  and  surely  you  want  your  Auxiliary  to  win 
it. 

Fifth:  The  Roanoke  ladies  are  planning  a de- 
lightful stay  for  us  and  we  want  to  show  our  appre- 
ciation of  their  hospitality  by  our  presence.  All 
ladies  attending  the  convention  are  invited  to  the 
general  meeting  and  to  the  social  affairs  planned 
for  us.  So  “Let’s  concentrate  on  Roanoke.” 

Ruth  Pendleton  Harrison  Wilson, 

President. 

A letter  from  Mrs.  Frank  N.  Haggard,  President 
of  the  Auxiliary  to  the  Southern  Medical  Association, 
expresses  her  regret  at  being  unable  to  attend  our 
Roanoke  meeting  as  she  had  hoped  to  do.  She 
urges  that  as  many  as  possible  of  our  women  go 
to  New  Orleans  for  the  meeting  of  the  Southern 
Medical  on  November  30,  December  1,  2,  3. 

R.  p.  H.  w. 


Public  Health  Statistics 


I.  C.  Ricgin,  M.  D., 

State  Health  Commissioner  of  Virginia. 


The  report  of  the  State  Health  Department’s 
bureau  of  communicable  diseases,  as  compiled  for 
the  month  of  August,  shows  the  following  cases 
compared  with  the  same  month  in  1936. 

1937  1936 


Typhoid  and  Paratyphoid 96  117 

Diphtheria 64  50 

Scarlet  Fever 30  48 

Measles  61  102 

Meningitis 11  14 

Poliomyelitis  11  18 

Rocky  Mountain  Spotted  Fever_  9 20 

Typhus  Fever  0 2 

Undulant  Fever 1 5 

Tularaemia 1 8 

Smallpox  0 0 


Industrial  Hygiene 

Tabulations,  based  on  a statewide  industrial  hy- 
giene survey  conducted  by  the  Department  during 
the  past  year,  were  completed  recently. 

As  a result  of  the  studies,  requests  from  industry 
are  being  received  for  more  detailed  investigations 
with  particular  reference  to  dust  determinations. 
The  total  number  of  plants  involved  in  the  original 
inspection  was  746  with  a population  of  87,640. 

Midwife  Instruction 

To  eliminate  the  grossly  incompetent  midwife 
and  to  teach  the  fundamentals  of  cleanliness  to  those 
midwives  who  will  be  permitted  to  continue  to  prac- 
tice, the  first  of  a series  of  midwife  institutes  recently 
was  held  in  Sussex  County. 

The  instruction  was  given  with  the  consent  of  the 
practicing  physicians  of  the  county,  most  of  whom 
actively  cooperated  with  representatives  of  the 
Health  Department  by  assisting  in  the  teaching  and 
demonstration  activities.  With  86  per  cent  of  all 
births  in  that  county  attended  by  midwives  and 
with  an  infant  mortality  rate  of  10  per  cent,  both  the 
medical  profession  of  the  county  and  the  Department 
agreed  that  a well-directed  effort  should  be  made 
to  improve  the  situation. 

The  midwives  were  instructed  as  a group  in  basic 
hygienic  practices.  Their  limitations  also  were  em- 
phasized. “What  not  to  do,”  as  well  as  the  necessity 
of  bringing  their  patients  to  the  clinics  for  prenatal 
care  by  a physician,  was  stressed. 

Through  the  operation  of  prenatal  clinics  in  Sussex 
County  during  the  past  year,  a number  of  midwife 
cases  were  discovered  with  toxemias  and  other  con- 
ditions necessitating  the  transfer  of  such  patients 
from  midwife  care  to  the  supervision  of  a private 
physician.  These  contingencies  forcefully  have  in- 
dicated to  the  midwife  her  limitations.  Moreover, 
the  importance  of  medical  care  throughout  pregnancy 
gradually  is  being  taught  to  the  midwives,  and  this 
fact  also  is  becoming  increasingly  recognized  by  the 
general  public  in  that  county. 

Similar  institutes  for  midwives  are  to  be  held  in 
the  near  future  in  selected  areas  of  the  State  where 
midwife  control  is  an  acute  problem.  It  is  to  be 
emphasized,  however,  that  no  attempt  is  being  made 
to  give  advanced  instruction,  as  this  might  create 
potential  menaces  in  midwife  practice. 
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Editorial 


The  State  Society  Meeting. 

The  Medical  Society  of  Virginia  when  it  meets 
in  Roanoke  on  October  12-14  for  its  sixty-eighth 
session  deserves  to  be  fully  attended  by  the  medical 
profession  of  the  State.  The  state  society  meeting 
affords  a unique  opportunity  for  rubbing  elbows 
with  colleagues  who  feel  and  think  as  you  do.  It  is 
distinctly  a family  party.  It  offers  an  occasion  for 
some  to  pass  on  to  others  the  benefits  of  study,  in- 
vestigation and  bedside  trial.  It  is  a chance  for 
many  to  learn  from  the  opportunity  of  others.  It 
is  an  open  invitation  to  all  to  discuss  their  problems 
upon  the  floor,  in  the  ante  room,  at  table,  and  even 
in  the  privacy  of  sleeping  quarters.  For  many  it  is 
a time  of  rest  and  recreation.  For  all  it  is  a golden 
chance  to  put  zest  and  life  and  power  into  organized 
medicine  as  expressed  in  the  state  society  and  there- 
by to  make  organized  medicine  a more  useful  and 
effective  agency  in  the  socio-economic  revolution, 
whose  day  by  day  development  we  are  called  upon 
to  live  through. 

Paul  B.  Hoeber. 

The  recent  news  of  the  death  of  Paul  B.  Hoeber 
will  bring  genuine  expressions  of  sorrow  from  the 
many  admirers  of  the  late  publisher  of  the  Annals 
of  Medical  History.  We  are  reminded  of  his  splen- 
did, often  self-sacrificing,  contribution  to  the  pub- 
lication of  good  medical  books,  especially  those  re- 
lating to  the  history  of  medicine.  It  is  reassuring 
that  Harper  and  Brothers  have  announced  their  pur- 


pose of  continuing  his  medical  publications  upon  the 
same  high  plane  of  service  and  technical  perfection. 

Another  Pneumonia  Cure. 

In  a recent  issue  of  the  American  Journal  of 
\Medical  Sciences,  J.  A.  Wilson  and  W.  C.  Carey 
report  the  results  of  the  administration  of  parenteral 
liver  extract  in  pneumonia.  Over  a period  of  three 
years  these  investigators  treated  thirty  cases  of  pneu- 
monia (streptococcus,  staphylococcus  and  pneumo- 
coccus) with  a mortality  rate  of  17  per  cent.  They 
administered  liver  extract  in  doses  varying  between 
2 c.  c.  and  4 c.  c.  deep  into  the  gluteal  muscle 
every  six  or  eight  hours.  The  results  were  increased 
leucocytosis  and  urinary  output.  This  is  of  course 
too  small  a series  from  which  to  draw  any  con- 
clusions but  it  again  emphasizes  upon  what  a wide 
front  research  in  pneumonia  therapy  is  now  oper- 
ative. 

George  H.  Simmons 

The  eighty-five-year-old  emeritus  editor  and  gen- 
eral manager  of  The  Journal  of  the  American  Medi- 
cal Association  is  no  more.  A recent  edition  of  The 
Journal  of  the  American  Medical  Association  enu- 
merated the  vast  services  of  Dr.  Simmons  to  organ- 
ized medicine. 

As  an  instigator  and  organizer  of  new  movements 
he  achieved  much.  He  was  largely  responsible  for 
the  present  set-up  of  the  A.  M.  A.  and  for  the  present 
enormous  subscription  lists  of  The  Journal  of  the 
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Association,  for  the  conception  and  creation  of  a 
number  of  allied  publications,  for  the  Quarterly 
Cumulative  Index,  for  Hygeia,  for  the  Council  on 
Pharmacy  and  Chemistry,  and  for  much  of  the 
Association’s  propaganda  and  reform. 

The  Journal  of  the  American  Medical  Association 
describes  him  as  alert  and  fearless.  “His  work  for 
the  American  Medical  Association  was  characterized 
by  intelligence,  unselfishness,  integrity  and  righteous- 
ness. . . . Unquestionably  he  was  the  greatest  factor 
in  his  generation  in  the  development  of  the  American 
Medical  Association  and  the  profession  it  repre- 
sents.” 

Medicine  and  the  Social  Revolution  in 

Mexico. 

When  an  American  physician  recently  called  upon 
Mexico’s  Director  of  Rural  Hygiene  and  Sanitary 
Service,  Dr.  Angel  de  la  Garza  Brito,  he  expected 
to  be  given  some  statistical  information  regarding 
the  present  health  situation  in  Mexico.  When  he 
emerged  from  Dr.  Brito’s  office  in  the  impressive 
Departmento  de  Salubridad  where  the  Director  keeps 
a score  of  clerks  and  assistants  busy,  the  visitor  had 
been  given  few'  figures  but  he  felt  he  had  in  the 
course  of  an  hour’s  conversation  obtained  a fairly 
comprehensive  view  of  the  present  Mexican  govern- 
ment’s socio-economic  program  as  it  touched  the 
health  of  sixteen  million  people. 

Dr.  Brito  hastened  to  explain  to  his  caller  that 
his  department  was  in  charge  only  of  the  rural  popu- 
lation, adding  however  that  90  per  cent  of  the  people 
might  be  classified  as  rural.  Before  offering  a de- 
tailed explanation  of  the  plans  and  purposes  of  his 
department  for  this  large  fraction  of  the  nation,  he 
commented  interestingly  upon  the  practice  of  medi- 
cine in  the  cities.  Mexico  appears  to  have  too  few 
physicians,  but,  as  in  our  country,  the  chief  diffi- 
culty is  one  of  distribution.  Although  90  per  cent 
of  Mexicans  live  in  the  country,  90  per  cent  of 
Mexico’s  doctors  are  to  be  found  in  her  cities. 
Mexican  physicians  as  a whole  are  poorly  paid. 
Young  doctors,  cutting  their  teeth  in  rural  practice 
in  the  government  service,  receive  as  little  as  five 
pesos  a day.  Even  in  the  City  of  Mexico,  where 
there  are  some  2,000  doctors,  only  about  200  of 
them  may  be  said  to  be  remunerated  adequately.  In 
spite  of  the  many  revolutions  that  have  come  to 
Mexico  in  recent  years  and  the  rise  of  the  worker 
with  the  slogan  “land  and  liberty,”  the  medical  pro- 


fession does  not  appear  to  have  lost  caste.  The 
doctor  of  education  and  pleasant  address  is  still 
respected  and  sought  after. 

It  would  be  strange  indeed  if  Mexico,  which  has 
so  recently  turned  her  social  pyramid  upside  down, 
should  not  be  attempting  to  include  medicine  in  her 
vast  experiment.  In  the  cities,  where  doctors  are 
numerous  and  still  exert  influence,  it  has  not  seemed 
wise  to  attempt  to  upset  the  status  quo,  although 
very  shortly  health  and  hospital  insurance  on  a 
national  scale  is  expected  to  include  a hitherto 
exempt  urban  population.  For  the  present,  Mexico 
is  watching  the  mistakes  of  other  countries  along 
these  lines  and  when  she  chooses  her  plan  she  will 
attempt  to  avoid  their  pitfalls. 

In  the  rural  districts  the  socially  minded  health 
department  of  the  government  has  found  virgin  soil 
for  what  appears  to  be  fruitful  experimentation.  In 
outlining  the  rural  hygiene  and  sanitary  services  in 
the  states,  Dr.  Brito  explained  that  whereas  the 
government  would  like  to  confine  its  activities  to 
preventive  medicine  it  has  been  unable  to  do  so 
because  the  people  of  the  rural  communities  and 
their  officials  are  at  present  unable  to  view  medicine 
except  as  a curative  agent.  For  this  reason,  it  was 
explained,  the  government  is  actually  practicing 
medicine  all  over  Mexico. 

At  the  present  time  there  is  no  single  unified 
rural  health  program  of  the  Federal  government. 
Three  separate  plans  are  being  tried.  Under  the 
first,  all  the  expense  of  a given  rural  health  service 
is  paid  for  by  the  Federal  government.  The  ma- 
jority of  the  government’s  contribution  to  medicine 
falls  under  this  plan  which  is  really  state  medicine. 
Under  the  second  plan  the  people  of  a community 
entirely  support  the  local  medical  service.  This  is 
spoken  of  as  social  medicine.  In  other  instances 
one  finds  in  operation  a combination  of  the  two 
plans  set  up  on  such  a basis  that  in  general  the 
State  contributes  20  per  cent,  the  Federal  government 
40  per  cent  and  the  people  of  the  community  40 
per  cent.  Although  still  far  from  its  objective  the 
government  admittedly  prefers  to  establish  every- 
where the  second  type  of  service. 

In  determining  its  method  of  operation  the  gov- 
ernment first  makes  a survey  of  a community, 
gathering  information  concerning  geography,  topog- 
raphy, water  supply,  sewerage  disposal,  etc.,  as  well 
as  the  willingness  and  ability  of  the  people  to  pay 
for  the  service  needed.  On  the  basis  of  such  a 
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survey  a local  health  unit  is  set  up.  In  most  in- 
stances this  consists  of  a physician,  a nurse  who 
is  usually  a midwife,  a clerk  who  is  usually  a 
pharmacist,  and  a janitor.  Quarters  are  provided 
in  most  instances  by  reconditioning  an  already  exist- 
ing building.  In  some  instances  new  buildings  have 
been  erected.  Usually  these  are  of  simple  construc- 
tion designed  to  afford  living  quarters  for  the  staff, 
examination  and  operating  rooms,  and  a small  w'ard 
of  three  or  four  beds.  Such  a unit  functions  as  a 
clinic  and  small  hospital.  Where  the  demand  and 
the  means  justify  it,  units  are  larger  and  include 
the  various  specialties.  Last  year  there  were  sixty- 
four  units  in  operation.  This  year  they  have  been 
increased  to  one  hundred  and  thirty. 

Illustrative  of  the  difficulties  of  the  task  of  rais- 
ing the  standard  of  medical  care  among  the  rural 
population  (Indians),  Dr.  Brito  told  this  experi- 
ence: a government  physician  attended  a native 
dance  in  one  of  the  villages  ( ejidos ) of  southern 
Mexico  and  during  the  course  of  the  evening  danced 
with  a betrothed  Indian  girl.  The  jealousy  of  the 
fiance  was  aroused,  a row  ensued  and  the  engage- 
ment was  broken.  In  the  emotional  upset  that  fol- 
lowed the  girl  attempted  suicide  but  only  succeeded 
in  fracturing  her  femur  and  pelvis.  Federal 
physicians  came  to  the  rescue  and  under  skilled 
orthopedic  care  the  fractures  healed  but  a restitution 
of  function  did  not  occur.  Although  the  causative 
hysteria  was  recognized  and  dealt  with  in  the  ap- 
proved manner  the  girl  remained  unable  to  walk. 
This  distressing  situation  continued  until  her  family 
sought  permission  to  call  in  the  Medicine-man  of 
the  village.  With  the  ritual  common  to  such  persons 
he  put  the  disabled  girl  through  an  impressive  cere- 
mony which  included  the  actual  burning  in  her 
presence  of  the  underwear  of  the  physician  who  had 
caused  all  the  trouble.  The  beneficent  effect  of  this 
performance  was  immediate  and  in  three  days  the 
girl  wras  able  to  walk  again. 

When  questioned  concerning  some  of  the  specific 
health  problems  that  confront  his  nation.  Dr.  Brito 
explained  that  he  regarded  tuberculosis  as  on  the 
wane  although  the  government  was  doing  practically 
nothing  about  it.  He  believes  no  one  has  yet  found 
the  real  solution  of  the  venereal  disease  problem  in 
his  country.  The  prostitute  population  of  Mexico 
City  is  said  to  be  ten  times  larger  than  that  of 
Paris  and  60  per  cent  of  the  people  are  said  to 
have  venereal  disease.  Typhoid  is  a disease  whose 


incidence  cannot  be  affected  favorably  in  Mexico 
until  improvement  in  the  water  supply  of  rural 
communities  can  be  achieved.  There  is  less  small- 
pox in  Mexico  than  in  the  United  States.  The 
reason  is  obvious.  Last  year  eight  million  persons, 
one-half  of  the  population,  were  vaccinated  against 
smallpox.  Dr.  Brito  regards  malaria  as  Mexico’s 
Public  Health  Enemy  No.  1,  and  indicated  graph- 
ically upon  a map  the  high  incidence  of  the  dis- 
ease, particularly  in  the  States  of  Yucatan  and  San 
Luis  Potosi.  He  felt  that  the  solution  of  this  prob- 
lem was  entirely  one  of  engineering  and  until 
swamps  could  be  drained  malaria  would  continue. 

Commenting  upon  medical  education  in  Mexico, 
where  the  M.  D.  degree  is  granted  only  after  six 
and  a half  years  which  include  a year  of  hospital 
interneship  and  six  months  of  social  service  in  rural 
communities,  Dr.  Brito  said  that  its  fault,  if  there 
was  fault,  was  in  the  lack  of  emphasis  upon  bed- 
side instruction  and  in  the  tendency  of  the  Uni- 
versity to  develop  a theoretical  type  of  doctor.  The 
Director  of  Rural  Hygiene  and  Sanitary  Service  was 
singularly  frank  in  discussing  the  dearth  of  nursing 
facilities  in  Mexico,  indicating  not  only  that  facil- 
ities for  training  nurses  in  Mexico  were  inadequate 
but  that  class  distinctions  and  years  of  intellectual 
subjugation  had  robbed  the  nursing  profession  of 
needed  confidence  and  dignity.  Steps  were  being 
taken  to  correct  the  situation,  he  said,  and  many 
Mexican  nurses  to  better  themselves  are  now  study- 
ing in  foreign  countries. 

To  understand  this  nation-wide  experiment  in 
social  medicine  one  must  view  it  in  the  light  of 
Mexican  history,  against  a background  of  cen- 
turies of  Aztec  civilization,  three  hundred  years 
of  Spanish  colonial  history,  one  hundred  years  of 
independence  marked  by  revolution  and  counter 
revolution,  and  a few  years  of  comparatively 
peaceful  progress.  One  must  view  it  too  in  the  light 
of  ethnic  complications,  remembering  that  the  popu- 
lation of  Mexico  is  now  10  per  cent  white,  20  per 
cent  Indian,  and  70  per  cent  mestizo.  One  cannot 
escape  the  conviction  that  the  future  of  Mexico  is 
for  the  Indian,  for  those  three  million  pure  breed 
Indians  who  still  exist  and  follow  much  the  same 
manner  of  life  as  their  ancestors  were  following 
when  Cortes  first  exposed  their  civilization  to  view, 
and  for  that  vastly  larger  number  who,  though  a 
mixture  of  white  man  and  red,  are  nevertheless  dom- 
inated by  the  Indian  tradition  conferred  upon  them 
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by  a strong  and  peculiarly  effective  maternal  in- 
fluence. 

In  the  past  the  United  States  has  not  been  any 
too  willing  to  learn  lessons  from  smaller  neighbors, 
but  today  her  doctors  can  well  afford  to  ponder  the 
flexibility,  the  variety  and  completeness  of  this 
neighbor’s  health  program  and  the  inevitability  of 
government  control  of  a nation’s  health  where  organ- 
ized medicine  shows  no  disposition  to  do  the  job 
at  hand. 

Tampering  With  the  Nation’s  Health. 

David  Lawrence  in  the  New  York  Sun,  August 
26,  1937,  calls  attention  to  the  Federal  Government’s 
“foot  within  the  door,”  in  an  article  which  inter- 
prets the  group  insurance  plan  of  the  Government 
for  employees  of  the  Home  Owners  Loan  Corpor- 
ation and  the  Federal  Home  Loan  Bank  Board  as 
an  entering  wedge  to  a far  more  extensive  plan  of 
socialized  medicine.  Says  Mr.  Lawrence: 

“Like  all  New  Deal  ‘experiments,’  the  plan  to  pro- 
vide medical  care  by  the  group  method  is  limited  in 
scope  at  first.  It  is  to  apply  for  the  present  to  the 
employees  here  of  the  Home  Owners  Loan  Corporation 
and  the  Federal  Home  Loan  Bank  Board,  but  it  is  so  set 
up  that  it  can  just  as  readily  be  extended  to  all  the 
117,000  Federal  employees  here  and  the  700,000  or 
more  Government  employees  throughout  the  country. 

“Doctors  have  long  suspected  that  the  New  Deal 
would  seek  to  introduce  ‘socialized  medicine,’  but  as- 
surances to  the  contrary  have  come  as  usual  from  time 
to  time  from  high  quarters.  The  importance  of  the 
new  experiment  will  be  minimized  in  official  quarters 
so  as  to  discourage  opposition  and  the  plan  will  be 
compared  to  various  group  health  plans  in  private  in- 
dustry. But  the  new  organization,  nevertheless,  is 
directly  in  line  with  what  has  been  urged  by  persons 
inside  the  administration  who  see  the  job  possibilities 
and  patronage  potentialities  of  a medical  bureaucracy 
in  the  Government.  The  latest  step,  therefore,  may  be 
taken  to  mean  that  the  campaign  for  ‘socialized  med- 
icine' has  begun. 

“The  objections  to  this  form  of  medical  care  are 
numerous  and  the  best  testimony  is  that  which  comes 
from  experts  who  have  studied  the  health  insurance 
systems  abroad. 

“Thus,  Sir  E.  Farquhar  Buzzard,  president  of  the 
British  Medical  Association,  said  recently  in  a public 
address: 

“ ‘The  chief  flaw  in  a badly  organized  service,  such 
as  that  which  has  evolved  in  this  country  during  the 
last  century,  is  lack  of  time,  and  both  the  general  prac- 
titioner and  the  consultant,  in  order  to  earn  a living 
wage,  are  frequently  obliged  to  undertake  far  more 


work  than  they  can  deal  with  efficiently  in  the  hours 
at  their  disposal.’ 

“Regarding  Germany,  Dr.  Paul  G.  Frank,  another 
authority,  says:  ‘For  almost  thirty  years  I have  worked 
as  a German  panel  doctor  under  the  conditions  of  com- 
pulsory health  insurance,  and  for  many  years  I was  a 
member  of  the  physicians  committee.  During  this 
period  I witnessed  a deterioration  of  the  medical  pro- 
fession. It  came  about  by  the  removal  of  the  sanctions 
of  preferment  by  skill  and  the  substitution  of  prefer- 
ment to  convenience.’ 

“The  same  line  of  reasoning  is  expressed  by  Dr. 
William  J.  Mayo  of  the  Mayo  Brothers  Clinic  in  Min- 
nesota, who  wrote  recently: 

“ ‘We  of  the  medical  profession  are  determined  that 
we  will  not  be  subjected  to  political  interference.  We 
will  not  sacrifice  the  spiritual  values  of  our  profession 
for  the  small  material  gain  held  out  to  us  by  political 
and  social  experimenters  who  are  attempting  now  to 
control  the  practice  of  medicine.  We  refuse  to  be 
dictated  to  by  men  who  are  not  physicians,  who  do  not 
understand  the  sacred  obligation  of  physicians  and  their 
patients.’ 

“The  way  ‘socialized  medicine’  would  develop  would 
be  to  discourage  younger  men  from  going  into  the  med- 
ical profession  and  take  away  from  those  who  have 
built  up  a practice  many  of  the  patients  who  ordinarily 
come  to  them. 

“It  is  true  a large  number  of  doctors  would  have  to 
be  employed  by  the  Government  in  any  national  scheme 
of  ‘socialized  medicine,’  but  the  selection  of  these  doc- 
tors by  a political  spoils  system  would  only  be  a worse 
step  than  the  application  for  Government  jobs  of  doctors 
not  good  enough  to  build  for  themselves  a firm  reputa- 
tion and  adequate  practice  in  their  own  communities. 
If,  for  instance,  all  Government  employees  in  Washing- 
ton were  to  be  cared  for  medically  under  some  sort  of 
group  plan  run  by  the  Government,  why  should  any 
good  doctors  stay  here?  Why  should  any  new  ones 
come  here  from  the  best  medical  schools  to  replace 
those  who  are  retiring?  I mmediately  there  would  be  a 
destruction  of  incentive  and  a breakdown  in  the  quality 
of  medical  care  available  to  the  people  of  this  whole 
community. 

“The  new  plan  to  be  put  into  effect  next  month  by 
‘The  Group  Health  Association’  among  the  Home  Loan 
Corporation  employees  calls  for  payments  of  $3.30  a 
month  for  men  with  families  and  $2.20  a month  for 
single  persons. 

“ ‘The  service,’  it  is  promised  by  one  of  the  officials 
in  charge,  ‘will  include  medical  and  surgical  examina- 
tions, including  examination  in  special  departments, 
such  as  eye  examinations,  laboratory  tests  and  X-ray 
examinations.  In  each  case,  complete  medical  and 
surgical  care  will  be  given. 

“ 'Hospitalization  is  to  be  given  in  a semi-private 
room  for  a period  of  three  weeks  during  a single  ill- 
ness, without  additional  charge.’ 

“The  staff  of  the  new  clinic  is  to  be  headed  by  Dr. 
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Henry  R.  Brown  of  the  tuberculosis  division  of  the 
Veterans  Administration  and  it  is  planned  to  hire  a 
staff  of  about  six  or  seven  physicians. 

“The  charter  of  the  new  organization  is  not  re- 
stricted to  the  employees  of  the  Federal  Home  Loan 
Bank  Board  and  Home  Owners  Loan  Corporation  who 
are  to  participate  in  the  group  health  scheme,  but,  if 
successful,  the  project  can  be  extended  to  all  Govern- 
ment employees  inside  and  outside  of  the  national 
capital.  The  dues  do  not  include  cost  of  medicines, 
drugs  and  surgical  appliances  nor  the  expense  of  dental 
work,  oxygen  tanks,  radium  and  deep  X-ray  treat- 
ments, blood  transfusions  or  special  nursing  service. 
It  is  not  planned  to  treat  certain  types  of  surgical  or 
nervous  disorder  cases  or  to  furnish  treatment  after 
the  medical  director  recommends  confinement  in  an 
institution  in  mental,  tubercular,  drug  or  alcohol  ad- 
diction cases. 

“The  whole  experiment,  however,  beginning  now 
on  a small  scale,  dovetails  with  reports  current  last 
November  that  the  Social  Security  Board  was  studying 
the  possibility  of  adding  a national  health  insurance 
project  as  a part  of  its  program.  Comprehensive  health 
insurance,  of  course,  would  be  borne  by  the  taxpayers 
and  it  is  estimated  as  likely  to  cost  5 per  cent  of  pay 
rolls.  The  Social  Security  Board  has  authority  to  make 
research  studies  on  ‘related  subjects’  and  health  insur- 
ance is  held  to  be  one  of  these. 

“The  New  Dealers  are  seeking  to  pattern  their  plans 
on  projects  in  foreign  countries,  but  prominent  Amer- 
ican physicians,  like  Dr.  Floyd  S.  Winslow,  president 
of  the  Medical  Society  of  the  State  of  New  York,  says 
of  the  experiences  of  the  Europeans: 

“ ‘Many  physicians  are  required  to  see  forty  to  sixty 
patients  a day — some  average  100.  This  is  far  too 
many.  Why  do  not  British  doctors  complain?  It 
should  be  remembered  that  health  insurance  has  existed 
as  part  of  the  Government  in  England  since  1911. 
British  physicians  who  see  its  great  defects  are  ‘cagey’ 
in  their  public  statements  derogatory  of  a system  in 
which  so  many  physicians  and  bureaucrats  are  de- 
pendent.’ 


“Dr.  Winslow  also  quotes  Dr.  Jacob  L.  Moreno,  who 
is  an  authority  on  the  Austrian  experience,  as  saying: 

“ ‘No  physician  is  capable  of  properly  treating  the 
large  number  of  patients  sent  him  under  sickness  in- 
surance. He  is  forced  to  evolve  some  mass  production 
plan  of  operating  his  office  to  run  people  through  his 
mill  as  fast  as  possible.  The  ‘rush’  system  of  handling 
patients  is  inevitable.  When  the  technic  of  getting  them 
in  and  out  fast  is  perfected,  the  doctor  begins  to  lose 
that  intangible  something  which  is  vital  to  both  him- 
self and  his  patients — his  morale.  I do  not  know  any 
doctor  who  remained  long  at  this  sort  of  practice  in 
Austria  who  did  not  become  hardened.’ 

“The  New  Deal  has  not  hesitated  to  tamper  with  the 
economic  system,  to  tamper  with  the  judicial  system, 
and  now  is  reaching  out  to  tamper  with  the  health 
system  of  the  country.  Inasmuch  as  the  Roosevelt 
administration  has  encouraged  a group  of  office-hold- 
ing lawyers  to  seek  to  undermine  the  American  Bar 
Association,  it  would  not  be  surprising,  therefore,  if 
the  administration,  in  order  to  make  some  sort  of  show- 
ing of  approval  by  members  of  the  medical  profession, 
encouraged  the  formation  of  a rival  to  the  American 
Medical  Association  to  be  made  up  either  of  doctors 
ambitious  for  jobs,  or  doctors  who  haven’t  made  good 
in  their  communities,  who  do  not  have  the  gumption 
or  initiative  to  undertake  the  hazards  of  private  prac- 
tice, and  who  prefer  instead  the  ‘security’  of  politically 
made  and  bureaucratic  jobs.  America’s  death  rate,  if 
the  Southern  States  where  large  Negro  populations  live 
are  eliminated,  will  be  found  to  be  lower  than  that  of 
any  of  the  countries  where  Government  insurance 
schemes  prevail.  Likewise  four  of  the  leading  coun- 
tries which  have  the  lowest  death  rates  do  not  have 
compulsory  health  insurance.  They  are  Australia, 
Union  of  South  Africa,  New  Zealand  and  Canada. 
In  South  America,  Chile,  which  has  compulsory  health 
insurance,  has  a death  rate  of  26  per  thousand  in- 
habitants every  year,  while  Argentine  has  11  per  thou- 
sand and  Uruguay  10  per  thousand,  and  neither  of 
these  last  two  countries  has  a Government  insurance 
system.” 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Annual  Meeting  of  the  Department. 

The  annual  meeting  was  held  at  the  Richmond 
Academy  of  Medicine  Building  on  Monday,  August 
23,  at  12:00  o’clock.  The  following  members  of 
the  committee  were  present:  Dr.  Moncure,  Dr. 
Hamilton,  Dr.  Riggin,  Dr.  Sutton.  In  addition  to 


the  regular  members  of  the  Department,  there  were 
present  Dr.  Hutcheson,  President  of  the  Medical 
Society  of  Virginia  and  ex-officio  member  of  the 
Department;  Dr.  F.  O.  Plunkett,  Chairman  of  the 
Maternal  Welfare  Committee;  Dr.  Bowyer  of 
Stonega;  Dr.  Carson  of  the  State  Department  of 
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Health;  G.  B.  Zehmer,  Executive  Secretary, 
and  Jno.  A.  Rorer,  Assistant  Executive  Secretary. 
Dr.  Moncure  read  a letter  which  he  had  received 
from  Dr.  Hutcheson,  suggesting  that  short  courses 
be  given  in  such  subjects  as  heart  and  chest  dis- 
eases. This  suggestion  met  with  the  approval  of 
the  members  present.  A motion  was  passed  request- 
ing the  Medical  Society  of  Virginia  to  urge  the  two 
medical  schools  to  undertake  postgraduate  medical 
instruction  through  extension  courses.  In  this  con- 
nection it  was  suggested  that  the  two  Medical  Col- 
leges might  furnish  instructors  for  short  courses, 
such  as  those  suggested  by  Dr.  Hutcheson,  to  be  held 
in  various  centers  in  the  State.  A resolution  was 
passed  asking  the  Medical  Society  of  Virginia  for 
an  increased  appropriation  to  help  defray  the  ex- 
pense of  such  courses.  Fees  of  from  $5.00  to  $10.00 
wTould  be  charged  doctors  who  subscribed  to  the 
courses  to  enable  the  additional  expenses  to  be  taken 
care  of.  The  opinion  was  expressed  that  eventually 
the  two  medical  schools  should  assume  major  re- 
sponsibility for  all  the  postgraduate  medical  in- 
struction carried  on  in  the  State. 

The  resignation  of  Dr.  J.  M.  Arena  who  has 
served  as  clinician  in  pediatrics  during  the  past 
year  was  accepted,  and  the  executive  secretary  was 
instructed  to  write  a letter  of  appreciation  to  Dr. 
Arena  for  his  services.  Dr.  Robert  B.  Hightower  of 
Mississippi  was  elected  to  succeed  Dr.  Arena. 

Postgraduate  Courses. 

During  the  past  month  a combined  course  in 
pediatrics,  obstetrics  and  gynecology  has  been  held 


in  Washington,  Smyth,  Wythe,  Grayson,  and  Car- 
roll  counties.  Meetings  were  held  at  Galax,  Wythe- 
ville,  Marion,  and  Abingdon.  Dr.  Arena,  the  pedia- 
trician, and  Dr.  Shamburger,  clinician  in  obstetrics 
and  gynecology,  were  both  present  at  a number  of 
the  meetings.  From  reports  which  have  thus  far 
been  received,  it  seems  that  the  combination  course 
meets  with  greater  approval  than  separate  courses. 
Accordingly  such  courses  will  be  arranged  whenever 
possible  in  the  future. 

As  has  been  reported,  Dr.  Arena,  the  clinician 
in  pediatrics,  has  resigned  and  Dr.  Robert  B.  High- 
tower of  Mississippi  has  been  elected  to  take  his 
place.  At  the  present  time  Dr.  Hightower  is  con- 
nected with  the  Harvard  Medical  School  and  will 
not  be  able  to  obtain  his  release  until  December  1, 
at  which  time  he  will  begin  his  duties  in  Virginia. 
Dr.  Hightower  is  already  known  in  Virginia  and  is 
highly  recommended  by  his  former  instructors  both 
at  the  University  of  Virginia  Medical  School  and  at 
the  Harvard  Medical  School  where  he  has  been  for 
the  last  two  years. 

During  the  coming  month  a postgraduate  course 
in  obstetrics  and  gynecology  has  been  arranged  for 
the  counties  of  Pulaski,  Montgomery,  and  Giles. 
Physicians  from  the  adjoining  counties  of  Floyd 
and  Bland  have  been  invited  to  attend  this  course. 
Meetings  have  been  arranged  for  Pulaski,  Chris- 
tiansburg,  Blacksburg,  and  Pearisburg. 

The  activities  of  the  Department  of  Clinical  and 
Medical  Education  for  the  past  year  are  reported  in 
the  annual  report  of  the  Executive  Secretary  which 
occurs  elsewhere  in  this  issue  of  the  Monthly. 


Proceedings  of  Societies 


Fourth  District  Medical  Society. 

The  annual  meeting  of  the  Fourth  District  Medi- 
cal Society  was  held  at  the  Southside  Community 
Hospital,  in  Farmville,  on  August  31st.  The  pro- 
gram consisted  of  talks  by  Dr.  Porter  P.  Vinson  of 
Richmond;  Drs.  R.  A.  Moore,  T.  G.  Hardy,  and 
H.  B.  Holsinger  of  Farmville;  and  Drs.  F.  J. 
Wright,  Jr.,  and  D.  D.  Willcox,  of  Petersburg. 

Dr.  J.  L.  Hamner,  Mannboro,  was  elected  presi- 
dent for  the  coming  year;  Dr.  L.  H.  Hoover,  Clarks- 
ville, and  Dr.  C.  G.  O'Brien,  Appomattox,  vice- 
presidents;  and  Dr.  C.  E.  Martin,  Emporia,  secre- 


tary-treasurer (re-elected).  Dr.  Wright  Clarkson 
wTas  also  re-elected  chairman  of  the  Steering  Com- 
mittee. 

This  meeting  was  followed  by  dinner  at  the  hos- 
pital. 

Southwestern  Virginia  Medical  Society. 

At  the  meeting  of  this  Society  held  at  Mountain 
Lake,  September  3-4,  under  the  presidency  of  Dr. 
J.  J.  Giesen  of  Radford,  Dr.  P.  S.  Smith,  Abingdon, 
was  elected  president;  Dr.  H.  W.  Bachman,  Bristol, 
vice-president;  and  Dr.  James  King,  Radford,  secre- 
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tary  treasurer.  Dr.  Bachman  is  the  retiring  secre- 
tary-treasurer. 

Princess  Anne  County  Medical  Society. 

At  the  last  meeting  of  this  Society,  Dr.  H.  F. 
Dormire  was  elected  president  and  Dr.  Waller  Taylor 
secretary.  Both  officers  are  of  Virginia  Beach. 

The  Orange  County  Medical  Society 

Held  its  regular  monthly  meeting  with  a good 
attendance  on  September  3rd  in  the  office  of  Dr. 
G.  R.  Elliott  at  Orange.  Dr.  E.  B.  Dovell,  Union- 
ville,  who  was  elected  to  membership,  gave  a resume 
of  cases  observed  by  him  recently  while  at  the  Boston 
General  Hospital.  Routine  round-table  discussions 
of  interesting  cases  were  followed  by  a business 
session  at  which  the  delegate  and  alternate  to  the 
State  meeting  were  elected. 

Dr.  O.  N.  Shelton  and  Dr.  G.  R.  Elliott,  both 
of  Orange,  are  president  and  secretary,  respectively, 
of  this  society. 

Richmond  Academy  of  Medicine. 

The  fall  season  of  the  Academy  opened  on  Sep- 
tember 28th,  when  Dr.  Richard  H.  Overholt  of 
Boston,  Mass.,  addressed  the  membership  on  “The 
Surgical  Treatment  of  Primary  Carcinoma  of  the 
Lung.”  Dr.  Overholt  is  at  present  on  the  staff  of 
the  New  England  Deaconess  Hospital  and  the  New 
England  Baptist  Hospital  in  Boston  and  is  also 
consulting  thoracic  surgeon  to  the  New  Hampshire 
State  Sanatorium,  the  Essex  County  Sanatorium, 
and  is  surgeon  of  the  Lahey  Clinic,  Boston.  Also 
on  the  program  were  Dr.  Marshall  Gordon  who  read 
a paper  “Sulfanilamide  in  the  Treatment  of  Gonor- 
rhea” and  Dr.  Dean  B.  Cole,  whose  paper  was 
entitled  “Twelve  Years’  Experience  with  the  Use 
of  Iodized  Oil.”  The  meeting  was  followed  by  the 
usual  buffet  supper. 

The  medical  exhibit  “Two  Hundred  Years’  Pro- 
gress in  Medicine,”  which  has  been  displayed  since 
May  in  the  Academy  of  Medicine  Building  and  the 
Library  of  the  Medical  College  and  has  attracted 
over  12,000  visitors,  closed  officially  October  1st. 

The  James  City-New  Kent  County  Medical 

Society 

Held  its  last  meeting  on  the  evening  of  August 
12th  at  Toppings  Tourist  Camp,  Williamsburg,  Va., 
with  the  following  members  present:  Drs.  E.  B. 
Kilby  and  A.  M.  Sneed  of  Toano,  Drs.  J.  R.  Tucker, 
L.  V.  Henderson,  E.  T.  Terrell,  B.  I.  Bell,  T.  B. 


Henderson,  J.  M.  Henderson  and  R.  J.  Hutchings 
of  Williamsburg.  The  guests  of  the  evening  were 
Drs.  E.  L.  Alexander  and  E.  B.  Mewbome  of  New- 
port News,  Dr.  Alexander  being  the  guest  speaker. 
Delegate  and  alternates  to  the  State  meeting  were 
also  named  at  this  time. 

It  was  decided  to  hold  the  next  meeting  of  the 
Society  in  Toano  on  Thursday,  October  7th. 

The  Hanover  County  Medical  Society 

Held  its  bi-monthly  meeting  on  September  7th, 
with  Dr.  Judson  Vaughan,  president,  presiding. 
Papers  were  presented  by  Dr.  T.  Eldridge  Stanley 
of  Montpelier  and  Dr.  Edwin  Vaughan  of  Ashland. 
Dr.  Hugh  B.  Magill,  newly-elected  director  of  the 
Hanover  County  Department  of  Health,  is  a new 
member  of  this  society.  Dr.  T.  E.  Stanley  is  secre- 
tary. 

The  Lynchburg  Academy  of  Medicine, 

Met  in  regular  session  at  the  Elk’s  Club  in  that 
city  on  September  6th,  with  the  president,  Dr.  John 
W.  Davis,  presiding.  Dr.  C.  C.  Haskell  of  Rich- 
mond presented  an  interesting  paper  on  the  drug 
Sulfanilamide  which  was  generally  discussed.  Fol- 
lowing this,  two  reels  from  Davis  and  Geek  Supply 
Company  on  Total  Thyroidectomy  were  presented. 

The  Piedmont  Medical  Society 

Met  at  Lovingston,  Va.,  June  17th,  as  guests  of 
the  Nelson  County  Medical  Society.  The  program 
consisted  of  a symposium  on  pneumonia,  as  follows: 
Essentials  of  Bacteriology  and  Immunity  by  Dr. 
Oscar  Swineford,  Jr.;  Treatment  by  Dr.  H.  B.  Mul- 
holland;  and  Surgical  Aspects  of  Complications  and 
Sequelae  by  Dr.  E.  C.  Drash.  These  doctors  are 
from  the  University  of  Virginia. 

At  the  business  meeting,  the  following  officers 
w'ere  elected:  President,  Dr.  O.  N.  Shelton,  Orange; 
vice-president,  Dr.  E.  C.  Drash,  University;  and 
secretary-treasurer,  Dr.  H.  S.  Daniel,  Louisa.  Drs. 
R.  D.  Hollowell,  Charlottesville,  M.  D.  Foster, 
Stanardsville,  and  W.  H.  Parker,  University,  were 
elected  to  membership. 

Southside  Virginia  Medical  Association. 

The  regular  quarterly  meeting  of  this  Association 
was  held  at  the  Piedmont  Sanatorium,  Burkeville, 
on  September  14th,  under  the  presidency  of  Dr. 
G.  M.  Naff,  Emporia.  The  program  included  talks 
by  Drs.  A.  Stephens  Graham,  W.  L.  Peple,  S.  W. 
Budd,  William  Jordan,  and  Harry  Warthen,  of 
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Richmond;  Dr.  J.  Bolling  Jones,  Petersburg;  and 
Dr.  W.  Holmes  Chapman,  Suffolk.  Following  the 
business  meeting,  dinner  was  served  the  members 
and  their  guests  in  the  administration  room  of  the 
Sanatorium. 


Auxiliary  Entertains  Doctors. 

The  Auxiliary  of  the  Accomac-Northampton 
Counties  Medical  Societies  entertained  the  doctors 
of  these  two  counties  at  a beach  picnic  on  Wednes- 
day, September  1st. 


News  Notes 


Roanoke — Mecca  for  Virginia  Doctors  in 

October. 

Programs  for  the  sixty-eighth  annual  meeting  of 
the  Medical  Society  of  Virginia  should  be  in  hands 
of  all  members.  From  these  it  will  be  noted  there 
are  many  features  of  interest,  including  the  clinics 
on  Tuesday  afternoon,  addresses  by  our  two  guests, 
Dr.  Russell  Cecil  and  Dr.  Thomas  Parran,  Round 
Tables  on  Wednesday  afternoon,  a get-together  din- 
ner that  evening,  papers  by  members  on  a variety  of 
subjects,  and  the  golf  tournament  for  the  golfers. 
There  are  a larger  number  of  scientific  and  techni- 
cal exhibits  this  year  than  for  sometime  and  they 
are  well  worth  a visit  from  each  member.  Make  a 
point  to  see  all  of  them. 

A feature  not  included  in  the  program  is  the 
motion  picture,  “The  Birth  of  a Baby”,  sponsored 
by  the  Maternal  Welfare  Committee  of  the  Society 
and  open  to  all  members  and  visitors.  A notice 
about  this  is  given  in  this  issue  of  the  Monthly. 

Attendance  at  this  meeting  will  mean  a time  for 
relaxation  with  something  to  interest  or  entertain 
you  all  the  time.  Hotel  Patrick  Henry  is  head- 
quarters for  the  meeting  but  there  are  other  hotels 
and  a number  of  excellent  rooms.  Make  your  plans 
to  attend  and  bring  the  ladies  with  you. 


Delegates  to  the  Roanoke  Meeting. 

We  give  below  the  names  of  the  delegates  and 
alternates  whose  names  have  been  reported  to  this 
time.  A few  societies  have  not  yet  reported  but  it 
is  hoped  they  may  send  their  delegates  to  Roanoke 
with  proper  credentials.  Members  of  the  Council 
are  automatically  members  of  the  House  of  Dele- 
gates. 

Delegate  Society  Alternate 

Accomac 

Dr.  W.  M.  Burwell  Dr.  O.  R.  Fletcher 


Albemarle 

Dr.  J.  C.  Flippin  Dr.  Percy  Harris 

Dr.  A.  D.  Hart  Dr.  E.  D.  Davis 


Delegate 

Dr.  H.  A.  Latane 


Society  Alternate 

Alexander 

Dr.  W.  B.  Wilkins 


Ali.eghany-Bath 

Dr.  I.  T.  Hornbarger  Dr.  G.  A.  Torrence 

Dr.  N.  B.  Jeter  Dr.  B.  R.  Hudnall 

Arlington 

Dr.  S.  T.  Noland  Dr.  W.  C.  Welburn 

Augusta 

Dr.  Guy  R.  Fisher 
Dr.  A.  F.  Robertson 


Bedford 

Dr.  W.  V.  Rucker  Dr.  D.  H.  Robinson 

Botetourt 

Dr.  S.  F.  Driver  Dr.  W.  N.  Breckinridge 


Dr.  D.  W.  Kelly 


Culpeper 

Dr.  O.  K.  Burnette 


Danville-Pittsylvania 
Dr.  I.  C.  Harrison  Dr.  P.  W.  Miles 

Dr.  L.  E.  Fuller  Dr.  J.  B.  Doss 

Dickenson-Buchanan 
Dr.  Paul  Q.  Daniel 
Dr.  T.  C.  Sutherland 


Fauquier 

Dr.  M.  B.  Hiden  Dr.  Wade  C.  Payne 

Fourth  District 


Dr.  H.  C.  Rucker 
Dr.  W.  C.  Harman 
Dr.  E.  J.  Haden 
Dr.  N.  P.  Snead 
Dr.  G.  S.  Fultz 
Dr.  G.  M.  Naff 
Dr.  H.  B.  Showalter 
Dr.  W.  W.  Wilkinson 
Dr.  J.  M.  Hurt 
Dr.  R.  A.  Moore 

Dr.  O.  L.  Jones 
Dr.  B.  H.  Knight 
Dr.  T.  S.  Jennings 


Dr.  J.  L.  Hamner 
Dr.  F.  N.  Mallory 
Dr.  P.  E.  Tucker 
Dr.  E.  B.  Nuckols 
Dr.  H.  C.  Jones 
Dr.  M.  H.  Tredway 


Dr.  J.  A.  B.  Lovsry 
Dr.  T.  G.  Hardy 
Dr.  J.  H.  Smith 

Dr.  F.  E.  Steere 
Dr.  W.  D.  Prince 
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Delegate 
Dr.  R.  H.  Fuller 


Society 

Alternate 

Delegate 

Society  Alternate 

Halifax 

Princess  Anne 

Dr.  L. 

P.  Bailey 

Dr.  Ira  Hancock 

Dr.  Waller  Taylor 

Dr.  J.  A.  Wright 


Hanover 

Dr.  A.  C.  Ray,  Jr. 


James  City-New  Kent 
Dr.  F.  R.  Person  Dr.  E.  T.  Terrell 

Dr.  A.  M.  Snead 
Dr.  E.  B.  Kilby 

Loudoun 

Dr.  W.  O.  Bailey  Dr.  W.  H.  Turner 


Dr.  H.  G.  Byrd 


Louisa 

Dr.  T.  E.  Stanley 


Lynchburg  Academy 

Dr.  W.  T.  Pugh  Dr.  F.  O.  Plunkett 

Dr.  J.  R.  Gorman  Dr.  S.  E.  Oglesby 


Mid-Tidewater 

Dr.  Hawes  Campbell 
Dr.  R.  D.  Bates 
Dr.  J.  M.  Gouldin 
Dr.  W.  P.  Jones 
Dr.  H.  A.  Tabb 
Dr.  R.  R.  Hoskins 
Dr.  J.  R.  Parker 
Dr.  Clarence  Campbell 


Richmond  Academy 


Dr.  M.  P.  Rucker 
Dr.  K.  S.  Blackwell 
Dr.  M.  M.  Pinckney 
Dr.  William  Bickers 
Dr.  F.  P.  Fletcher 
Dr.  A.  E.  Turman 
Dr.  Emory  Hill 
Dr.  I.  A.  Bigger 
Dr.  Carrington  Williams 


Dr.  Frank  Johns 
Dr.  A.  I.  Dodson 
Dr.  T.  D.  Davis 
Dr.  J.  S.  Horsley,  Jr. 
Dr.  R.  F.  Simms 
Dr.  Kinloch  Nelson 
Dr.  R.  A.  Nichols,  Jr. 
Dr.  W.  R.  Jordan 


Dr.  C.  H.  Peterson 
Dr.  W.  L.  Powell 
Dr.  F.  A.  Farmer 


Roanoke  Academy 

Dr.  George  Hurt 
Dr.  Alvah  Stone 
Dr.  B.  P.  Seward 


Dr.  E.  P.  Tompkins 
Dr.  Ashby  Byers 

Dr.  N.  W.  Stallard 

Dr.  R.  L.  Raiford 


Rockbridge 

Dr.  F.  L.  Thurman 

Rockingham 

Dr.  J.  D.  Miller 

Scott 

Dr.  R.  W.  McConnell 

Southampton 

Dr.  Morgan  B.  Raiford 


Dr.  J.  F.  Thaxton 

Dr.  Walter  B.  Martin 
Dr.  C.  C.  Smith 
Dr.  N.  G.  Wilson 
Dr.  F.  H.  Redwood 
Dr.  Foy  Vann 


Nelson 

Dr.  H.  G.  Dickie 
Norfolk 

Dr.  C.  J.  Andrews 
Dr.  M.  H.  Todd 
Dr.  C.  L.  Harrell 
Dr.  P.  St.  L.  Moncure 
Dr.  M.  S.  Fitchett 


Northampton 

Dr.  J.  W.  Jackson  Dr.  J.  M.  Lynch 

Northern  Neck 

Dr.  L.  S.  Liggan 
Dr.  L.  E.  Cockrell 
Dr.  W.  N.  Chinn 
Dr.  J.  H.  Hare 


Northern  Virginia 


Dr.  J.  B.  McKee 
Dr.  C.  O.  Dearmont 
Dr.  C.  H.  Armentrout 
Dr.  George  Long 
Dr.  Elizabeth  Sherman 
Dr.  F.  C.  Downey 


Dr.  P.  W.  Boyd 
Dr.  Frank  Tappan 
Dr.  J.  P.  Snead 
Dr.  Thomas  Amiss 
Dr.  O.  W.  Carper 
Dr.  H.  W.  Miller 


Orange 

Dr.  O.  N.  Shelton  Dr.  Lewis  Holladay 

Patrick-Henry 

Dr.  B.  A.  Hopkins  Dr.  F.  B.  Teague 

Dr.  C.  R.  Titus  Dr.  J.  T.  Shelburne 


Southwestern 


Dr.  M.  B.  Caldwell 
Dr.  W.  H.  McCarty 
Dr.  R.  M.  DeHart 
Dr.  R.  F.  Thornhill 
Dr.  R.  R.  Goad 
Dr.  Beverley  F.  Eckles 
Dr.  H.  W.  Bachman 
Dr.  S.  A.  Tuck 


Dr.  A.  B.  Greiner 
Dr.  R.  H.  Harrington 
Dr.  James  King 
Dr.  G.  W.  Skaggs 
Dr.  J.  Glenn  Cox 
Dr.  V.  O.  Choate 
Dr.  J.  C.  Motley 
Dr.  E.  S.  Carr 


Warwick 

Dr.  E.  L.  Alexander  Dr.  T.  C.  Lawford 

Wise 

Dr.  G.  W.  Botts  Dr.  F.  S.  Givens 

Have  You  a Medical  Question  You  Wish 
Solved? 

If  so,  write  it  out  and  send  it  to  the  chairman  of 
the  Round-Table  Discussion  under  whose  subject 
it  comes,  or  send  it  to  the  office  of  the  Society,  signed 
or  unsigned,  and  it  will  be  referred  to  the  proper 
Round  Table  for  the  Roanoke  meeting  of  the  State 
Society.  Subjects  for  the  Round  Tables  are  listed 
in  the  program  which  has  been  sent  each  member 
of  the  Society. 

Members  are  being  asked  for  these  questions  upon 
request  of  several  chairmen  who  wish  the  Round 
Tables  to  be  interesting  and  of  value.  It  is  suggested 
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that  questions  be  made  brief  and  as  direct  as  pos- 
sible. 

An  Invitation  to  Members  and  Visitors  of 

the  Society. 

Dr.  Louis  F.  Verdel,  Chief  Medical  Officer,  has 
extended  an  invitation  to  all  members  and  visitors 
to  the  annual  meeting  of  the  Medical  Society  of 
Virginia  to  visit  the  Veterans  Administration  Facil- 
ity at  Roanoke,  Virginia.  This  is  an  institution 
maintained  by  t he  Government  for  the  care  of 
nervous  and  mental  diseases. 

“The  Birth  of  a Baby”. 

As  its  contribution  to  the  program  of  the  Roanoke 
meeting  of  the  State  Society,  the  Maternal  Welfare 
Committee  has  secured  the  use  of  the  motion  picture 
film,  “The  Birth  of  a Baby”.  This  is  a full  length 
“talkie”  that  was  made  under  the  auspices  of  the 
American  Committee  on  Maternal  Care.  The  per- 
formers are  regular  movie  actors  and  actresses,  the 
principals  being  a young  married  woman  and  a 
well-trained  country  doctor.  The  story  brings  out 
the  essentials  of  prenatal  and  home  delivery  care. 
The  film  was  first  shown  at  the  meeting  of  the 
American  Medical  Association  in  June  and  was  very 
much  complimented.  It  will  be  shown  at  the  Amer- 
ican Theater  in  Roanoke  at  9:30  a.m.  on  October 
13th,  and  admission  will  be  free. 

Committee  Reports. 

Reports  of  the  various  committees  of  the  Society 
to  have  consideration  of  the  House  of  Delegates  at 
the  sixty-eighth  annual  session  of  the  Society  in 
Roanoke,  October  12-14,  appear  under  the  heading 
of  Reports  in  this  issue  of  the  Monthly.  Delegates 
and  alternates  are  asked  to  read  these  carefully  so 
as  to  be  prepared  to  discuss  and  act  upon  them 
promptly  when  brought  up  for  action  by  the  Presi- 
dent. Their  cooperation  in  this  will  expedite  the 
proceedings  of  the  House  and  give  members  more 
time  for  attending  scientific  sessions  and  exhibits. 

Chairman  of  committees  are  expected  to  attend 
the  meetings  of  the  House  at  which  their  reports 
are  considered  to  enter  into  any  discussions  incident 
to  them. 

Health  Officers  Study  at  Johns  Hopkins. 

Dr.  S.  D.  Gardner,  health  officer  of  the  Valley 
Health  District,  Luray,  has  returned  to  Johns 
Hopkins  School  of  Hygiene  to  complete  his  year  of 
post-graduate  study. 


Dr.  Mack  I.  Shanholtz,  health  officer  of  Wash- 
ington County  Health  Unit,  Bristol,  Dr.  Charles 
L.  Savage,  health  officer  of  the  Buchanan-Russell- 
Tazewell  District,  Richlands,  and  Dr.  J.  B.  Porter- 
field, health  officer  of  the  Peninsula  Health  District, 
Williamsburg,  also  have  gone  to  Johns  Hopkins 
School  of  Hygiene  and  Public  Health  for  advanced 
study. 

The  instruction  of  staff  members  has  been  made 
possible  through  funds  furnished  by  the  United 
States  Public  Health  Service  to  the  State  Depart- 
ment of  Health. 

The  Southern  Psychiatric  Association 

Will  hold  its  annual  meeting  in  San  Antonio, 
Texas,  October  8 and  9.  There  will  be  a number  of 
outstanding  speakers  on  neuro-psychiatric  subjects, 
among  whom  we  note  the  names  of  Dr.  Walter  J. 
Otis,  an  alumnus  of  the  Medical  College  of  Virginia 
and  now  psychiatrist-in-chief  to  DePaul  Sani- 
tarium, New  Orleans,  La.,  and  Dr.  Raymond  S. 
Crispell,  clinical  professor  of  neuro-psychiatry  at 
Duke  University,  Durham,  N.  C. 

Dr.  Benjamin  W.  Rawles,  Jr., 

Of  the  University  of  Virginia,  class  of  ’30,  after 
several  years  spent  as  resident  surgeon  at  the  Jersey 
City  Medical  Center,  has  located  in  Richmond,  Va., 
his  former  home,  where  he  will  limit  his  work  to 
general  surgery.  Dr.  Rawles  has  his  offices  in  Medi- 
cal Arts  Building. 

Dr.  Arthur  L.  Van  Name, 

Center  Cross,  Va.,  has  just  been  appointed  to  the 
Board  of  Health  of  Essex  County  to  succeed  the 
late  Dr.  J.  N.  DeShazo.  Other  doctors  on  the  Board 
are  Dr.  J.  M.  Gouldin  of  Tappahannock  and  Dr. 
E.  L.  W.  Ferry  of  Millers  Tavern.  Dr.  Van  Name 
is  an  alumnus  of  the  Medical  College  of  Virginia, 
class  of  ’36,  and  recently  took  over  the  work  of  Dr. 
DeShazo  at  Center  Cross. 

The  International  Assembly  of  the  Inter- 

State  Postgraduate  Assembly  of  North 

America. 

The  program  of  this  Assembly,  to  be  held  in 
St.  Louis,  Missouri,  October  18-22,  will  include 
addresses  and  diagnostic  clinics  by  more  than  one 
hundred  doctors  of  national  and  international  prom- 
inence. Dr.  Fred  M.  Hodges,  Richmond,  Va.,  is 
among  the  speakers  and  will  give  an  address  on 
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“The  Roentgen  Treatment  of  Infections.”  The  pro- 
gram has  been  arranged  for  the  general  practitioner 
as  well  as  the  specialist,  and  all  members  of  the 
profession,  who  are  in  good  standing  in  their  state 
or  provincial  societies,  are  invited  to  attend.  There 
is  a registration  fee  of  $5.00  which  will  admit  mem- 
bers to  all  scientific  and  clinical  sessions. 

Full  information  may  be  obtained  from  the  Man- 
aging-Director, Dr.  W.  B.  Peck,  Freeport,  Illinois. 

New  City  Physicians. 

Dr.  Ramon  D.  Garcin  has  been  appointed  one  of 
the  Richmond  City  physicians  to  fill  the  vacancy 
caused  by  the  resignation  of  Dr.  B.  L.  Phillips  after 
a service  of  twenty  years. 

Dr.  E.  B.  Buxton,  who  has  been  serving  as  a 
part-time  man,  has  also  been  given  a full-time  job 
as  city  physician. 

The  American  Academy  of  Orthopaedic 
Surgeons 

Will  hold  its  first  West  Coast  meeting  on  January 
16-20,  1938,  at  the  Hotel  Biltmore,  Los  Angeles. 
Special  trains  will  be  run  with  stop-overs  at  Santa 
Fe,  the  Grand  Canyon,  San  Francisco  and  other 
points. 

For  further  information  write  to  Robert  L.  Lewin, 
Hotel  Biltmore,  Los  Angeles,  California. 

Married. 

Dr.  Thomas  Addison  Morgan  of  Franklin,  Va., 
and  Miss  Margaret  Virginia  Ellis  of  Ashland,  Va., 
September  4th. 

Dr.  Mason  Cole  Rowe,  recently  at  Martha  Jeffer- 
son Hospital,  Charlottesville,  Va.,  but  now  con- 
nected with  the  staff  of  Catawba  Sanatorium, 
and  Miss  Catherine  DuVal  Thomas  of  Lynchburg, 
Va.,  September  11th. 

Dr.  Wade  Hampton  St.  Clair,  Jr.,  Bluefield,  W. 
Va.,  and  Mrs.  Mary  Archer  Ryland,  formerly  of 
Bluefield,  September  2d. 

The  Southern  Medical  Association 

Will  hold  its  thirty-first  annual  meeting  in  New 
Orleans,  La.,  under  the  presidency  of  Dr.  Frank  K. 
Boland  of  Atlanta,  Ga.  Dates  are  November  30, 
December  1,  2 and  3 — two  weeks  later  than  usual. 
All  activities  wil  be  housed  in  the  Municipal  Audi- 
torium, and  both  the  scientific  and  technical  exhibits 
promise  to  be  interesting  and  instructive.  A number 
of  affiliated  organizations  will  hold  their  meetings 
at  this  time  as  has  been  customary  in  the  past. 


Those  who  know  New  Orleans  will  wish  to  go  there 
again;  if  you  have  not  visited  this  charming  metrop- 
olis of  the  South,  you  could  have  no  more  interesting 
opportunity. 

Medical  College  of  Virginia  News. 

Dr.  Lewis  E.  Jarrett,  superintendent  of  the  Hos- 
pital Division,  has  been  elected  third  vice-president 
of  the  American  Hospital  Association. 


Miss  Mary  Alice  Riley,  director  of  the  Social 
Sendee  Department,  attended  the  Social  Service 
Section  of  the  American  Hospital  Association  in 
Atlantic  City  last  week,  giving  a paper  on  “Social 
Admitting.” 


The  one  hundredth  session  of  the  college  opened 
on  September  17th,  with  convocation  at  12:00  Noon 
on  September  20th,  and  classes  starting  at  nine 
o’clock  September  21st.  While  complete  enrollment 
figures  are  not  yet  available  the  enrollment  is  ex- 
pected to  reach  seven  hundred  for  the  four  schools 
of  the  institution. 


Miss  Lulu  Wolf,  Associate  Professor  of  Nursing, 
recently  returned  from  a year’s  study  abroad. 


The  corner-stone  of  the  new  dormitory  building 
has  recently  been  laid  and  work  on  this  important 
building  is  going  steadily  forward.  Occupancy  is 
expected  in  the  spring  of  next  year. 


Dr.  Rolland  J.  Main,  associate  professor  of  physi- 
ology and  acting  head  of  the  department,  recently 
attended  the  Zitex  Conference  on  the  Assay  of  Vita- 
min D and  lead  the  discusion  on  “Variability  in 
Bone  Pictures.’ 


Dr.  W.  T.  Sanger,  President,  is  making  an  ex- 
tended trip  through  the  West  visiting  the  Mayo 
Clinic  and  leading  medical  schools  in  Chicago. 


The  Ex-Internes  Association  of  the  college  have 
presented  a portrait  of  the  late  Dr.  Manfred  Call 
to  the  institution.  Appropriate  unveiling  exercises 
will  be  held  some  time  during  the  present  session. 

Dr.  George  A.  Wright, 

For  a number  of  years  superintendent  of  the 
Southwestern  State  Hospital  at  Marion,  Va.,  has 
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tendered  his  resignation,  effective  December , 1st,  to 
engage  in  other  work. 

Dr.  James  C.  Repass, 

After  a year’s  residency  in  pediatrics  at  the  Hos- 
pital Division  of  the  Medical  College  of  Virginia, 
Richmond,  has  resumed  his  practice  at  Lumberport, 
W.  Va. 

The  Virginia  Urological  Society 

Announces  that  it  will  have  its  usual  luncheon 
meeting  about  1 :30  p.m.  on  Wednesday,  October 
13th,  during  the  time  of  the  State  meeting  in  Roan- 
oke. 

American  College  of  Surgeons. 

Following  closely  upon  our  State  Society  meeting 
comes  that  of  the  Clinical  Congress  of  the  American 
College  of  Surgeons.  This  will  be  in  Chicago,  Octo- 
ber 25-29,  and  headquarters  will  be  at  the  Stevens 
Hotel. 

Dr.  M.  S.  Foster, 

Recently  at  Dayton,  Va.,  announces  that  he  is- 
now  located  at  Bridgewater,  Va. 

Memory  of  Dr.  Garnett  Nelson  Honored. 

Recently  a playground  was  established  at  the 
Merriewood-Harrison  Nutrition  Camp  on  the  Rich- 
mond-Petersburg  turnpike  in  memory  of  the  late 
Dr.  Garnett  Nelson  of  Richmond.  Dr.  Nelson  was 
one  of  the  founders  of  the  Richmond  Tuberculosis 
Association  which  owns  and  operates  the  camp  and 
was  its  president  when  the  camp  was  established. 

Graduate  Fortnight  of  New  York  Academy 
of  Medicine. 

Attention  is  again  called  to  this  postgraduate 
course  to  be  sponsored  by  the  New  York  Academy 
of  Medicine  from  November  1 to  12  inclusive.  The 
discussions  this  year  will  be  devoted  to  a consider- 
ation of  Medical  and  Surgical  Disorders  of  the 
Urinary  Tract,  and  the  medical  profession  is  invited 
to  attend.  A complete  program  and  registration 
blank  may  be  secured  by  addressing  Dr.  Mahlon 
Ashford,  at  the  Academy,  2 East  103rd  Street,  New 
York  City. 

Dr.  Charles  W.  Warren, 

Medical  College  of  Virginia,  class  of  ’36,  who 
recently  completed  a rotating  internship  at  Garfield 
Memorial  Hospital,  Washington,  D.  C.,  has  located 
for  practice  at  Upperville,  Va. 


Promotions  in  U.  S.  Public  Health  Service. 

Among  recent  promotions  in  the  U.  S.  Public 
Health  Service,  the  following  doctors,  graduates  of 
Virginia  medical  schools,  are  included: 

Drs.  Harry  E.  Trimble  and  James  E.  Faris  to 
senior  surgeons. 

Drs.  Kirby  K.  Bryant  and  William  H.  Sebrell, 
Jr.,  to  surgeons. 

Drs.  Alexander  G.  Gilliam  and  William  H.  Gor- 
don to  passed  assistant  surgeons. 

Dr.  J.  Stuart  Staley, 

After  spending  the  past  year  at  St.  John’s  Hos- 
pital, Tulsa,  Oklahoma,  has  returned  to  Marion, 
Va.  He  announces  that  the  doctors  of  his  commu- 
nity have  just  opened  the  Homeland  Hospital  which 
will  regularly  have  fifteen  beds  and  two  bassinets 
but  has  a capacity  of  twenty-two  beds.  Members 
of  the  staff  are  Drs.  Staley,  Clara  Dickinson,  Caro- 
lyn A.  Sherrill,  A.  B.  Graybeal,  Willis  M.  Sprinkle, 
D.  C.  Boatwright,  E.  A.  Holmes,  and  George  A. 
Wright.  Drs.  Nat  Copenhaver  and  Charles  Baugh- 
man, of  Bristol,  and  Dr.  Linwood  Keyser,  Roanoke, 
form  the  consulting  staff.  The  hospital  will  be  con- 
ducted as  an  open  staff  community  hospital. 

The  Association  of  Military  Surgeons  of  the 

United  States 

Will  hold  its  annual  convention  at  the  Ambassa- 
dor Hotel,  Los  Angeles,  Calif.,  October  14-16,  under 
the  presidency  of  Rear  Admiral  P.  S.  Rossiter, 
Surgeon  General,  U.  S.  Navy. 

An  unusually  interesting  program  has  been  pre- 
pared and  the  Scientific  and  Technical  Exhibits 
will  be  the  largest  in  the  history  of  the  organization. 
Physicians,  Surgeons,  Dentists  and  Veterinarians  of 
the  Army,  Navy,  Marine  Corps,  C.  C.  C.  Camps 
and  the  Veterans  Administration  will  be  present.  Of 
special  interest  is  the  fact  that  the  Pacific  Fleet  will 
be  in  the  port  of  Los  Angeles  during  the  Convention. 

Dr.  A.  H.  Deekens, 

Formerly  of  Richmond,  Va.,  but  now  located  in 
New  Orleans,  La.,  was  recently  elected  adjutant  of 
a Legion  Post  in  that  city. 

Associate  Medical  Officer  Examinations. 

The  U.  S.  Civil  Service  Commission,  Washington, 
D.  C.,  announces  open  competitive  examinations  for 
the  position  of  Associate  Medical  Officer,  applica- 
tions to  be  on  file  with  the  Commission  in  Washing- 
ton not  later  than  October  18th.  Applicants  must 
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be  in  sound  physical  health  and  under  the  age  of 
thirty-five  years.  The  necessary  forms  may  be  ob- 
tained from  the  Secretary,  Board  of  U.  S.  Civil 
Service  Examiners,  at  any  first-class  post  office,  or 
from  the  Commission  in  Washington,  D.  C. 

Dr.  J.  Randolph  Chitwood, 

Class  of  ’24,  Medical  College  of  Virginia,  who 
practiced  for  some  time  at  Ivanhoe  and  Wvtheville, 
Va.,  has  located  for  general  practice  in  Hillsville, 
Va.,  with  offices  in  Early  Building. 

The  Northern  Neck  Medical  Society 

Is  to  hold  its  regular  semi-annual  meeting  on 
October  28th,  at  Kilmarnock,  Va.  Dr.  E.  R.  Moor- 
man of  Kilmarnock  is  president  and  Dr.  E.  T.  Ames 
of  Montross,  secretary. 

Safeguarding  Health  in  the  Great  Flood. 

The  American  Red  Cross  undertook  the  largest 
disaster  relief  job  in  its  history  last  winter,  when  the 
Ohio  and  Mississippi  Rivers  overflowed  their  banks, 
affecting  more  than  a million  and  a half  persons 
in  the  valleys  of  these  two  rivers  and  their  tributary 
streams. 

As  a part  of  its  relief  work  the  Red  Cross  estab- 
lished 300  emergency  hospitals  and  staffed  them 
with  doctors  and  Red  Cross  nurses  to  help  care  for 
ill  refugees  and  safeguard  those  in  concentration 
centers  and  camps  from  the  spread  of  communicable 
diseases. 

For  the  most  part  the  Red  Cross  relied  upon  the 
cooperation  of  local  physicians  in  the  flood  areas  and 
the  help  of  federal  and  state  health  authorities  in 
its  program  of  immunization  against  typhoid  and  in 
safeguarding  the  health  of  refugees.  During  the 
height  of  the  emergency  more  than  1,000  doctors 
and  3,600  nurses  were  on  the  Red  Cross  pay  roll  in 
the  twelve  flood-affected  states  and  hundreds  of 
physicians  served  for  short  periods  of  time  on  a 
volunteer  basis. 

Everyone  can  have  a part  in  the  disaster  relief 
work  and  other  service  programs  of  the  Red  Cross 
by  joining  during  the  annual  Roll  Call.  You  are  in- 
vited to  enroll  in  your  local  Red  Cross  Chapter  from 
November  11  to  25. 

Dr.  Maxwell  E.  Lapham, 

Formerly  Field  Clinician  with  the  Department 
of  Clinical  and  Medical  Education  of  the  Medical 
Society  of  Virginia,  and  later  engaged  in  a similar 
work  in  Mississippi,  is  now  located  in  New  Orleans 


where  he  is  Director  of  the  Division  of  Medical 
Extension  and  Assistant  Professor  of  Obstetrics  in 
Tulane  University  of  Louisiana. 

American  Board  of  Obstetrics  and 
Gynecology. 

The  next  examinations  (written  and  review  of 
case  histories)  for  Group  B candidates  will  be  held 
in  various  cities  of  the  United  States  and  Canada 
on  Saturday,  November  6,  1937,  and  Saturday, 
February  6,  1938.  Application  for  admission  to 
these  examinations  must  be  filed  on  an  official  ap- 
plication form  in  the  office  of  the  Secretary  at  least 
sixty  days  prior  to  these  dates. 

The  general  oral,  clinical  and  pathological  exami- 
nations for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  in  San 
Francisco,  California,  on  June  13  and  14,  1938, 
immediately  prior  to  the  meeting  of  the  American 
Medical  Association. 

Application  for  admission  to  Group  A examina- 
tions must  be  on  file  in  the  Secretary’s  Office  before 
April  1,  1938. 

For  further  information  and  application  blanks 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh,  (6),  Pa. 

Dr.  Joseph  Horgan, 

Washington,  D.  C.,  an  alumnus  of  the  University 
of  Virginia,  Department  of  Medicine,  was  recently 
elected  president  of  the  Washington  Medical  and 
Surgical  Society  for  1937-1938. 

New  Books  in  Library. 

Recent  acquisitions  to  the  Library  of  the  Medical 
College  of  Virginia,  available  to  our  readers,  are 
listed  below,  the  only  charge  being  return  postage: 
American  Assoc,  for  the  Adv.  of  Science— Some  funda- 
mental aspects  of  the  cancer  problem. 

American  Child  Health  Assoc. — Public  health  aspects  of 
dental  decay. 

Arnaud,  F. — Therapeutique  pharmacologie  et  materia 
medica. 

Arkinson,  D.  T. — Ocular  fundus  in  diagnosis  and  treat- 
ment. 

Barnes,  T.  C. — Laboratory  manual  of  general  physiology. 
Barnes,  T.  C. — Textbook  of  general  physiology. 

Bick,  E.  M. — Source  book  of  orthopaedics. 

Birch,  C.  L. — Hemophilia-clinical  and  genetic  aspects. 
Brahdy  & Kahn. — Trauma  and  disease. 

Brennemann,  J.,  ed. — Practice  of  pediatrics. 

Brief  history  of  the  League  of  Nations. 

Brown,  E.  L. — Physicians  and  medical  care. 

Brumpt,  E. — Precis  de  parasitologie. 
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Carruthers  & Weiss. — Insect  enemies  of  books. 

Cholnoky,  T.  de. — Short  wave  diathermy. 

Clark,  Le  Gros. — Early  forerunners  of  man. 

Cunningham,  E.  R. — A classification  for  medical  literature. 
Cunningham  & Patrick. — Typing  academic  papers. 
Davidoff  & Dyke. — The  normal  encephalogram. 

Dent,  J. — The  human  machine. 

Deutsch,  A. — The  mentally  ill  in  America. 

Fishberg,  A.  M. — Heart  failure. 

Food  Investigation  Board. — Medicine  and  public  health. 

The  corrosion  of  tin-plate  container  by  food  products. 
Gibson,  G.  A.— Dr.  Bodo  Otto  and  the  medical  background 
of  the  American  revolution. 

Grafe,  E. — Metabolic  diseases  and  their  treatment. 
Graubard,  M. — Biology  and  human  behavior. 
Greisheimer,  E.  M. — Anatomy  and  physiology. 

Griffith  & Mitchell. — Diseases  of  infants  and  children. 
Hansen,  H.  F. — A Review  of  nursing. 

Harris,  I.  et  als. — My  blood  pressure. 

Office  Space  For  Rent 

In  well-furnished  suite  in  Professional  Building, 
Richmond,  Va.,  to  desirable  physician.  Address 
“Office,”  care  this  Journal,  1200  East  Clay  Street, 
Richmond.  (Adv.) 


Obituary  Record 


Dr.  Joseph  Hart  Hiden, 

One  of  the  leading  physicians  of  the  Eastern 
Shore  of  Virginia,  died  September  10th  at  his  home 
in  Pungoteague,  after  an  illness  of  two  weeks.  He 
was  a native  of  Fluvanna  County  and  seventy-one 
years  of  age.  Dr.  Hiden  was  an  ordained  Baptist 
minister  and  preached  for  three  years  before  enter- 
ing the  Medical  College  of  Virginia  from  which  he 
graduated  in  1897.  He  served  as  captain  in  the 
Medical  Corps  during  the  World  War.  Besides 
membership  in  several  other  organizations,  Dr. 
Hiden  had  been  a member  of  the  Medical  Society 
of  Virginia  since  1904.  His  wife  and  two  sons, 
Drs.  Robert  B.  Hiden  and  J.  Conway  Hiden,  sur- 
vive him. 

Dr.  Edwin  M.  Easley, 

Bacons  Castle,  Va.,  was  fatally  injured  on  Sep- 
tember 15th  when  his  automobile  turned  over  several 
times  after  a tire  blew  out  about  a mile  from  his 
home.  He  was  rushed  to  a nearby  hospital  but  died 
on  the  way.  Dr.  Easley  was  about  sixty-two  years 
of  age  and  was  graduated  from  the  Medical  College 


of  Virginia  in  Richmond  in  1900.  He  was  always 
interested  in  medical  affairs  in  his  section  and  was 
a member  of  the  Medical  Society  of  Virginia.  He 
is  survived  by  his  wife,  a daughter  and  several 
sisters  and  brothers,  one  of  these  being  Dr.  Charles 
A.  Easley  of  Blairs. 

Dr.  Charles  Wiley  Tucker, 

Prominent  Charlotte  County  physician,  died 
September  13th,  following  an  illness  of  several  weeks. 
He  was  sixty  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1903.  Since  his 
graduation,  Dr.  Tucker  had  practiced  in  Charlotte 
County,  his  home  being  at  Drake’s  Branch.  He  was 
chairman  of  the  county  board  of  supervisors,  a mem- 
ber of  the  staff  of  the  Southside  Hospital  at  Farm- 
ville,  and  secretary  of  the  Charlotte  Board  of  Health. 
Dr.  Tucker  had  been  a member  of  the  Medical 
Society  of  Virginia  for  thirty-four  years.  His  wife 
survives  him. 

Dr.  Max  John  Alexander, 

Who  had  practiced  at  Pocahontas,  Va.,  since 
shortly  after  his  graduation,  died  August  31st  from 
a heart  ailment,  at  the  age  of  fifty  years.  He  studied 
medicine  at  the  Medical  College  of  Virginia,  re- 
ceiving his  diploma  from  that  school  in  1910.  Dr. 
Alexander  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  a number  of  years  and  had 
been  one  of  the  physicians  to  the  Pocahontas  Fuel 
Company  for  the  past  eight  years.  His  wife  and 
two  children  survive  him. 

Dr.  Joseph  French  Alsop 

Died  suddenly  at  his  home  in  Prospect,  Va.,  on 
September  4th,  although  he  was  at  work  and  ap- 
parently in  his  usual  good  health  just  an  hour 
previously.  Dr.  Alsop  was  born  in  Spotsylvania 
County,  Va.,  sixty-eight  years  ago  and  studied  med- 
icine at  the  University  of  Virginia,  from  which  he 
graduated  in  1898.  He  had  been  a member  of 
the  Medical  Society  of  Virginia  since  1904.  His 
wife  and  two  daughters  survive  him. 

Dr.  Daniel  M.  Sanders, 

Retired  physician  of  Chilhowie,  Va.,  died  at  his 
home  in  that  place  on  September  12th.  He  was 
sixty-six  years  of  age  and  practiced  medicine  in 
Chilhowie  for  over  thirty  years.  His  medical  edu- 
cation was  received  at  the  Medical  College  of  Vir- 
ginia from  which  he  graduated  in  1899.  His  wife 
survives  him. 


ticals.  Through  the  years  our  scientists  have 
been  ever  alert  in  the  search  and  discovery  of 
medicines  that  would  alleviate  the  suffering  of 
mankind  and  be  of  value  to  physicians  in  their 
fight  against  pain  and  disease. 

Today  we  manufacture  more  than  one  thousand 
items  . . . four  hundred  of  them  our  exclusive 
formulae.  Because  many  of  these  are  of  out- 
standing prominence,  thousands  of  doctors 
prescribe  them  regularly. 
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Nutritional  Anemia  in  Infants 

THE  iron  stored  in  the  infant’s  liver  at  birth  is  rapidly  depleted  during 
the  first  months  of  life  (Mackay,1  Elvehjerrf).  During  this  period  the 
infant’s  diet  contains  very  little  iron — 1.44  mg.  per  day  from  the  average  bottle 
formulae  of  20  ounces,  or  possibly  1.7  mg.  per  day  from  28  ounces  of  breast 
milk  (Holt3).  For  these  reasons,  and  also  because  of  the  low  hemoglobin 
values  so  frequent  among  pregnant  and  nursing  mothers  (Coons,4  Galloway'), 
the  pediatric  trend  is  constantly  toward  the  addition  of  iromcontaining  foods 
at  an  earlier  age,  as  early  as  the  third  or  fourth  month  (Blatt,fi  Glazier,7 Lynch8). 

Pablum  is  an  ideal  food  for  this  purpose,  as  it  is  high  both  in  total  iron 
(30  mg.  per  100  gm.)  and  soluble  iron  (7.8  mg.  per  100  gm.)  and  can  be  fed 
in  significant  amounts  without  digestive  upsets  as  early  as  the  third  month, 
before  the  initial  store  of  iron  in  the  liver  is  depleted.  Pablum  also  forms 
an  iron- valuable  addition  to  the  diet  of  pregnant  and  nursing  mothers. 

Pablum  (Mead’s  Cereal  thoroughly  cooked  and  dried)  consists 
of  wheatmeal,  oatmeal,  cornmeal,  wheat  embryo,  brewers' 
yeast,  alfalfa  leaf,  beef  bone,  iron  salt  and  sodium  chloride. 

1-8  Bibliography  on  request. 
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rpHE  WORTH  OF  MEDICAL  MEET- 
INGS  to  the  physician  is  not  the  pur- 
pose of  this  announcement  since  the  alert 
profession  has  come  to  recognize  the  value 
of  keeping  abreast  through  this  channel. 
Rather,  the  purpose  is  to  urge  physicians  to 
attend  more  medical  meetings  regularly. 

Of  particular  interest  to  the  profession 
in  the  South  are  the  annual  meetings  of  the 
Southern  Medical  Association  where  clinical 
sessions,  eighteen  sections  and  an  expanse 
of  scientific  and  technical  exhibits  constitute 
a four  day  education  in  the  later  develop- 
ments of  scientific  medicine. 

Surely,  the  meeting  this  year  in  New  Orleans  will 
be  one  well  chosen  for  the  specialist  or  general 
practitioner  alike;  the  program  will  afford  keen 
interest  to  both  in  the  wide  variety  of  meetings  and 
exhibits,  all  being  housed  under  one  roof,  the 
Municipal  Auditorium. 

New  Orleans,  often  called  "America’s  Most  In- 
teresting City,’’  is  indeed  a delightful  setting  for 
pleasure  and  relaxation  when  the  program  of  the 
day  is  over. 

A LL  MEMBERS  OF  STATE  AND 
COUNTY  medical  societies  in  the  South 
are  cordially  invited  to  attend.  And  all 
members  of  state  and  county  medical  socie- 
ties in  the  South  should  be  and  can  be 
members  of  the  Southern  Medical  Associa- 
tion. The  annual  dues  of  $4.00  include 
the  Southern  Medical  Journal — the  equal 
of  any,  better  than  many. 
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THE  FUNCTIONS  OF  THE  STATE  SOCIETY.* 


J.  Morrison  Hutcheson,  M.  D.,  F.  A.  C.  P., 

President,  Medical  Society  of  Virginia. 
Richmond,  Virginia. 


The  privilege  of  serving  as  your  president  through 
the  past  year  has  brought  with  it  more  than  the 
usual  opportunity  for  contact  with  medical  men  in 
various  divisions  of  practice  throughout  the  State. 
It  has  also  furnished  repeated  occasions  that  stimu- 
late reflection  upon  the  status  of  medicine  today  and 
particularly  upon  the  role  of  the  State  Society  in 
the  general  scheme  of  things.  In  this  day  of  multi- 
plicity of  organizations  for  the  promotion  of  even- 
manner  of  cause,  it  is  not  surprising  that  some  con- 
fusion exists  as  to  the  particular  object  each  one 
seeks  to  advance.  Nor  is  it  remarkable  that  in  some 
quarters  an  attitude  of  satiety  toward  all  organi- 
zations is  manifested  or  that,  by  implication  at  least, 
the  motives  of  those  who  seek  to  promote  such  move- 
ments are  brought  into  question. 

Broadly  speaking,  I am  convinced  that  the  im- 
portance of  the  Medical  Society  of  Virginia  to  the 
physicians  and  to  the  citizens  of  Virginia  should 
steadily  increase;  that  the  enlarging  scope  of  its 
essential  activities  means  real  progress;  and  that  so 
long  as  our  State  remains  a political  entity  there 
are  obligations  to  the  public  good  that  can  be  proper- 
ly discharged  by  no  other  agency.  It  is  with  the 
idea  of  emphasizing  certain  functions  of  this  Society 
that  the  following  remarks  have  been  formulated. 

Our  constitution  states  that  “The  purposes  of  this 
Society  are  to  promote  the  science  and  art  of  medi- 
cine, the  protection  of  public  health  and  the  better- 
ment of  the  medical  profession.”  Undoubtedly  this 
declaration  is  sufficiently  broad  to  include  almost 
any  enterprise  upon  which  we  might  embark;  yet  it 
is  only  by  inference,  from  our  geographical  limits, 
that  our  objectives  are  distinguishable  from  those 
of  other  societies  of  physicians  in  this  State  and  be- 

*PresidentJs address  before  the  sixty-eighth  annual  meet- 
ing of  the  Medical  Society  of  Virginia,  Roanoke,  Va., 
October  12-1+,  1937. 


yond.  Nevertheless,  I am  persuaded  that,  while  we 
are  obligated  to  the  general  cause  of  medicine  and 
the  improvement  of  the  qualifications  of  our  mem- 
bers, the  peculiar  opportunity  of  this  organization  is 
that  of  furnishing  competent  leadership  in  the  grow- 
ing endeavors  of  our  State  to  protect  the  health  of 
its  people. 

I take  it  that  the  promotion  of  the  science  and  art 
of  medicine  means  supporting  the  advance  of  medi- 
cal knowledge  and  the  dissemination  of  this  knowl- 
edge among  our  members.  Our  formal  endeavors 
along  this  line  at  present  consist  of  the  Annual  Ses- 
sion, the  Journal,  and  the  Society’s  program  for 
post-graduate  instruction.  Of  the  first  two  I shall 
have  little  to  say.  Realizing  the  impossibility  of 
arranging  a program  that  would  be  beyond  criticism, 
and  being  familiar  with  the  work  of  our  capable  and 
earnest  committee,  I am  satisfied  that  for  a con- 
gress of  physicians  of  varying  interests  the  best  pos- 
sible meeting  has  been  provided.  Our  publication, 
the  Virginia  Medical  Monthly,  has  more  than 
kept  pace  with  our  progress  in  other  lines.  Its 
scientific  contributions  are,  in  the  main,  excellent, 
while  its  editorials  and  special  articles  furnish  a 
discerning  and  temperate  review  of  contemporary 
medical  thought  in  this  State  and  elsewhere.  No 
member  of  this  Society  is  more  deserving  of  our 
approbation  than  our  gifted  and  efficient  editor,  who 
is  also  chairman  of  our  program  committee. 

Some  nine  years  ago,  under  the  leadership  of  one 
of  our  distinguished  ex-presidents,  Dr.  J.  W.  Pres- 
ton, a plan  for  post-graduate  instruction  was  adopted 
with  the  avowed  purpose  of  bringing  the  advances  in 
medical  knowledge  within  easy  reach  of  the  prac- 
titioners of  the  State.  Clinics  have  been  held  at  our 
medical  schools  and  brief  courses  of  instruction  have 
been  provided  for  groups  of  doctors  who  are  less 
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accessible.  In  some  respects  the  plan,  though  theo- 
retically attractive,  has  been  disappointing.  This 
has  been  due,  in  my  opinion,  partly  to  lack  of 
funds,  necessitating  the  limitation  of  courses  offered, 
and  partly  to  lack  of  that  compelling  interest  on 
the  part  of  doctors  themselves  which  would  lead 
them  to  make  the  necessary  sacrifices  in  order  to 
attend  the  courses.  It  is  my  hope  that  some  means 
may  be  evolved  to  broaden  the  scope  of  this  activi- 
ty, which  at  present  receives  the  greater  part  of  its 
financial  support  from  Federal  funds,  designated  for 
special  fields,  and  awarded  through  the  State  Health 
Department.  There  is  no  assurance  that  these  funds 
will  be  continued  or  that,  if  continued,  they  can  still 
be  used  for  post-graduate  instruction  of  physicians. 
It  would  seem  necessary,  therefore,  to  revert  to  the 
idea  that  was  emphasized  when  this  department  was 
founded — that  of  securing  instructors  from  our 
State-supported  medical  schools.  Thus,  with  a 
species  of  extension  courses  in  various  sections  of 
the  State,  given  by  our  teaching  institutions,  the 
subjects  covered  could  be  diversified  and,  at  the 
same  time,  whatever  Federal  funds  are  available 
could  be  utilized.  Certainly,  it  would  seem  that  if 
a group  of  earnest  physicians,  remote  from  medical 
centers,  requests  a comprehensive  course  in  any 
branch  of  medicine,  this  Society  should  endeavor  to 
supply  it  at  little  or  no  cost. 

Opportunity  for  maintaining  and  improving 
qualifications  to  practice  medicine  comes  largely 
through  the  functions  of  medical  societies  and  when 
we  fail  to  provide  this  opportunity  to  the  limit  of 
our  capacity  we  fall  short  of  one  of  our  most  im- 
portant objectives.  That  this  work  is  a proper  func- 
tion of  the  State  Society  seems  clear  for  several 
reasons.  Virginia  was  a pioneer  in  providing  post- 
graduate instruction  for  its  members  and  her  example 
has  been  followed  with  marked  success  in  a num- 
ber of  other  States.  The  work  cannot  be  left  to 
local  societies  for  the  obvious  reason  that  no  group 
is  stronger  than  its  individual  members,  which  means 
that  help  would  not  be  afforded  where  it  is  most 
needed.  Moreover,  for  the  present  at  least,  largely 
through  the  courtesy  of  the  State  Health  Commis- 
sioner, available  Federal  funds  are  dispensed 
through  the  State  Society. 

Medical  Legislation.  At  the  annual  meeting 
of  the  Society  in  1897  one  of  its  most  distinguished 
presidents,  Dr.  George  Ben  Johnston,  chose  as  the 


theme  of  his  address:  “The  Value  to  the  Public  of 
State  Medical  Societies.”  Pointing  out  that  practi- 
cally all  health  legislation  then  in  existence  had 
come  about  through  the  efforts  of  State  Societies, 
usually  against  the  strenuous  opposition  of  an  unin- 
formed public,  he  urged  a closer  relationship  be- 
tween this  body  and  the  State  government.  In  his 
closing  paragraph  are  these  words:  “Let  our  law- 
makers realize  that  we  alone  are  competent  to  choose 
those  who  are  to  execute  the  function  of  licensers  of 
practitioners  and  health  officers.  We  know  the  fittest 
men  for  these  high  duties;  let  us  be  given  the  selec- 
tion of  them.”  It  might  naturally  be  expected  that 
this  body  should  exercise  a strong  influence  upon 
all  public  undertakings  affecting  the  care  of  the  sick 
and  the  prevention  of  disease.  Its  membership  in- 
cludes not  only  the  large  majority  of  practicing 
physicians  of  the  State  but  also  outstanding  author- 
ities in  their  several  specialties,  whose  counsel  is 
respected  throughout  the  nation.  Their  interest  in 
matters  of  health  is  unquestioned  and  their  willing- 
ness to  serve  the  State  has  been  attested  time  and 
time  again.  But  when  our  governing  bodies  meet  to 
formulate  laws  governing  the  conduct  of  physicians 
themselves  and  the  care  of  their  patients,  who  must 
be  entrusted  to  the  State,  rarely  if  ever  is  this  So- 
ciety asked  for  advice  or  even  for  suggestions.  On 
the  contrary,  many  physicians,  who  have  represented 
the  Society  before  our  legislative  bodies,  have  gotten 
the  impression  not  only  that  no  advice  is  desired  but 
that  attempts  on  the  part  of  the  Society  to  influence 
medical  legislation  are  resented  as  impertinent  and 
meddlesome.  This  state  of  affairs  should  not  exist. 
It  has  come  about,  in  my  opinion,  both  from  a mis- 
conception on  the  part  of  legislators  of  the  motives 
of  medical  men  and  also  through  what  might  be 
termed  bad  technique  on  the  part  of  doctors  in  ex- 
pressing their  views.  , 

Recently,  while  discussing  this  subject  with  a 
highly  intelligent  physician,  himself  a member  of 
the  Senate  of  a neighboring  State,  I asked  him  in 
substance  the  reason  for  the  failure  of  physicians  to 
exert  a proper  influence  upon  medical  legislation. 
He  replied  without  hesitation  that  physicians  fail 
through  lack  of  agreement  as  to  what  they  want. 
To  the  legislature  they  appear  as  factions  repre- 
senting a variety  of  interests,  not  always  altruistic, 
and  their  testimony  may  have  the  effect  that  medi- 
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cal  testimony  usually  has  upon  a jury — that  of  con- 
fusing the  issue  and  discrediting  the  witnesses. 

As  the  work  of  the  State  in  caring  for  the  sick 
increases,  as  it  is  sure  to  do,  mutual  understanding 
and  cooperation  between  our  lawmakers  and  private 
physicians  must  grow.  To  that  end  it  is  essential 
that  our  legislators  be  led  to  resize  that  we  are  not 
actuated  by  motives  of  self-’’  't  and  that  our 
counsel  is  of  constructive  valu  g ur  solicitude 
is  for  improvement  of  se\4  e rtndereH  by  the  State 
and  not  solely  for  larger  >nria  ns  toward  our 
own  projects.  Moreover,  tht  "Id  be  impressed 
with  the  thought  h r this  Sociti  peaks  with  the 
voice  of  some  two  thousand  citizens  no  mean  in- 
fluence in  their  localities.  At  the  same  time  the  So- 
ciety should,  through  its  council  or  its  legislative 
committee  or  both,  keep  in  touch  with  current  trends 
in  medical  legislation  and  be  prepared  at  any  time  to 
present  to  our  governing  authorities  the  considered 
views  of  its  membership.  Our  brethren  of  the  legal 
profession,  through  their  organizations,  occupy  a far 
more  dignified  and  at  the  same  time  a more  effective 
position,  certainly  as  regards  official  appointments. 
The  idea  may  seem  Utopian,  yet  I venture  to  hope 
that  the  time  may  come  when,  as  a preliminary  step 
to  legislation  concerning  matters  of  health,  the 
counsel  of  this  Society  will  be  sought  and  that  the 
Society  through  its  informed  officials  will  be  ready 
to  deliver  an  intelligent  and  a united  opinion 

The  Administration  of  State  Medicine.  We 
have  been  accustomed  to  hear,  for  a number  of  years, 
vague  fears  expressed  concerning  the  possible  ad- 
vent of  “State  Medicine.”  If  we  mean  by  State 
Medicine  the  support  and  control  of  medical  institu- 
tions by  the  State,  often  in  competition  with  the  pri- 
vate doctor,  we  may  as  well  realize  not  only  that 
State  Medicine  has  been  with  us  for  some  time  but 
also  that  it  is  thriving  and  there  is  every  prospect 
that  its  rapid  growth  will  continue.  I doubt  that  all 
of  us  fully  appreciate  what  our  own  State  has  al- 
ready undertaken  in  this  direction.  It  would  be  in- 
deed interesting  to  trace  the  genesis  and  develop- 
ment of  the  multifarious  agencies  supported  by  the 
State,  the  general  aim  of  which  is  to  improve  the 
health  of  its  people;  but  time  does  not  permit  even 
a detailed  enumeration.  Briefly,  health  activities  at 
present  are  directed  through  three  main  channels : 
( 1 ) The  State  Health  Department,  ( 2 ) The  State 


Department  of  Public  Welfare,  (3)  Two  Schools 
of  Medicine. 

The  State  Health  Department  concerns  itself  not 
only  with  community  conditions  such  as  sanitation, 
pure  water  and  food  and  the  control  of  communicable 
diseases,  but  also  with  the  early  diagnosis  of  certain 
diseases  and  impairments,  the  prevention  of  infant 
and  maternal  mortality,  the  dissemination  of  in- 
formation in  relation  to  personal  hygiene,  and  the 
care  of  certain  persons  affected  with  disorders  such 
as  tuberculosis  and  orthopedic  defects. 

The  State  Department  of  Public  Welfare  carries 
on  certain  projects  of  a medical  nature,  some  of  which 
are  not  easily  separated  from  its  other  activities. 
This  Department  conducts  the  State  Mental  Hy- 
giene Clinic  and  undertakes  hospitalization  and 
medical  care  for  its  relief  clients.  The  State  hos- 
;tals  for  the  care  of  mental  patients  are  also  classi- 
fy >i  as  belonging  to  this  Department. 

Oui  Medical  Schoo,  rimarily  for  the  education 
of  students  of  medicine  from  Virginia  to  supply  the 
people  of  Virginia  with  physicians,  have  required 
more  and  more  funds  for  the  support  of  their  teach- 
ing programs  and  hospitals.  The  latter,  limited  as 
they  are  in  their  ability  to  render  free  service,  of 
necessity  enter  the  field  of  private  practice. 

The  combined  budgets  of  these  Departments  runs 
into  several  million  dollars,  not  all  of  which,  how- 
ever, is  expended  for  strictly  medical  purposes.  To 
this  may  be  added  vast  sums  distributed  in  the  State 
by  the  Federal  Government  and  considerable  amounts 
by  municipalities  and  counties. 

The  point  I wish  to  make  is  that  upon  these  mani- 
fold activities  and  this  large  expenditure  of  tax 
funds,  the  private  physicians  of  the  State,  them- 
selves tax  payers,  do  not  as  a body  exert  the  sig- 
nificant influence  that  they  should.  It  is  not  that  we 
object  to  what  is  being  done,  nor  even  to  the  steady 
encroachments  of  State  departments  and  State  sub- 
sidized clinics  upon  our  work.  We  do  believe,  how- 
ever, that  the  medical  work  of  the  State  should  be 
closely  correlated  with  that  of  practicing  physicians 
and  that  there  should  be  no  conflict  of  interests. 
That  this  has  been  a definite  aim  of  those  in  charge 
of  our  State  agencies,  there  is  no  doubt,  and  much 
has  been  accomplished  in  this  direction,  especially  by 
the  State  Health  Department. 

Nevertheless,  there  may  be  encountered  not  infre- 
quently among  practitioners  a feeling  that  our  State 
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Medicine  is  being  administered,  certainly  in  some  of 
its  branches,  by  laymen  whose  views  are  antagonis- 
tic to  those  of  medical  men;  or  by  State  employees 
whose  qualifications  are  political  rather  than  pro- 
fessional and  who  are  thus  enabled  to  promote  their 
own  projects  irrespective  of  the  general  good.  It  has 
also  been  suggested  that  the  State  has  already  gone 
too  far  in  the  practice  of  medicine,  i.  e.,  in  the  care 
of  patients  of  independent  means,  not  affected  by 
communicable  disease,  who  ordinarily  go  to  private 
physicians. 

A few  years  ago,  in  his  presidential  address  before 
this  Society,  Dr.  Flippin  spoke  as  follows:  “It  is 
the  plain  duty  of  teaching  clinics  at  all  times  to  avoid 
any  undue  or  unnecessary  encroachment  upon  the 
field  of  private  practice  and  to  limit  the  service  given 
in  such  clinics  as  far  as  possible  to  those  who  have 
a just  claim  upon  the  bounty  of  the  State  or  upon 
the  service  of  the  Community.”  I take  it  that  this 
plain  duty  is  likewise  binding  upon  all  medical 
activities  in  which  the  State  is  engaged. 

Such  questions  cannot  be  settled  or  even  considered 
upon  the  meager  information  which  often  comes  from 
critics  here  and  there  “who  themselves  are  sore.”  In 
my  judgment  it  is  manifestly  a duty  of  the  Medical 
Society  of  Virginia  to  acquaint  itself  with  Virginia’s 
medical  work.  Not  only  should  the  ostensible  aims 
of  the  several  agencies,  together  with  their  appropria- 
tions, be  scrutinized,  but  the  results  of  their  work 
should  also  be  investigated  through  correspondence 
with  practicing  physicians  throughout  the  State.  If 
defects  are  discovered,  the  Society  should  use  its  in- 
fluence toward  their  correction.  Such  a study  should 
by  no  means  be  entered  upon  in  a spirit  of  fault  find- 
ing but  wholly  as  an  effort  toward  helpful  cor- 
relation of  the  activities  of  those  who  labor  in  a com- 
mon cause  and  whose  ultimate  objectives  are  the 
same.  Undoubtedly,  a fair  estimate  by  physicians 
of  the  State  of  their  effectiveness  would  be  of  con- 
structive value  to  the  agencies  themselves,  while 
members  of  the  Society  would  receive  information, 
gathered  from  reliable  sources  by  their  own  repre- 
sentatives, in  place  of  what  they  may  have  suspected 
of  being  “sales  talk.” 

Not  only  is  it  the  duty  of  the  State  Society  to  as- 
sist in  shaping  public  health  policies  and  to  en- 
deavor to  protect  the  interests  of  its  members,  but  it  is 
equally  important  that  its  members  be  led  to  co- 
operate to  the  fullest  in  carrying  out  health  measures 


in  their  localities.  Not  infrequently,  I am  informed, 
because  of  indifference  or  lack  of  cooperation  on  the 
part  of  the  local  physician,  work  that  properly  be- 
longs to  him  must  be  jierformed  by  public  health  em- 
ployees. 

On  its  own  initiative  the  Society  undertook,  during 
the  past  year,  a study  of  pneumonia  in  the  State  and 
the  report  of  the  Commission  in  charge  of  the  study 
will  be  presented  at  this  meeting.  Also,  at  the  re- 
quest of  the  Surgeon  General  of  the  United  States 
Public  Health  Service,  a committee  was  appointed 
to  make  a report  on  the  syphilis  situation  in  Vir- 
ginia with  recommendations  for  its  improvement. 
This  work  was  thoroughly  and  effectively  done  and 
the  committee’s  excellent  report  has  already  been  pub- 
lished in  the  Monthly.  It  is  my  belief  that  this 
Society  can  engage  in  no  more  constructive  endeavor 
than  the  foregoing  studies.  In  studying  a disease 
that  is  prevalent  in  the  State,  we  of  necessity  take 
stock  of  our  modes  of  practice,  while  our  recommen- 
dations for  improvement  throw  a stimulating  light 
upon  our  deficiencies.  In  conducting  such  studies 
and  in  putting  into  practice  such  knowledge  as  may 
be  gained  therefrom,  close  cooperation  from  the 
State  Health  Department  has  been  and  will  be  neces- 
sary. During  the  past  year,  as  in  previous  years, 
this  has  been  given  in  generous  measure  both  in  con- 
nection with  these  measures  and  others.  I cannot 
let  this  opportunity  pass  without  expressing  to  the 
Commissioner  and  his  staff  my  personal  thanks  and 
the  thanks  of  the  Society  for  their  unfailing  help  and 
consideration. 

At  the  Iasi  annual  session,  a committee  was  created 
to  consider  the  subject  of  nursing  and  to  render  such 
advice  and  assistance  as  the  State  Board  of  Nurses' 
Examiners  might  request.  It  is  my  opinion  and  the 
opinion  of  several  of  our  members,  with  whom  I have 
discussed  the  matter,  that  this  committee  can  serve 
a most  useful  purpose  and  should  be  continued.  It 
should  be  charged  with  the  duty  of  investigating  the 
nursing  situation  throughout  the  State,  of  evaluating 
as  far  as  possible  the  effectiveness  of  methods  of 
training  and  practice  now  in  vogue,  of  conferring 
from  time  to  time  with  the  State  Nursing  Board  and 
of  reporting  to  the  Society  the  results  of  its  delibera- 
tions. 

What  has  been  said  so  far  relates  to  the  relatively 
restricted  sphere  of  our  own  territory  and  member- 
ship, but  it  is  not  possible  to  separate  the  interests 


1937] 


Virginia  Medical  Monthly 


433 


of  ourselves  as  a group  from  those  of  medical  men 
as  a whole.  Nor  is  it  possible  to  separate  the  medi- 
cal man’s  interests  from  those  of  society  as  a whole. 
There  can  be  no  doubt  that  we  are  witnessing  today 
a rapidly  growing  socialization  of  our  nation,  in  fact 
of  the  whole  of  mankind,  and  the  question  that  faces 
physicians  is  what  effect  this  movement  will  have 
upon  nudicine  and  what,  if  anything,  can  be  done 
about  it.  The  topic  of  State  Medicine  has  given 
place  to  the  “Socialization  of  Medicine”  or  the 
“Regimentation  of  Physicians.”  From  time  to  time 
new  heat  is  generated  by  the  pronouncement  of  an 
endowed  foundation,  the  consideration  of  a new 
security  measure  by  Congress  or  when  some  political 
seer  addresses  physicians  in  endearing  terms,  re- 
minding us  that  we  have  failed  as  citizens  and  at 
the  same  time  holding  out  the  fair  prospect  of  our 
becoming  “Federal  officials.” 

While  the  economic  future  is  shrouded  in  uncer- 
tainty, we  cannot  concentrate  upon  it  to  the  exclu- 
sion of  our  main  objective — that  of  developing  the 
art  and  science  of  medicine.  Our  strength  will  al- 
ways be  measured  by  our  ability  to  keep  our  house 
in  order,  our  ranks  free  from  abuses.  The  profes- 
sion of  medicine  is  guided  by  humanitarian  princi- 
ples to  which,  I am  convinced,  doctors  today  are 
just  as  loyal  as  ever  our  forefathers  were  and  it 
would  be  indeed  discordant  with  our  high  purposes 
were  we  to  assume  an  attitude  of  “aggressive  trade 
unionism,  intolerant  of  criticism,  resistant  to  change 
and  insistent  upon  our  own  special  privileges  and 
interests  to  the  exclusion  of  those  of  others.”  On  the 
contrary,  due  to  changing  conditions,  it  is  necessary 


that  we  recognize  an  ever  increasing  obligation  to 
the  community  as  a whole;  and  that  we  use  our 
knowledge  and  our  influence  toward  the  solution  of 
medical  problems  that  have  been  assumed  by  the 
various  branches  of  our  government.  Failing  to 
exert  ourselves  in  this  direction,  we  leave  these  pro- 
blems in  the  hands  of  those  untrained  in  the  re-, 
quirements  of  medical  service  or  at  the  mercy  of  the 
uplifter,  the  propagandist  and  the  dispenser  of 
political  magic. 

Dr.  Holmes,  in  his  classic  address  “Currents  and 
Counter  Currents,”  delivered  before  the  Massachu- 
setts Medical  Society  in  May,  1860,  had  this  to  sav : 
“The  truth  is  that  medicine,  professedly  founded  on 
observation,  is  as  sensitive  to  outside  influences, 
political,  religious,  philosophical,  imaginative  as  the 
barometer  to  atmospheric  density  Theoretically,  it 
ought  to  go  on  its  own  straightforward  inductive 
path  without  regard  to  changes  of  government  or  to 
fluctuations  of  public  opinion.”  While  this  was 
spoken  with  particular  reference  to  modes  of  prac- 
tice, it  may  be  taken  to  mean  that  all  aspects  of  the 
physician’s  calling,  scientific  as  well  as  economic, 
are  responsive  to  contemporary  conditions.  Thus 
it  appears  that  the  problems  with  which  we  are  con- 
fronted today  are  not  fundamentally  new.  Some 
comfort  may  also  be  derived  from  the  thought  that 
this  is  not  the  first  period  of  social  upheaval  through 
which  civilization  has  passed  and  that,  taken  by 
and  large,  such  periods  have  led  to  new  and  revolu- 
tionary thought  in  medicine  and  eventually  to  pro- 
gress. 

Professional  Building. 


THE  USE  OF  SULFANILAMIDE  IN  THE  TREATMENT  OF  GONOR- 
RHEA-REPORT OF  RESULTS  IN  ONE  HUNDRED  CASES.* 


Frederick  A.  Reuter,  M.  D., 

Washington,  D.  C. 

Professor  of  Clinical  Urology,  George  Washington  University  School  of  Medicine. 


The  substance  sulfanilamide,  which  is  the  name 
adopted  by  the  Council  on  Pharmacy  and  Chemis- 
try of  the  American  Medical  Association  for  para- 
aminobenzene-sulfonamide,  was  first  brought  to  my 
attention  about  the  middle  of  December,  1936, 

*Read  before  the  Virginia,  Maryland  and  District  of 
Columbia  Medical  Society,  May  19,  1937,  at  Leesburg,  Va. 


through  a thrilling  report  before  the  District  of 
Columbia  Medical  Society  of  its  use  by  Dr.  Prentiss 
Willson  in  a case  of  pelvic  infection  and  septicemia 
with  streptococcus  hemolyticus.  The  following  day 
I observed  the  effect  in  a case  of  meningitis  follow- 
ing mastoiditis,  in  which  the  same  organism  was 
the  offender.  Since  chemo-therapy  has  long  been  a 
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strong  arm  in  the  treatment  of  infections  of  the 
genito-urinary  tract,  Dr.  J.  M.  Fadeley  and  I in- 
vestigated the  substance  with  the  idea  of  using  it 
in  the  treatment  of  gonorrhea. 

It  was  decided  that  a group  of  100  cases  of  all 
degrees  and  stages  of  infection  with  the.  gonococcus 
were  to  be  accumulated  and  at  the  end  of  that  series 
an  evaluation  made  of  the  results  and  effects  ob- 
tained. This  series  began  on  December  21,  1936, 
when  the  first  case  was  treated,  and  ended  May  1, 
1937.  The  following  report  is  a preliminary  one, 
setting  forth  only  the  gross  observations,  the  more 
technical  ones  to  be  reported  later. 

In  all  cases  smears  of  the  urethral  discharge  were 
made  by  two  or  more  examiners  in  order  to  verify 
the  diagnosis.  The  urine  examinations  were  made 
in  the  2-glass  test,  supported  by  the  microscope. 
The  cases  were  divided  for  purposes  of  convenience 
into  new  and  old  infections  instead  of  acute  and 
chronic. 

New  cases  are  those  which  were  seen  within  two 
weeks  of  the  onset  of  urethral  discharge,  and  con- 
sisted of  both  previously  treated  and  untreated  cases. 
Old  cases  are  those  which  have  had  their  infection 
for  two  weeks  or  more,  and  all  of  these  previously 
had  the  conventional  varied  treatment  for  gonorrhea. 
Of  the  new  cases  75  per  cent  showed  pus  in  both 
glasses  and  varying  degrees  of  mild  prostatitis. 
Nearly  all  of  them  had  burning  and  discomfort  on 
urination. 

All  of  the  old  cases  had  pus  in  both  glasses  and 
a varying  degree  of  prostatic  infection,  from  mod- 
erate to  severe,  besides  the  urgency,  frequency  and 
burning  on  voiding  which  is  associated  with  in- 
flammatory processes  of  that  part.  No  case  de- 
veloped epididymitis.  Two  cases  arriving  with 
epididymitis  promptly  subsided  in  less  than  forty- 
eight  hours,  beginning  to  do  so  in  twenty-four  hours 
with  disappearance  of  pain  and  swelling. 

It  was  interesting  to  note  that  although  several 
cases  showed  no  response  to  treatment  with  sul- 
fanilamide so  far  as  the  clinical  evidence  was  con- 
cerned, they  did  not  show,  on  the  other  hand,  any 
tendency  to  get  worse  and  remained  stationary.  It 
was  felt  that  perhaps  these  cases  were  destined  to  be 
of  that  fulminating  severe  type  in  which,  regardless 
of  the  physician’s  best  efforts,  all  of  the  complica- 
tions would  perhaps  follow,  but  that  some  protection 
was  offered  by  the  chemical  agent.  Associated  with 


the  administration  of  sulfanilamide  were  observed  a 
long  list  of  by-effects,  chiefly  a profound  weakness 
and  fatigue,  indescribable  epigastric  sensations  called 
“indigestion,”  not  associated  with  nausea  or  vomit- 
ing. Several  persons  described  a sensitiveness  of 
the  skin  of  the  lower  extremities,  and  one  of  these 
very  definitely  insisted  that  there  was  a marked 
slowing  of  and  loss  of  force  to  the  urinary  stream. 
In  this  patient  the  skin  sensation  of  the  lower  ex- 
tremities was  very  marked,  associated  with  a “tin- 
gling” of  the  toes.  All  of  these  and  other  minor 
side-effects  disappeared  in  from  twenty-four  to  forty- 
eight  hours  after  discontinuance  of  the  agent.  We 
were  unable  to  recognize  any  external  or  gross  evi- 
dence of  methemoglobinemia  or  sulphemoglobinemia. 
I'lie  time  of  onset  of  these  symptoms  varied,  but 
most  cases  began  to  complain  when  they  had  taken 
between  sixty  to  eighty  grains.  In  no  case  was  the 
patient  prepared  for  these  symptoms  by  suggestion, 
the  report  being  purely  spontaneous  in  each  case. 

An  observation  of  great  interest  was  that  it  be- 
came possible  to  predict  the  cases  in  which  the 
result  would  be  successful.  Those  who  complained 
early  and  bitterly  of  the  side-effects  gave  the  best 
response  to  the  treatment,  while  the  cases  which  are 
counted  as  failures  apparently  had  a great  tolerance 
for  the  drug  or  did  not  react  to  it  in  that  yet  un- 
known manner  by  which  it  produces  its  best  effect. 

Many  detailed  observations  remain  to  be  inter- 
preted. The  time  of  recovery  might  in  many  cases 
be  even  more  rapid  than  we  know,  since  it  has  not 
yet  been  accurately  determined  when  treatment 
should  be  safely  discontinued.  One  case  cleared 
in  twenty-four  hours  and  medication  was  discon- 
tinued. The  gonococcus-laden  urethral  discharge 
recurred  within  the  next  twelve  hours.  Treatment 
was  resumed  for  a second  twenty-four  hours  and  the 
patient  has  remained  “cured”  for  three  months.  The 
patients  were  not  seen  every  day,  there  being  an 
intervening  day  between  visits.  Symptoms  of  dysuria 
and  other  urethral  and  bladder  distress  ceased  in 
twelve  to  twenty-four  hours. 

Of  the  new  cases  having  a clear  second  glass  of 
urine  and  no  prostatic  infection  all  were  free  of 
urethral  discharge  with  a pus-free  urine  in  the  first 
specimen  microscopically  in  twenty-four  hours  ex- 
cept one  case.  This  case  became  one  of  the  most 
intractable  cases  I have  seen  for  a long  while,  al- 
though there  have  been  no  complications.  All  of 


1937] 


Virginia  Medical  Monthly 


435 


these  cases  have  remained  pus-free  from  four  and 
one-half  months  to  two  weeks.  Many  of  them  com- 
plained of  severe  urethral  itching  for  several  days 
after  treatment  had  ceased,  but  this  was  promptly 
relieved  by  the  methods  employed  to  determine  the 
cure.  In  one  case  in  this  group  recurrence  followed 
discontinuance  of  treatment,  but  response  was  prompt 
in  another  twenty-four  hours  and  recover}'  ensued. 

The  new  cases  in  which  there  was  pus  in  the 
second  specimen  and  mild  prostatitis  showed  the 
usual  prompt  relief  of  symptoms  and  stimultaneous 
clearing  of  the  second  specimen  within  forty-eight 
hours.  The  first  specimen  cleared  gradually  over 
the  following  forty-eight  hours  and  in  most  in- 
stances was  clear  and  remained  so  in  five  to  seven 
days.  One  patient  in  this  group  became  progres- 
sively worse  and  after  six  days  did  not  return,  and 
a second  one  resisted  treatment  and  has  joined  the 
ranks  of  the  failures.  The  prostatic  infection  in 
all  of  these  cases  disappeared  promptly  and  required 
no  additional  treatment.  Although  some  of  the  cases 
in  the  group  called  old  cases  responded  more  slowly, 
most  of  them  showed  the  same  startling  behavior 
as  the  previous  group,  such  as  subsidence  of  symp- 
toms, clarification  in  second-class  test  and  cessation 
of  urethral  discharge.  If  the  treatment  was  at  all 
successful  the  urine  became  crystal  clear  in  both 
glasses  within  ten  days  in  the  longest  case  and  five 
days  in  the  shortest  case,  by  the  same  criterion. 
There  seems  to  be  a tendency  to  carry  a few  shreds 
in  the  first  specimen  for  several  days  after  clari- 
fication and  residual  pus  in  the  prostate  from  one 
plus  to  two  plus.  This,  however,  soon  disappears 
on  follow-up  treatment  designed  to  overcome  it. 

Seven  cases  of  the  old  case  group  have  defied  treat- 
ment and  refuse  to  respond  to  any  treatment. 

Of  the  forty  cases  of  group  one,  the  new  cases 
treated  with  sulfanilamide,  there  were  three  cases, 
or  7.5  per  cent,  in  which  the  treatment  failed.  In 
group  two,  or  the  old  case  group  with  sixty  cases, 
seven,  or  11.5  per  cent,  failed.  The  average  length 
of  time  or  a clinical  recovery  was  five  days.  In 
other  words,  92.5  per  cent  of  the  fresh  cases  and 
88  per  cent  of  the  previously  treated  cases  recovered. 

The  treatment  consisted  of  the  administration  of 
forty  grains  of  sulfanilamide  daily,  ten  grains  after 
each  meal  and  ten  grains  at  bedtime.  Twenty-four 
tablets  were  prescribed  or  enough  for  three  days 
from  which  no  serious  side-effects  were  expected, 


and  the  patient  was  seen  every  other  day,  at  which 
time  a complete  check-up  as  to  urethral  discharge, 
urinalysis,  prostate  and  general  symptomatology  was 
made.  When  indicated,  at  the  termination  of  the  use 
of  sulfanilamide,  a few  of  the  conventional  genito- 
urinary treatments  were  given  to  clarify  the  residuals. 
The  criterion  for  cure  was  the  disappearance  of 
microscopic  pus  from  the  urine,  absence  of  pus 
from  the  prostate  gland,  loss  of  all  symptoms  and 
the  failure  to  produce  a recurrence.  It  is,  of  course, 
impossible  to  say  whether  or  not  any  of  these  cases 
will  eventually  light  up  again. 

It  frequently  happens  when  a new  drug  is  intro- 
duced into  medicine  that  it  is  abused  by  indiscrim- 
inate use  before  the  full  force  of  its  power  is  recog- 
nized. Sulfanilamide  is  well  on  its  way  to  pro- 
duce much  harm,  as  well  as  benefit,  unless  those 
who  have  to  do  with  dispensing  it  adopt  some  meas- 
ures for  its  control.  The  literature  already  is  filled 
with  reports  of  its  side-effects.  It  was  at  first 
believed  to  be  non-toxic,  but,  with  the  great  increase 
in  its  use,  reports  have  shown  that  it  should  be 
used  with  caution.  Since  it  will  probably  come  to 
be  used  universally  for  the  treatment  of  gonorrhea, 
one  can  readily  visualize  its  uncontrolled  abuse  be- 
cause of  nation-wide  publicity  given  the  preparation 
under  trade  names,  and  because  of  the  ease  with 
which  it  can  be  purchased  from  any  drug  store 
counter  without  a prescription.  Fancy  the  outlet 
through  unethical  pharmacies  of  this  very  useful  but 
hazardous  drug  to  people  having  gonorrhea, — the 
criticism  of  the  medical  profession  if  some  one  should 
suffer  great  physical  harm  and  perhaps  death  as 
the  result  of  the  use  of  sulfanilamide.  The  cyanosis 
of  sulphemoglobinemia  is  in  itself  not  alarming  since 
it  quickly  disappears  on  discontinuing  the  drug. 
However,  if  the  total  hemoglobin  in  a case  of  sul- 
phemoglobinemia should  fall  below  30  per  cent  the 
situation  might  prove  serious.  This  condition  in  an 
uncontrolled  patient  will  probably  not  be  recognized 
by  the  patient  and  his  illness  most  likely  will  be 
blamed  for  his  ill-feeling,  rather  than  the  medicine 
which  he  is  taking  for  it.  If  he  then  continues  to 
use  it  the  hemoglobin  will  be  further  reduced.  It 
has  been  reported  that  during  the  administration 
of  sulfanilamide,  magnesium  sulphate  by  mouth  or 
even  wet  dressings  may  predispose  to  sulphemo- 
globinemia. 
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Summary 

The  use  of  sulfanilamide  in  gonorrhea  gives  prom- 
ise of  being  the  first  satisfactory  treatment  for  that 
disease.  Its  effect  is  rapid  when  effective,  and  it 
has  been  successful  in  producing  at  least  a clinical 
recovery  in  90  per  cent  of  our  test  series  of  100  cases. 
It  would  seem  that  it  is  effective  in  inhibiting  the 
complications  of  gonorrhea  as  well,  and  it  may  lend 
itself  to  the  actual  treatment  of  its  complications  and 
sequelae. 

In  our  second  series  which  was  begun  on  May 
1,  1937,  one  case  of  arthritis  of  gonorrheal  origin 
has  shown  astonishing  improvement. 

From  our  observation  the  result  of  the  treatment 
is  almost  predictable  by  the  degree  of  disagreeable 
effects  produced  by  the  drug. 

It  is  well  to  advise  the  patient  against  the  use 
of  magnesium  sulphate  during  treatment. 

The  uncontrolled  use  of  the  drug  in  gonorrhea 


is  associated  with  great  hazard.  Because  of  the 
wide  publicity  given  it  in  newspapers  and  period- 
icals in  connection  with  streptococcus  infections,  the 
various  trade  names  are  quickly  recognized  on  the 
prescription.  It  can  be  bought  indiscriminately  at 
any  pharmacy  and  used  without  control.  Until  such 
a time  when  proper  steps  shall  have  been  taken  to 
protect  the  public  from  its  harmful  effects  it  rests 
with  the  medical  profession  to  bend  every  effort  to 
assume  that  duty.  This  can  be  accomplished  by 
placing  on  the  prescription  the  words  “Do  not  re- 
fill.” The  use  of  sulfanilamide  in  our  cases  may 
have  been  continued  somewhat  longer  than  was  nec- 
essary. This  was  because  we  did  not  have  the  ex- 
perience to  know  when  to  consider  the  case  termi- 
nated. 

One  should  not  let  enthusiasm  for  this  new  prepa- 
ration interfere  with  the  proper  evaluation  of  its 
effects  and  judgment  in  its  use. 
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Sulfanilamide  was  introduced  in  May,  1937,  as 
a new  form  of  therapy  in  the  treatment  of  gonor- 
rhea. Since  July  we  have  been  using  this  drug 
routinely  on  all  cases  with  positive  smears  in  the 
genito-urinary  out-patient  department  of  the  Med- 
ical College  of  Virginia.  We  realize  we  have  been 
dealing  entirely  with  clinic  cases  and  that  a major- 
itv  of  these  patients  have  been  of  the  colored  race. 
There  is  no  doubt  in  our  minds  of  the  value  of 
sulfanilamide  in  private  practice.  However,  the  free 
clinics  in  cities  will  continue  to  treat  a large  per- 
centage of  gonorrhea  cases  in  the  community,  and  the 
following  questions  naturally  arise:  (1)  Should  sul- 
fanilamide supplant  local  injections  and  irrigations 
in  these  clinics?  (2)  Should  there  be  a combina- 
tion of  the  two  treatments?  (3)  What  is  the 
danger  of  having  a large  number  of  patients  stop 
treatment  after  a few  days  when  apparently  cured? 

Gelmo,  in  1908,  first  described  sulfanilamide  as 
p,  aminobenzenesulphonamide  while  studying  the 


sulphonamides  of  sulphonilic  acid.  By  1911  this 
compound  was  being  used  extensively  in  the  dye 
industry.  Foester,  in  1915,  found  it  to  be  useful  in 
the  treatment  of  certain  skin  diseases  and  in  septi- 
cemia. Domagk,  in  1935  in  Germany,  reported  the 
successful  use  of  sulfanilamide  in  the  treatment  of 
infections  caused  by  the  hemolitic  streptococci.  These 
observations  were  confirmed  later  in  1935  by  Tre- 
fauel,  Nitti  and  Bovet  of  France.  Shortly  follow- 
ing these  reports,  Colebrook  and  Kenny  of  England 
and  Bliss  and  Long  of  the  United  States  published 
confirmatory  articles. 

The  mode  of  action  of  sulfanilamide  in  the  human 
body  is  not  well  understood  at  the  present  time.  Bliss 
and  Long  of  Johns  Hopkins  believe  that  some  change 
takes  place  in  the  organism  which  renders  them  very 
susceptible  to  phagocytosis.  No  explanation  of  this 
change  has  been  made.  It  has  been  noted  that  in 
vitro  the  drug  has  a marked  bacteriostatic  effect  on 
the  beta-hemolytic  streptococci.  Bactericidal  prop- 
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erties  have  been  claimed  by  some  but  not  confirmed 
by  others.  It  is  thought  that  the  metabolism  of  the 
organism  is  altered  by  the  drug  and  the  organism 
thus  rendered  more  easily  phagocytized.  Bliss  and 
Long  believe  that  sulfanilamide  has  no  effect  on  the 
leucocytes  because  Bordet  in  experimental  peritonotis 
has  shown  that  the  leucocytes  are  capable  of  phago- 
cytosis of  other  organisms  but  have  no  effect  on  the 
streptococci.  It  is  strongly  possible  that  this  drug 
will  be  used  for  sometime  with  very  satisfactory 
therapeutic  results  with  no  proof  as  to  its  exact  mode 
of  action. 

After  oral  administration  of  the  drug  it  has  been 
found  that  its  absorption  begins  quickly  and  reaches 
its  height  in  three  to  four  hours.  If  no  more  of  the 
drug  is  taken,  it  is  excreted  in  the  urine  in  the  next 
twenty-four  hours.  The  drug  passes  rapidly  into 
the  spinal  fluid,  empyemic,  ascitic  and  other  body 
fluids,  the  concentration  in  these  being  only  slightly 
less  than  in  the  blood  stream.  A blood  level  of 
about  10  mgs.  per  cent  should  be  maintained  for 
the  drug  to  be  effective  in  its  action.  Allport  re- 
ports that  65  per  cent  of  the  administered  sulfanil- 
amide is  found  in  the  urine,  for  the  most  part  in 
combination  with  an  acetyl-radical. 

Numerous  types  of  reactions  to  the  drug  have 
been  reported,  such  as  headache,  lassitude,  dizziness, 
anorexia,  nausea  and  muscular  aching.  Long  and 
Bliss  state  that  three-fourths  of  the  patients  develop 
cyanosis  but  they  do  not  consider  this  a contra-in- 
dication to  further  administration  of  the  drug.  Cases 
have  been  reported  of  rather  severe  methemoglo- 
binemia and  sulphemoglobinemia.  This  reaction  ap- 
parently occurs  more  frequently  when  the  patient  is 
taking  any  type  of  saline  cathartic.  Hageman  and 
Blake  report  twenty-one  cases  of  febrile  reactions 
occurring  between  the  seventh  and  tenth  days  and 
sometimes  accompanied  by  a morbilliform  rash.  A 
few  cases  of  hemolytic  anemias  and  agranulocytoses 
have  been  recorded.  Patients  receiving  therapeutic 
doses  of  sulfanilamide  show  a drop  in  the  carbon 
dioxide  combining  power.  Acidosis  has  been  noted 
but  this  can  be  relieved  by  the  administration  of 
small  doses  of  sodium  bicarbonate. 

Reuter,  in  May,  1937,  reported  one  hundred  cases 
of  gonorrheal  urethritis  treated  by  giving  10  gr.  of 
sulfanilamide  four  times  daily  and  obtained  92.5 
per  cent  cures  in  the  newly  infected  cases  and  88 
per  cent  cures  in  the  old  cases.  About  the  same 


time  Dees  and  Colston  reported  nineteen  cases  treated 
successfully  with  this  drug.  Herrold  of  Chicago 
treated  thirty  cases  with  favorable  results.  All  re- 
ports have  been  enthusiastic  over  the  results  ob- 
tained in  the  treatment  of  gonorrhea  by  this  method. 
Ballenger,  Elder  and  McDonald,  of  Atlanta,  re- 
port twenty-six  cases  with  twenty-five  cures  by 
the  combined  use  of  sulfanilamide  and  the  sealing 
of  5 per  cent  argyrol  in  the  urethra.  They  believe 
that  the  drug  reaches  the  organisms  in  the  tissues 
but  has  little  effect  upon  those  free  in  the  urethra 
and  hence  the  combination  of  the  two  treatments 
gives  more  favorable  results. 

During  a period  of  some  ten  weeks  we  have  seen 
122  cases  of  gonorrheal  urethritis  upon  the  study  of 
which  we  may  draw  some  conclusions  as  to  the  fu- 
ture of  sulfanilamide  in  our  clinic  work.  As  stated 
before,  the  majority  of  these  patients  were  of  the 
colored  race  and  all  were  males.  The  greater  per- 
centage were  uncomplicated  cases  but  a good  number 
showed  a posterior  involvement  on  admission.  Only 
an  occasional  case  had  received  treatment  of  any 
kind  prior  to  the  administration  of  sulfanilamide. 
Positive  smears  were  obtained  on  all. 

The  routine  treatment  which  we  have  attempted 
to  observe  is  as  follows : When  a diagnosis  of  gonor- 
rheal urethritis  is  made  by  smear,  blood  work  con- 
sisting of  hemoglobin  and  white  count  is  done  and 
if  this  is  within  normal  limits  the  patient  is  given  a 
prescription  for  80  gr.  of  sulfanilamide  daily  in 
divided  doses  of  20  gr.  each  for  a period  of  two 
days.  He  is  instructed  to  take  one-half  teaspoonful 
of  soda  twdce  daily  during  the  entire  period  of 
treatment  and  to  report  at  the  end  of  two  days. 
At  this  time  the  dosage  is  reduced  to  60  gr.  daily 
in  divided  doses  for  a period  of  three  days.  From 
the  sixth  to  the  fourteenth  day  the  dosage  is  further 
reduced  to  40  gr.  daily  and  during  this  period  the 
patient  is  seen  on  two  or  three  occasions.  Thus  the 
treatment  is  usually  carried  through  two  full  weeks 
although  occasionally  it  is  stopped  around  the  tenth 
day.  In  addition  to  a check-up  by  smear  and  ex- 
amination of  urine  on  each  visit,  the  patient  is  care- 
fully questioned  as  to  drug  reactions.  Blood  work 
is  repeated  at  the  end  of  treatment  or  before  its 
completion,  when  indicated.  Contraindications  to 
completion  of  treatment  are  severe  systemic  reactions 
or  a marked  drop  in  either  hemoglobin  or  white 
count.  Occasionally  a second  sulfanilamide  treat- 
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ment  is  given  if  the  patient  is  not  cured.  Local  treat- 
ments have  not  been  used  as  a supplement.  If  the 
patient  is  apparently  cured  at  the  end  of  the  sul- 
fanilamide treatment,  he  is  instructed  to  discontinue 
his  medicine  for  one  week,  at  the  end  of  which  time 
the  prostate  is  examined  for  infection  and  a sound 
is  passed  through  the  anterior  urethra.  After  this 
he  is  requested  to  report  one  or  two  more  times  at 
weekly  intervals  for  a check-up. 

Of  the  121  patients  seen,  twenty-four  did  not  re- 
turn after  receiving  sufficient  medicine  for  two  days 
treatment.  In  addition  to  these,  eleven  patients  were 
seen  for  the  last  time  at  the  end  of  the  two  days’ 
treatment  at  which  time  they  were  given  sufficient 
medicine  to  last  three  more  days.  In  fourteen  in- 
stances the  sulfanilamide  was  discontinued  regard- 
less of  the  patient’s  progress  because  we  were  abso- 
lutely sure  there  was  poor  cooperation  and  indif- 
ference on  his  part.  From  this  group  of  forty-nine 
patients  whom  we  cannot  consider  in  a summary  of 
patients  treated,  a few  general  conclusions  can  be 
drawn : ( 1 ) A large  number  of  clinic  cases,  espe- 

cially if  improvement  is  marked,  will  not  report  after 
the  first  or  second  visit  unless  some  means  is  taken 
whereby  they  are  compelled  to  continue  their  visits 
until  discharged  by  the  physicians;  (2)  Indifferent 
and  uncooperative  patients  comprise  another  fairly 
large  group  in  clinic  work.  These  conclusions  do  not 
apply  to  this  type  of  treatment  alone.  The  same  has 
been  observed  with  the  injection  treatment  and  we 
dare  say  the  method  of  treatment  is  of  no  signif- 
icance. 

The  remaining  seventy-two  cases  can  be  sum- 


marized as  follows: 

Cured  18 

Apparently  cured,  treatment  completed,  did  not  re- 
port for  observation  14 

Apparently  cured,  treatment  not  completed 13 

Treatment  not  completed,  no  gonococci  in  smears,  but 

urine  not  clear 10 

Treatment  not  completed,  condition  improved,  gono- 
cocci still  present  in  smears 3 

Treatment  completed  but  cures  not  obtained — 

Failures  12 

Treatment  stopped  because  of  drug  reaction 2 


The  eighteen  cases  listed  as  cured  completed  their 
sulfanilamide  treatment  and  were  followed  along  for 
varying  periods  after  completion  of  treatment  with 
no  recurrence.  We  believe  them  to  be  definitely 
cured.  The  fourteen  cases  with  completed  treat- 


ments were  apparently  cured  at  the  time  of  their 
last  visit  but  did  not  return  for  observation.  We 
believe  that  practically  all  of  this  group  are  cured 
because  in  no  instance  in  our  series  of  cases  has 
there  been  a recurrence  when  medication  was  stopped 
with  negative  findings  after  a two-week  period  of 
treatment.  The  next  group  received  treatment  from 
three  to  twelve  days  and  were  apparently  cured  at 
the  time  of  their  last  visit.  Medication  had  not  been 
discontinued.  Group  four  includes  ten  cases  who 
did  not  complete  their  treatment  and  whom  we 
cannot  classify  as  apparently  cured  because  of  the 
character  of  the  urine.  However,  none  of  these 
patients  had  positive  smears  when  last  seen.  In 
group  five  there  are  three  cases  improved  who  had 
incomplete  treatment,  but  with  gonococci  still  present 
in  smear.  The  next  group  comprises  twelve  cases 
which  we  term  failures.  Sulfanilamide  was  discon- 
tinued on  these  and  local  treatment  substituted.  As 
stated  above  none  of  these  cases  was  entirely  nega- 
tive on  examination  at  the  end  ofl  two  weeks’  treat- 
ment. In  some,  the  urethral  discharge  never  dis- 
appeared while  in  others  it  disappeared  early  only 
to  recur  before  the  termination  of  treatment. 

Severe  drug  reactions  in  this  series  of  cases  have 
been  absent  except  in  one  patient  who  had  dizziness 
and  weakness,  jaundice  and  a drop  in  hemoglobin 
from  94  to  70  per  cent.  Medication  was  discontinued 
on  one  other  patient  because  of  a throbbing  head- 
ache. No  fever  reactions  or  skin  rashes  have  been 
noted.  The  usual  symptoms  of  headache,  dizziness, 
lassitude,  anorexia  and  muscular  aching  have  been 
observed  in  a large  number  of  cases  in  varying  de- 
grees. 

Blood  work  was  not  complete  in  all  cases  but 
those  studied  showed  for  the  most  part  a decrease 
in  hemoglobin,  this  varying  from  1 to  24  per  cent. 
A few  showed  an  actual  increase.  The  white  cell 
count  showed  less  change,  there  being  a slight  de- 
crease in  the  majority  of  cases  with  only  two  counts 
being  recorded  below  five  thousand  and  one  below 
four  thousand.  Here  again  an  occasional  case 
showed  an  actual  increase. 

Of  all  the  cases  treated  only  five  showed  a mild 
posterior  urethritis  as  a complication,  diagnosed 
chiefly  by  the  character  of  the  urine  and  not  by 
symptoms.  Two  of  these  five  cases  occurred  in  the 
group  listed  as  failures.  Acute  prostatitis  and  pro- 
static abscess  were  not  encountered.  No  periurethral 
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abscesses  were  seen.  There  was  only  one  case  of 
epididymitis,  this  occurring  in  a mild  form  on  the 
right  side  in  a patient  who  on  admission  to  the 
clinic  had  an  acute  epididymitis  on  the  left.  None 
of  these  developed  gonorrheal  arthritis.  In  addition, 
practically  all  with  posterior  infection  on  admission 
showed  rapid  improvement  symptomatically. 

Conclusions 

1.  There  should  be  some  means  instituted,  either 
by  social  service  or  law,  whereby  all  clinic  cases  with 
gonorrhea  are  compelled  to  complete  their  treatment. 

2.  Patients  undergoing  sulfanilamide  treatment 
should  be  seen  frequently  to  prevent  severe  toxic 
manifestations. 

3.  Any  type  of  complication  from  gonorrheal 
urethritis  during  sulfanilamide  treatment  is  ex- 
tremely rare. 

4.  Sulfanilamide  gives  promise  of  being  the  most 
efficient  therapeutic  agent  in  the  treatment  of  gonor- 


rheal urethritis  in  clinic  work  as  well  as  in  private 
practice. 
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PETROSITIS— A SUMMARY  OF  EXPERIENCE.* 


Fletcher  D.  Woodward,  M.  D., 

University,  Virginia. 


Infection  of  the  petrous  portion  of  the  temporal 
bone  may  follow  middle  ear  or  mastoid  infection 
and  gains  entrance  through  pneumatic  cells  either 
about  the  eustacian  tube,  hypo-  or  epitympanum,  or 
mastoid  antrum. 

The  frequency  of  pneumatization  of  the  petrosa 
varies  widely,  and  definite  statistics  have  not  yet 
been  ascertained,  but  we  may  say  that  marked  pneu- 
matization of  the  mastoid  is  fair  evidence  of  pneu- 
matization of  the  petrous  portion.  Whether  it  is 
fifteen  or  thirty-five  per  cent  is  relatively  unim- 
portant in  the  study  of  any  individual  case. 

The  degree  of  pneumatization  also  varies  widely, 
but  cells  are  found  much  more  frequently  in  areas 
adjacent  to  the  middle  ear  and  mastoid  antrum,  and 
in  the  perilabyrinthine  area  than  in  the  tip;  how- 
ever, marked  apical  pneumatization  has  been  fre- 
quently noted. 

The  bacteriology  and  pathology  of  this  condition 

•From  the  Department  of  Otolaryngology,  University 
of  Virginia. 

Read  before  the  Virginia  Society  of  Ophthalmology  and 
Otolaryngology,  Staunton,  Va.,  May  8,  1937. 


is  analogous  to  that  of  the  mastoid  process,  and  if 
cells  are  present  in  adjacent  areas,  they  are  involved 
during  every  infection  of  the  middle  ear  and  mas- 
toid. Fortunately  the  same  method  of  drainage  ap- 
plied to  the  middle  ear  or  mastoid,  such  as  myrin- 
gotomy or  simple  mastoidectomy,  is  sufficient  to 
drain  these  cells  in  the  petrosa,  in  the  large  majority 
of  instances. 

Unfortunately,  there  are  cases,  however,  in  which 
this  is  not  true,  and  it  is  this  group  which  has 
brought  about  so  much  discussion  in  recent  years  as 
to  the  symptomatology,  diagnosis  and  operative  man- 
agement of  this  condition. 

Among  the  cardinal  symptoms  and  signs  of  severe 
petrosal  involvement  which  have  not  yielded  to  the 
usual  routine  and  should  excite  our  suspicion,  are 
the  following: 

1.  A low  grade  septic  temperature  which  con- 
tinues without  an  apparent  reason. 

2.  Continuous  nervous  irritability  and  aural  dis- 
comfort, out  of  proportion  to  the  clinical  findings. 

3.  Perilabyrinthine  irritation,  as  manifested  by 
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vertigo  with  or  without  nystagmus  to  the  diseased 
ear,  tinnitus  and  deafness,  and  transient  facial  nerve 
paresis.  These  symptoms  may  be  accompanied  by 
nausea  and  vomiting. 

4.  Pain:  when  localized  in  the  distribution  of  the 
first  division  of  the  fifth  nerve  is  most  suggestive; 
whether  the  impulses  arrive  from  irritation  of  the 
ganglion,  the  nerve  trunk  or  from  the  superior 
petrosal  nerve,  is  as  yet  undetermined.  This  pain 
is  usually  located  in  the  temple,  about  the  eye,  and 
is  worse  at  night. 

There  are  many  other  pathological  conditions 
which  cause  pain  in  this  area  and  must  be  elimi- 
nated, such  as  dural  irritation  from  mastoid  disease, 
sphenoid  disease  and  occasionally  from  the  other 
sinuses,  nasopharynx,  pharynx  and  teeth. 

5.  Otorrheae:  when  persistent,  recurrent,  or  of 
sudden  increase  in  amount  is  suggestive,  and  espe- 
cially when  the  mastoid  cells  have  been  carefully  ex- 
enterated. 

6.  Abducens  paralysis  was  present  in  approxi- 
mately fifty  per  cent  of  112  cases  studied  by  Eves; 
but  since  paralysis  of  this  nerve  occurs  in  many 
other  conditions,  too  much  importance  should  not  be 
placed  on  it,  unless  it  is  associated  with  other 
cranial  nerve  involvement  such  as  the  fifth  and 
seventh. 

7.  Gasserian  ganglion  irritation,  when  present,  is 
quite  significant  of  extradural  extension,  and  may 
be  manifested  by  paresthesia,  anesthesia  or  pain. 

8.  Cavernous  sinus  thrombosis  is  also  significant 
of  extradural  extension  following  involvement  of 
the  superior  or  inferior  petrosal  sinuses  or  both,  or 
from  direct  extension  to  the  sinus  itself.  There 
may  be  an  additional  third  and  fourth  nerve  in- 
volvement here. 

9.  Friesner  has  reported  involvement  of  the  ninth 
and  tenth  cranial  nerves  in  the  extradural  inflam- 
matory process,  but  there  were  no  symptoms  referable 
to  these  nerves. 

10.  A roentgenogram  of  the  mastoid  processes  and 
petrous  apices  should  be  made  when  the  patient  is 
first  seen.  If  there  is  a shadow  of  either  apex  at 
this  time,  no  definite  conclusion  can  be  made;  but 
if  subsequent  base  plates  show  a definite  change  in 
this  area,  when  compared  to  the  original  film,  then 
we  have  rather  definite  evidence  of  involvement  in 
this  area. 

1 1 . Evidence  of  meningeal  irritation  or  early 


meningitis  is  of  primary  importance,  and  early  lum- 
bar puncture  should  be  done,  merely  removing 
enough  fluid  to  estimate  the  pressure  and  to  secure 
a cell  count,  for  our  only  hope  of  saving  these  patients 
lies  in  early  and  adequate  surgical  treatment. 

The  treatment  of  petrositis  must  of  necessity  vary 
widely,  and  is  dependent  on  the  symptoms  and  signs 
previously  discussed  and  one’s  surgical  judgment. 
No  definite  rules  can  be  formulated,  but  the  fol- 
lowing principles  have  been  helpful  to  us  in  our 
treatment  of  these  cases: 

1.  Primary  suspected  petrositis  is  an  indication 
for  mastoid  operation,  and  particularly  in  well  pneu- 
matized mastoids.  If  evidence  of  dural  irritation  is 
found  either  by  necrosis  of  plate  or  epidural  abscess, 
or  if  pus  is  liberated  from  cells  deep  within  the  mas- 
toid and  adjacent  to  the  base  of  the  petrous  pyramid, 
we  are  content  to  wait  and  watch  the  progress  of  the 
patient. 

2.  Secondary  suspected  petrositis  is  an  indica- 
tion for  reoperation,  and  a careful  search  for  seques- 
tra, unopened  cells,  or  fistulous  tracts  leading  into 
the  base  of  the  petrous,  or  dural  irritation,  any  of 
which  may  produce  symptoms  suggestive  of  petrosi- 
tis. 

3.  True  petrositis:  when  none  of  the  above  briefly 
enumerated  conditions  are  found,  and  the  symptoms 
are  progressive,  we  are  face  to  face  with  a most 
serious  problem,  and  additional  operative  pro- 
cedures must  be  planned;  for  although  a certain 
percentage  of  these  cases  will  drain  spontaneously 
through  the  middle  ear  or  mastoid  and  eventually 
heal,  we  have  no  assurance  of  this  happy  outcome, 
so  it  is  our  duty  to  adequately  explore  and  drain 
this  area  before  extradural  extension  or  meningitis 
occurs. 

A radical  operation  should  not  be  done  unless  the 
existing  condition  indicates  such  a procedure,  be- 
cause to  do  so  will  destroy  a certain  amount  of  hear- 
ing, which  can  be  saved;  and  if  we  are  unsuccessful 
in  finding  a tympanic  fistula,  we  have  not  gained 
anything,  for  I do  not  feel  we  are  justified  in  approach- 
ing the  petrous  apex  by  the  technic  of  Almour  and 
Kopetsky  because  of  the  frequent  anatomical  find- 
ing of  a carotid  canal  contiguous  to  the  cochlea.  In 
these  cases  there  is  no  space  to  enter  a burr,  and 
there  is  no  way  of  telling  beforehand  if  such  a space 
exists  or  not.  There  have  been  many  other  opera- 
tions advised,  using  the  tympanic  approach,  such  as 
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those  of  Frenckner,  Moyer,  Ramadier  and  others, 
but  since  all  of  them  call  for  a preliminary  radical, 
the  same  objections  hold.  However,  if  a radical 
operation  is  indicated,  it  should  be  done  and  a most 
painstaking  search  for  fistulae  should  be  made,  for 
if  we  are  successful,  adequate  drainage  can  be  estab- 
lished. 

Lempert  has  recently  advocated  a complete 
apicectomy  for  suppuration  in  the  apex.  This 
operation  is  feasible  but  is  largely  based  on  the 
analog}'  of  suppuration  here  to  suppuration  in  the 
mastoid  process,  and  concludes  that  it  is  just  as  im- 
portant to  eradicate  the  entire  structure  here  as  to 
eradicate  all  cells  in  the  mastoid  process.  But  from 
my  limited  experience,  I am  not  ready  to  agree  to 
this  analogy,  for  subdural  apicotomy  has  been  suc- 
cessful in  many  instances  largely  because  of  the  few 
cells  located  in  this  area,  and  if  adequate  external 
drainage  is  once  established,  resolution  is  much 
more  apt  to  occur  than  in  the  analogous  antrotomy. 
However,  further  experience  may  lead  us  to  embrace 
this  more  radical  operation. 

In  cases  of  petrositis  in  which  a radical  operation 
is  not  indicated  and  in  those  in  which  a radical  was 
indicated  and  yet  no  fistulae  were  found,  we  follow 
in  part  the  principles  of  Eagleton  and  use  an  ex- 
tradural approach  along  the  petrous  pyramid. 

Our  technic  is  briefly  as  follows : 

First. — A lumbar  puncture  is  done  in  the  sitting 
position  and  all  spinal  fluid  possible  is  drained,  or, 
still  better,  a ventricular  puncture  is  done  on  the  op- 
posite ventricle,  as  advocated  by  Friesner,  and  all 
possible  spinal  fluid  drained.  These  procedures 
give  us  a lax  brain  and  permit  exposure  of  the  petrous 
as  far  as  the  tip. 

Second.— A complete  simple  mastoidectomy  is  done 
and  a most  careful  search  is  made  for  fistulae  into 
the  base  of  the  petrosa,  and  if  found  and  the  symp- 
toms are  not  those  of  apical  or  meningeal  involve- 
ment, we  are  content  to  terminate  the  operation  and 
observe  the  progress  of  our  patient. 

Third. — Should  we  be  unsuccessful  in  the  above 
or  have  symptoms  referable  to  apex  suppuration  or 
meningeal  extension,  we  extend  our  exploration  by 
removing  the  adjacent  squamous  portion  of  the  tem- 
poral bone,  the  posterior  end  of  the  zygoma,  the 
plate  of  the  middle  fossa,  the  inner  plate  of  the 
mastoid,  and  the  solid  bone  above  and  below  the 
posterior  angle.  The  semicircular  canal  system  is 


now  skeletonized  and  a further  search  for  fistulae  is 
made. 
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Fig-.  1. — Dissection  on  cadaver  showing  various  anatomical 
land  marks. 


The  dura  can  now  be  separated  carefully  from  the 
posterior  surface  of  the  petrous  pyramid  as  far  as 
the  external  lip  of  the  internal  auditory  meatus,  and 
should  infection  be  found  here,  external  drainage 
can  be  established.  We  next  carefully  separate  the 
dura  from  the  anterior  surface  of  the  petrous  pyra- 
mid in  the  middle  fossa  by  using  cotton  tipped  ap- 
plicators, a suction  submucous  elevator,  and  retracting 
the  brain  with  a Friesner  brain  elevator.  This  ele- 
vation of  dura  is  carried  out  inward  and  forward  in 
the  area  between  the  superior  petrosal  nerve  and  the 
superior  petrosal  sinus  until  we  have  indentified 
these  structures.  This  procedure  insures  against 
tearing  the  middle  meningeal  artery. 
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Fig.  2. — Base  film,  cadaver  skull,  with  probe  in  superior  petrosal 
sinus  and  short  wire  in  foramen  of  superficial  petrosal  nerve. 
Our  course  to  the  apex  lies  between  these  structures. 


Fig.  3. — An  A.  P.  view  showing  the  relations  of  the  superior 
petrosal  sinus  and  the  foramen  of  the  superior  petrosal 
nerve,  when  projected  through  the  orbit. 


After  we  have  passed  the  foramen  of  the  superior 
petrosal  nerve,  we  are  in  the  tip  region,  so  careful 
watch  is  maintained  for  extradural  pus  and  fistulae. 
If  pus  is  found,  cultures  are  taken  so  that  proper 
chemotherapy  or  serum  therapy  may  be  instituted, 
and  then  the  fistula  is  enlarged,  for  better  drainage. 


If  no  extradural  infection  is  found  and  no  fistula  is 
present,  the  bone  may  be  opened  by  using  right  and 
left  dental  enamel  cleavers,  as  advocated  by  Tun- 
stall.  After  this  procedure,  a small  rubber  tube 
drain  is  inserted  to  the  tip  of  the  apex,  securely 
sewed  in  position  and  the  wound  closed  in  the  usual 
manner. 

The  one  main  objection  to  this  procedure  exists 
in  those  cases  in  which  the  infection  breaks  through 
into  the  posterior  fossa  between  the  tip  and  internal 
auditory  meatus.  Obviously  our  method  of  drainage 
here  is  rather  inadequate,  and  perhaps  the  operation 
of  apicectomv  would  better  answer  this  problem. 

Our  experience  covers  a total  of  twelve  cases  on 
whom  operations  were  performed  with  a mortality 
of  three,  or  25  per  cent.  In  one  of  these,  autopsy 
showed  necrosis  of  the  petrous  tip  and  a large  epi- 
dural abscess,  meningitis  and  cavernous  sinus  throm- 
bosis, due  to  pneumococcus  type  III.  Autopsy  was 
not  permitted  on  the  other  two,  both  of  whom  had 
hemolytic  streptococcic  meningitis.  Although  the 
presence  of  apical  suppuration  could  not  be  deter- 
mined at  operation,  the  clinical  evidence  was  so 
strong  that  they  are  included  in  this  group  in  spite 
of  the  disastrous  result  on  our  mortality  statistics. 

There  were  two  additional  cases  of  otitic  men- 
ingitis who  died  in  the  hospital  during  this  period, 
but  since  both  were  moribund  on  admission  and  no' 
operation  nor  autopsy  was  performed,  they  were  not 
studied  sufficiently  to  make  a diagnosis  of  preceding 
petrositis. 

I wish  to  report  five  cases  on  whom  the  above 
operative  procedure  was  carried  out,  three  of  whom 
had  streptococcic  meningitis,  with  one  recovery,  and 
two  with  epidural  suppuration  at  the  apex,  both  of 
whom  recovered. 

Case  I. — Mrs.  J.  T.  M.— No.  77658 — age,  thirty- 
four.  Admitted  September  21,  1935.  Discharged 
November  24,  1935—64  days. 

Patient  had  a partial  simple  mastoidectomy  two^ 
months  before  admission.  Pain  and  discharge  con- 
tinued, with  occasional  attacks  of  nausea  and  vertigo. 
Pain  located  chiefly  in  right  frontal  region. 

Examination  on  admission.— Free  purulent  dis- 
charge from  postauricular  fistula;  right  middle  ear 
dry.  Sinusitis  acute,  right  frontal  and  maxillary. 
Sinusitis  rapidly  cleared  under  treatment  during  next 
two  weeks,  but  symptoms  noted  were  pain  in  right 
frontal,  occiput  and  neck,  numbness  right  face,  head- 
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Fig.  4. — The  additional  instruments  found  useful  in  exploring  and  opening  the  petrous  apex. 


ache,  insomnia,  and  finally  on  October  10th  a pa- 
ralysis of  6th  nerve,  right.  X-ray  showed  cloudy 
petrous  tip.  Spinal  fluid  and  general  examination 
negative,  so  secondary  mastoidectomy  was  done,  and 
many  unopened  cells  were  removed  by  curettage,  No 
fistula  found.  Headache  and  pain  in  eye  continued, 
also  6th  nerve  paralysis  remained  unchanged  and 


Fig.  5. — Showing  a marked  clouding  of  the  petrous  apex 
in  Case  1. 


there  was  some  nausea,  so  on  October  24th,  a petro- 
sostomy  was  done.  Hemorrhage  was  severe  so  small 
pack  inserted  and  wound  closed.  Four  days  later 
wound  was  reopened  without  difficulty.  The  patient 
was  very  apprehensive.  Leukocytes  19,000,  and 
there  was  a slight  nystagmus  to  diseased  ear,  and 
pain  was  almost  constant  in  eye,  face,  jaw  and  oc- 
ciput. At  operation  an  extradural  abscess  was  found 
and  a large  tip  cell  opened,  external  drain  inserted. 
Convalescence  was  uneventful,  and  she  was  soon 
symptom  free.  External  rectus  cleared  by  November 
23rd. 

Culture  showed  a staphylococcus.  Her  titer  was 
1-160.  Other  examinations  were  essentially  nega- 
tive. 

Recovery  was  complete. 

Case  II. — J.  H.  B. — 115095,  age  fifty.  Admitted 
February  14,  1935.  Discharged  February  26,  1935. 

Discharge  right  ear  four  months  and  left  ear 
three  months.  Operation  was  advised  after  third 
week;  refused;  not  seen  until  admitted  on  February 
14,  1935.  Simple  mastoidectomy,  right;  few  large 
cells  containing  pus  and  straw  colored  fluid  found. 
No  exposures  obtained. 

February  15,  1935. — Wound  had  to  be  packed  for 
severe  oozing  of  blood.  Packs  removed  three  days 
later  ,and  had  to  be  repacked. 

February  24,  1935. — Cultures  negative  general 
laboratory  examination  negative.  Has  complained 
of  pain  in  ear. 
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February  26,  1935. — Discharged,  no  temperature, 
still  pain  in  ear.  Readmitted  April  4,.  1935.  Died 
April  12,  1935. 

Wound  dressed  in  office  in  interim.  Patient  com- 
plained of  almost  constant  pain  in  ear  and  about 
eye.  Middle  ear  dry,  and  middle  ear  dry  on  left. 
Profuse  discharge  from  post-auricular  fistula.  X-ray 
petrous  negative;  sinuses,  teeth,  etc.,  negative. 

Secondary  operation  on  April  4,  1935.  No  fistulae 
found.  No  definite  cause  for  pain  found. 

April  6,  1935. — Pain  continues,  restless,  insom- 
nia. 

April  10,  1935. — Petrosostomv  attempted  but  mid- 
dle meningeal  artery  was  torn  and  hemorrhage  was 
so  profuse,  operation  had  to  be  discontinued. 
Symptoms  on  this  date  were  severe  pain  in  temple 
and  headache  which  followed  a quiescent  period, 
temperature  rise,  mental  aberration,  stiff  neck,  and 
33,000  cells  in  spinal  fluid. 

April  11,  1935. — 38,000  cells  in  spinal  fluid. 
Course  was  progressively  down  hill,  and  patient  died 
on  April  12,  1935. 

Operation  was  unsatisfactory,  but  no  epidural  pus 
was  found,  and  petrous  was  not  explored.  No 
fistulae  were  found. 

Case  III. — D.  E.  (Kindness  of  Dr.  Grant  Pres- 
ton, Harrisonburg,  Va.) 

February  12,  1936. — Three  years  ago  patient  had 
sore  throat,  rash  eruption  with  desquamation,  which 
was  typical  of  scarlet  fever.  The  course  was  char- 
acteristic and  convalescence  complete. 

Three  weeks  ago  patient  had  similar  attack,  which 
was  unquestionably  diagnosed  scarlet  fever. 

Two  weeks  ago  patient’s  right  ear  became  infected 
and  paracentesis  was  done.  The  drainage  had  been 
profuse  and  temperature  subsided.  There  had  been 
mastoid  tenderness,  but  this  subsided  also.  Three 
days  before  admission  patient  had  severe  pain  in 
right  eye  and  cried  with  it  often.  There  had  been 
a great  deal  of  right  nasal  discharge.  On  evening 
of  admission,  there  was  a suggestive  right  ankle 
clonus  and  possible  Kernig.  No  neck  rigidity  and 
fundi  O.  K.  The  posterior  canal  wall  sagged  and 
patient  was  tender  over  mastoid. 

The  right  mastoid  was  exenterated  and  bone  ne- 
crosis and  much  pus  found.  Usual  dressing  applied. 
Right  antrum  irrigated  and  pus  found. 

Next  day  after  operation  patient  bright  and  tem- 
perature down.  Continued  in  unusually  good  shape 


until  fourth  day  after  operation  when  temperature 
rose,  pain  in  right  eye  returned,  and  severe  pain 
over  parietal  and  temporal  regions  in'  ear.  Not 
much  change  in  drainage. 

Next  morning  (fifth  day)  temperature  104° 
(rectal),  pain  in  right  eye,  very  drowsy,  diplopia  and 
paresis  right  external  rectus  muscle  with  internal 
squint.  Fundi  O.  K.  Reflexes  about  as  on  ad- 
mission. No  neck  rigidity.  Wound  opened  and 
packed  widely  with  iodoform  gauze. 

February  13,  1936. — After  making  preparations 
to  open  mastoid  and  search  for  fistula,  patient  was 
found  much  better — bright,  temperature  down,  and 
general  condition  good.  Consultants  and  self  de- 
cided to  wait  for  a while. 

February  16,  1936. — Patient  continues  to  look 
good.  Temperature  down  but  paresis  external  rectus 
persists. 

February  17,  1936. — Last  night  temperature  went 
up  and  reflexes  show  suggestive  clonus,  Kernig  more 
positive,  squint  present,  some  neck  rigidity,  and 
patient  sick  and  drowsy, — cries ' out  with  pain  in 
head.  Lumbar  puncture  done  and  fluid  under  pres- 
sure, cloudy,  and  in  laboratory  found  to  contain 
organisms  which  look  like  strep.  Patient  looks 
bad.  Dr.  Woodward  called  and  will  operate  here 
tonight. 

Lumbar  puncture  done  and  patient  sitting  up  so 
as  to  drain  all  fluid  off  that  is  possible — 4 oz.  re- 
moved. 

Mastoid  cleaned  out  and  some  deep  cells  found 
near  facial  nerve  region  and  zygoma.  Lateral  and 
superior  semicircular  canals  explored  and  squama 
of  temporal  bone  removed  to  expose  middle  lobe 
of  brain.  Small  fistula  found  which  seemed  to  com- 
municate with  dura.  Dura  stripped  up  cautiously 
from  petrous  process,  and  middle  meningeal  artery 
exposed  as  was  petrosal  vein.  Meninges  stripped 
cautiously  down  toward  apex.  No  abscess  found. 
Tube  placed  to  apex  of  petrous  and  wound  closed. 
Patient  left  operating  table  pale  and  frail  looking 
but  pulse  good.  Glucose  give  intravenously. 

February  18,  1936. — Patient  looks  good — little  or 
no  pain — pulse  O.  K.  and  temperature  down.  Lum- 
bar punctures  done  every  six  hours  and  allowed  to 
drain  several  hours  each  night. 

February  19,  1936. — Patient  still  looks  good — 
250  c.c.  of  blood  and  250  c.c.  of  glucose  given. 
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Fluid  looks  clearer.  Very  little  diplopia  now.  Mas- 
toid dressed. 

February  20,  1936. — Patient  looks  good — tem- 
perature down — pulse  O.  K. — comfortable — little 
diplopia — fluid  clearer.  Still  some  strep  from  Feb- 
ruary 19th  specimen  of  fluid.  Mastoid  dressed. 

Stormy  convalescence,  but  complete  recovery,  and 
patient  discharged  cured1  on  April  5,  1936. 

There  were  about  3,021  c.c.  of  spinal  fluid  drained 
from  this  patient.  Forty-six  lumbar  punctures  done. 
X-rays  verified  mastoid  and  petrositis. 

Case  IV.—  (Kindness  of  Dr.  J.  R.  Gorman, 
Lynchburg,  Va.) 

J.  S.,  male,  age  five  years.  Seen  first  March  6, 
1936,  right  ear  drums  slightly  inflamed.  Glycerine 
drops  prescribed.  Seen  again  March  7,  1936. 
Right  drum  bulging.  Myringotomy  done  under 
ethyl  chloride.  Child  allowed  to  return  home 
in  country.  Seen  March  10,  1936,  apparently  in 
good  condition,  but  ear  discharging  freely.  Smear 
showed  streptococci.  Seen  next  on  March  20,  1936. 
X-ray  showed  definite  destruction  of  bone  in  region 
of  antrum  and  tip,  mastoid  cloudy  throughout.  Sim- 
ple mastoidectomy  March  22,  1936,  with  appar- 
ently a normal  convalescence.  Mastoid  wound  had 
completely  healed  by  April  19,  1936.  Middle  ear 
started  discharging  freely  after  being  dry  from 
fourth  day  after  operation.  Seen  April  20,  21,  and 
22,  in  good  physical  condition  and  ear  still  dis- 
charging. April  22,  1936,  child  became  drowsy 
in  afternoon  and  started  vomiting.  Brought  to  of- 
fice next  day,  April  23,  1936,  with  all  the  signs 
of  a severe  meningitis — stiff  neck,  positive  Kernig, 
etc.  Lumbar  puncture  showed  cloudy  fluid.  Smear 
and  culture  showed  streptococci.  Cell  count  2700. 
April  23,  1936,  Dr.  F.  D.  Woodward  did  a petrous 
operation.  The  child  had  lumbar  punctures  done 
every  eight  hours  for  the  next  ten  days.  His 
progress  was  progressively  downward  and  died  May 
11,  1936. 

No  definite  fistulae  nor  extradural  pus  could  be 
found  at  operation.  The  diagnosis  of  petrositis  here 
was  not  verified,  nor  could  the  mode  of  entrance 
of  the  infection  from  the  ear  be  established. 

Case  V. — The  forty-four  days  of  B.  M.  I. — 
130229. 

March  12,  1937. — W.  F.,  age  twenty-two,  ad- 
mitted to  University  Hospital.  History  influenza 
past  week,  characterized  by  general  malaise,  head- 


ache, and  nasal  obstruction.  Pain  left  ear  three 
days,  no  relief  from  myringotomy  two  days  ago 
(Bernard  Jones).  Slight  aural  discharge.  Tem- 
perature as  high  as  101,  deafness  and  tinnitus 
marked,  slight  vertigo  and  nausea.  Transient  facial 
weakness,  pain  over  ear  and  side  of  head,  down 
neck,  quite  marked. 

Physical  examination. — Negative,  except  marked 
tenderness  over  mastoid,  slight  over  adjacent  area 
and  neck,  slight  edema  and  mastoid,  scanty  dis- 


Fig.  6. — Showing  definite  clouding  of  petrous  apex  in  Case  V. 
Previous  base  plate  taken  sixteen  days  before  showed  a clear 
petrous  apex. 


charge  from  middle  ear,  and  moderate  cervical  aden- 
itis, anterior  and  posterior,  left.  Temperature  high 
• — 101.2.  Patient  vomited  once,  complained  of  pain. 
P.M.N.  10,000.  Diff.  N.  Hb.  80  per  cent. 

March  13,  1937. — Middle  ear  cleaned  of  blood 
clot  and  detritus;  drainage  more  profuse.  Myrin- 
gotomy opening  adequate.  Temperature  99.6. 

Patient  vomited  once.  Wassermann  and  urine 
negative. 

X-ray — slight  hazy  mastoid,  petrous  clear. 

March  14,  1937. — Drainage  more  profuse,  still 
severe  pain  in  and  about  ear  with  considerable  ten- 
derness. Temperature  99.8. 
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March  15,  1937. — Patient  more  comfortable. 

Temperature  100.4,  but  nocturnal  pain  about  ear, 

March  16,  1937. — Patient  much  more  comfort- 
able. 

March  17,  1937. — Still  marked  tenderness,  slight 
edema,  and  pain.  Profuse  discharge  middle  ear. 

March  18,  1937. — Simple  mastoid  operation.  No 
exposures,  diploeic  bone,  granulations,  slight  pus 
antrum  and  tip,  very  little  cell  destruction,  symp- 
toms out  of  proportion  to  mastoid  findings. 

March  19,  1937. — Pain  left  ear  and  neck 
but  cries  with  headache. 

March  20,  21,  and  22,  1937. — Complains  of  pain 
ear,  neck,  back  of  head,  feels  chilly,  severe  head- 
ache, feels  generally  badly. 

March  23,  1937. — Headache,  general  body  pain, 
feels  chilly,  restless,  drowsy,  still  runs  low-grade 
temperature  up  to  101  to  102  daily. 

March  24,  1937. — General  examination  negative. 


March  25,  1937. — Good  day  but  pain  in  head 
and  neck,  that  night  quite  severe. 

March  26,  1937. — Vomited  three  times;  still  pain, 
left,  etc. 

March  27,  1937. — Severe  nocturnal  pain,  mastoid 
healing  nicely,  still  profuse  discharge  middle  ear. 

March  28,  1937. — Vomited  once;  still  severe  pain 
left  face  and  back  of  eye,  worse  at  night. 

March  29,  1937. — Vomited  five  times;  still  severe 
pain  left  eye,  face,  etc.,  profuse  discharge  middle 
ear,  mastoid  wound  practically  healed.  X-ray — 
cloudy  petrous  tip  and  left  sphenoid. 

March  30,  1937. — Urine  negative;  fairly  comfort- 


able day,  but  again  nocturnal  pain  left  face,  eye 
and  neck,  sensation  of  burning  of  face  and  eye, 
abdominal  pain,  temperature  high — 100. 

March  31,  1937. — Chill  with  temperature  rise  to 
104.2.  Still  pain  in  face,  etc.;  drowsy — headache — 
abdominal  and  lumbar  pain — urine  negative — numb- 
ness of  face.  Examination — negative  general  and 
throat  and  sinuses.  No  clinical  evidence  of  sphenoid 
disease.  This  patient  has  presented  pain,  then  pares- 
thesia, then  anesthesia  over  fifth  nerve.  Since  mas- 
toid was  diploeic  and  not  grossly  involved  and  has 
healed,  we  suspect  extension  into  petrous  from  tym- 
panum. Slight  facial  weakness. 

April  1,  1937. — Temperature  9 A.  M. — 105.4, 
lumbar  puncture  twenty-two  lymph.  Sixth  nerve 
paralysis.  Will  operate  this  P.  M. 

Punctured  left  ventricle  and  explored  petrous. 
Found  free  pus  at  tip.  Drain  inserted. 

Culture — hemo-streptococcus. 

U rine — negative. 

W.B.C.  8800.  Diff.  N.  Hb.  55. 

April  2,  1937. — Patient  says  face  feels  better,  very 
comfortable.  Vomited  once.  Temperature  105.  Con- 
siderable drainage. 

April  3,  1937. — Edema  left  eye  with  proptosis, 
restless,  temperature  106.4.  Prontosil  60  c.c.  I.M., 
irrational  at  times.  Complete  third  and  sixth  nerve, 
moderate  seventh  and  fifth  nerve  paralysis.  Cavern- 
ous sinus  thrombosis.  Verified  by  Drs.  D.  C.  Wil- 
son and  C.  C.  Coleman.  Urine  negative. 

April  4,  1937. — Temperature  104-106.  Marked 
proptosis  eyeball  with  chemosis  conjunctivae,  with 
fixation  of  globe.  Patient  rational,  some  nausea 
and  vomiting. 

Ventricular  puncture  wound  healed. 

Transfusion  350  c.c. 

Patient  had  very  good  day,  fair  night,  getting 
40  c.c.  prontosil  I.M.  and  60  gr.  per  os  each  day. 

April  5,  1937. — Feeling  better.  Temperature 
102.4  high.  No  nausea,  eye  slightly  receded.  Fair 
day  and  night.  Blood  culture  negative. 

April  6,  1937.— -Temperature  high  102.4.  Very 
quiet  day  and  fair  night. 

April  7,  1937. — Patient  seems  better.  350  c.c. 
blood  transfusion.  Temperature  102.8.  Wound 
healing.  Considerable  discharge.  Clips  removed. 
Patient  slept  well  all  night. 

April  8,  1937. — Good  day — fair  night.  Tempera- 
ture 103.6. 
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April  9,  1937. — Temperature  103.4.  Good  day 
and  fair  night. 

April  10,  1937. — Temperature  102.4.  Urine  nega- 
tive. Vomited  four  times,  but  good  day  and  night. 
Eye  receding. 

April  11,  1937. — Blood  culture  negative.  Tem- 
perature 101.4.  Patient  feels  better;  eye  gradually 
receding,  almost  normal  now.  Still  slight  chemosis; 
sensation,  face  normal,  no  pain..  Third  nerve  prac- 
tically normal,  seventh  and  sixth  nerve  paralysis 
still  marked.  Vomited  once,  red  fluid.  Very  good 
night.  Wound  healed  nicely. 

April  12,  1937. — Eating  well,  comfortable,  eye 
in  normal  position.  Eye  grounds  normal.  Tem- 
perature 100. 

April  13,  1937. — 350  c.c.  blood  transfusion.  Tem- 
perature 101.6.  Good  day  and  night. 

April  14,  1937. — Prontylin,  60  gr.,  mouth  q.  4 h., 
day  only.  Comfortable.  Vomited  once.  Tempera- 
ture 101.8.  Middle  ear  dry. 

April  15,  1937. — Temperature  100.  Vomited  once. 

April  16,  1937. — Discontinue  prontylin.  Com- 
fortable. Temperature  99.6. 


April  17,  1937. — Backrest — comfortable — -tem- 

perature 99.2. 

April  18,  1937.- — Regular  diet.  Temperature  nor- 
mal. Wheel  chair. 

April  19,  1937. — Temperature  normal.  Audio- 
gram  normal.  Feels  well.  Middle  ear  looks  nor- 
mal, slight  discharge  from  two  drains,  incision  well 
healed,  third  and  fifth  nerve  normal,  seventh  nerve 
improved,  sixth  N.  slight  function,  eye  grounds 
normal. 

April  20,  1937 — Good  day. 

April  21,  1937. — Patient  walked  (twenty  days 
after  operation). 

April  22,  23,  24,  1937.- — Slight  headache  at  times; 
up  walking;  temperature  normal. 

April  25,  1937. — Patient  discharged.  Slight  dis- 
charge from  both  drains;  tubes  shortened.  General 
condition  excellent.  Slight  seventh  and  sixth  nerve 
paresis  only.  Vision  20/40.  Hearing  normal.  Hb. 
60  per  cent;  W.B.C.  6000. 

May  5,  1937. — Patient  feels  well,  still  slight  dis- 
charge from  drains. 


IMPLANTATION  OF  ENDOMETRIAL  TISSUE  IN  DRAINAGE 
WOUND  FOLLOWING  BILATERAL  SALPINGECTOMY— 

A DISCUSSION  AND  CASE  REPORT.* 


Walter  M.  Brunet,  M.  D., 
and 

Joseph  B.  Salberg,  M.  D., 

Chicago,  Illinois 


In  his  epochal  monograph  on  endometriosis  Samp- 
son presented  a new  and  important  pathologic  com- 
plex and  explained  in  a masterly  manner  the  etiology 
of  various  pelvic  tumors.  The  origin  of  so-called 
chocolate  cysts  of  the  ovary,  a type  of  carcinoma 
of  the  ovary,  the  adenomyoma  of  the  pelvic  organs, 
the  development  of  uterine  fibroids  and  ovarian  and 
abdominal  pregnancy  all  can  be  satisfactorily  ex- 
plained upon  the  basis  of  his  discovery.  He  stated 
that  the  misplaced  endometrial-like  tissue  may  arise 
from  the  Muellerian  or  true  endometrium  which  lines 
the  uterus  and  tubes,  or  may  be  a pseudo-endome- 
trium which  is  derived  from  the  Wolffian  body. 
Sampson  describes  four  methods  by  which  mis- 

*From the  Women’s  Division  of  the  Public  Health  In- 
stitute, Chicago,  111. 


placed  endometrial  tissue  reaches  its  ectopic  posi- 
tion : 

1.  Primary  or  direct  endometriosis, — misplaced 
tissue  in  the  uterine  wall  as  the  result  of  direct  in- 
vasion. 

2.  Peritoneal  implantation.  This  may  be  due  to 
a back  flow  of  the  menstrual  blood  containing  uterine 
or  tubal  mucosa.  The  escape  of  Graafian  cells 
through  ovulation  and  the  perforation  of  an  ovarian 
hematoma  releasing  cells  which  become  attached  to 
the  peritoneum  or  viscus  may  be  a cause. 

3.  Transplantation  endometriosis.  This  division 
concerns  growth  of  endometrial  tissue  in  abdominal 
scars  following  Cesarean  section  or  other  pelvic  sur- 
gery. 
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4.  Metastatic  endometriosis.  This  method  of  dis- 
semination of  the  endometrial  cells  occurs  either 
through  the  blood  or  lymph  stream  and  lesions  are 
found  in  the  groin,  vulva,  umbilicus,  vagina  or 
pelvis.  When  the  inguinal  glands  are  involved  the 
nodule  usually  reacts  to  menstruation  and  becomes 
tender.  The  small  cavities  of  the  tumor  become 
filled  with  blood  and  enlarge.  Blood  pigment  is 
found  in  the  tissues. 

5.  Developmental  endometriosis, — a rare  possi- 
bility. 

A number  of  observers  have  reported  their  ex- 
periences from  the  experimental  or  theoretical,  and 
practical  or  surgical  viewpoints,  and  they  have  been 
of  great  value  to  the  advancement  of  medicine.  An 
example  of  the  former  is  the  experiments  of  Sessums 
and  Murphy  upon  rabbits  in  which  they  presented 
evidence  in  support  of  the  theory  that  the  endome- 
trium elaborates  a hormone  which  influences  the 
ovaries.  These  investigators  demonstrated  that  auto- 
transplants of  the  endometrium  of  the  rabbit  have  a 
tendency  to  limit  the  degenerative  changes  in  the 
ovary  which  usually  follow  hysterectomy. 

Jacobson  also  demonstrated  in  his  studies  upon 
rabbits  that  when  uterine  scrapings  and  small  frag- 
ments of  endometrium  were  placed  free  within  the 
abdominal  cavity  of  the  animal  they  become  attached 
to  the  pelvic  viscera  and  develop  into  multilocular 
cysts.  These  cysts  undergo  oestral  changes  when  the 
animals  are  in  heat. 

Allen,  in  his  animal  experimentation,  transplanted 
endometrial  tissue  into  the  anterior  chamber  of  the 
eye  and  found  a marked  tendency  to  prolifera- 
tion with  formation  of  gland-like  spaces.  There 
were  no  changes  noted  in  the  stroma  of  the  trans- 
planted tissues,  and  this  was  significant  for  in  the 
human  there  is  a typical  connective  tissue  frame- 
work in  transplanted  endometrial  tissue.  These 
investigators  as  a result  of  their  researches  posited 
the  following  questions: 

1.  Are  the  connective  tissue  cells  transplanted  en 
masse? 

2.  Are  they  proliferated  transplanted  connective 
tissue  cells? 

3.  Are  the  local  cells  stimulated  into  over-growths 
through  the  pressure  of  heterotopic  epithelium? 

Allen  in  more  recent  experiments  transplanted 
small  pieces  of  endometria,  ovary  and  peritoneum 
into  the  anterior  chamber  of  the  eye  of  the  rabbit 
and  he  drew  the  following  conclusions: 


1.  Uterine  epithelium  in  rabbits  possesses  more 
marked  proliferative  and  heteroplastic  tendencies 
than  the  epithelium  of  peritoneum  or  ovary.  He 
points  out  further  that  this  tendency  to  prolifera- 
tion carries  with  it  the  power  to  stimulate  local  con- 
nective tissue  response.  This  property,  however,  is 
not  inherent  in  connective  tissue  transplants. 

From  the  practical  or  surgical  standpoint  a num- 
ber of  physicians  have  made  valuable  contributions 
to  the  literature.  Lemon  and  Mahle  reported  nine 
cases  of  endometriosis  arising  after  pelvic  operation. 
In  their  series  five  cases  occurred  following  ventral 
suspension  and  one  each  after  an  internal  Alexander 
operation,  pelvic  adhesions,  hysterectomy  and  oopho- 
rectomy, bilateral  salpingectomy  and  appendectomy 
and  right  oophorectomy. 

Heaney  reported  two  cases  observed  in  his  practice 
and  described  briefly  twenty-nine  cases  which  he 
collected  from  the  literature  up  to  the  year  1925. 
In  his  two  patients  one  followed  a Cesarean  section 
and  the  other  occurred  after  operation  for  ectopic 
gestation  and  retrodisplacement  of  the  uterus. 

In  a paper  on  endometriosis  by  Hosoi  and  Meeker, 
eighty-seven  cases  of  endometrioma  occurring  in 
laparotomy  scars  are  reported.  In  twenty-one  pa- 
tients the  pregnant  uterus  had  been  opened.  These 
writers  hold  the  opinion  that  Cesarean  section  plays 
a relatively  small  antecedent  role  in  the  production 
of  endometriosis. 

A large  number  of  gynecologists  have  discussed 
this  pathological  condition  and  many  cases  have  been 
reported. 

We  wish  to  report  this  interesting  case: 

No.  31146.  White  woman,  twenty-six,  married, 
para  ii,  was  admitted  to  the  Institute  January  9, 
1933,  and  her  complaints  were:  Vaginal  discharge 
for  past  nine  months  since  birth  of  baby,  increased 
recently;  loss  of  energy  and  feels  tired;  occasional 
pains  in  lower  abdomen  for  past  several  months. 
Her  husband  was  under  treatment  for  gonorrhea. 
She  had  pulmonary  tuberculosis  at  the  age  of  ten 
years  and  was  confined  in  a sanatorium  for  two 
years.  She  also  has  received  X-ray  therapy  for 
adenoma  of  the  thyroid.  Upon  admission  the  pa- 
tient appeared  to  be  ill.  She  was  quite  fat;  her 
weight  was  217  pounds.  The  heart  and  lungs  were 
normal  and  blood  pressure  110/70.  The  thyroid 
was  slightly  enlarged.  The  abdomen  was  obese, 
relaxed,  and  striae  gravidarum  prominent.  Palpa- 
tion elicited  tenderness  in  both  lower  quadrants. 
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Vaginal  inspection  disclosed  an  acute  urethritis,  the 
cervix  hypertrophied,  lacerated  and  inflamed.  Bi- 
manual examination  revealed  the  fundus  posterior, 
and  the  adnexae  enlarged  and  very  tender.  Slides 
from  the  urethra  and  cervix  showed  many  typical 
intracellular  gonococci. 

Bed  rest  was  advised  but  the  patient  would  remain 
quiet  for  a few  days  and  improve  and  then  continue 
with  her  household  duties.  We  observed  her  from 
time  to  time  and  while  under  our  care  she  received 
intramuscular  injections  of  a foreign  proteid.  Over 
a period  of  eight  weeks  she  received  ten  injections 
with  slight  improvement.  At  the  end  of  six  months 
there  were  definite  adnexal  residuals,  limited  mobil- 
ity of  the  uterus,  and  pain  upon  bimanual  palpa- 
tion. On  her  visit  on  October  19,  1933,  she  re- 
ported menstrual  irregularities  and  excessive  flow 
with  the  passage  of  large  clots.  At  this  time  she 
consulted  another  physician  who  made  a diagnosis  of 
tubal  pregnancy  and  immediate  section  advised.  We 
examined  the  patient  on  October  24,  1933,  and 
found  enlargements  of  both  adnexae  and  pain  on 
pressure.  The  fundus  was  posterior  and  fixed. 

Our  diagnosis  was  subacute  pelvic  inflammatory 
disease,  gonococcic  in  origin,  and  we  advised  strong- 
ly against  surgical  interference. 

Within  a week  following  her  visit  to  us  on  October 
24,  1933,  we  were  informed  by  the  patient’s  hus- 
band that  she  had  consulted  another  physician  and 
he  made  a diagnosis  of  “pus  tubes”  and  suggested 
an  operation  which  was  performed  on  October  30, 
1933. 

This  patient  was  not  examined  by  us  again  until 
April  29,  1936.  At  this  time  she  complained  of  a 
vaginal  discharge  which  had  been  present  for  two 
weeks  accompanied  by  pains  in  the  lower  left  abdo- 
men. She  informed  us  that  both  tubes  had  been 
removed.  At  each  menstrual  period  since  her  op- 
eration she  had  noticed  bleeding  from  a small  drain- 
age incision  in  the  lower  left  quadrant.  Examina- 
tion disclosed  a small  mass  1.5  cm.  in  diameter 
just  below’  the  center  of  a line  drawn  between  the 
umbilicus  and  the  anterior  superior  spine  of  the 
left  ilium,  slightly  tender,  rather  firm,  and  the  sur- 
rounding skin  distinctly  cyanotic.  The  borders  of 


the  tumor  show  cicatricial  changes  which  appeared 
to  be  the  result  of  a partial  healing  process.  At  the 
time  of  our  examination  a drop  of  blood  was  pressed 
from  the  sinus  but  we  gave  no  thought  to  this  event 
as  the  patient’s  menstrual  period  was  a week  off. 
While  making  a vaginal  examination  we  noticed 
slight  bleeding  from  the  cervical  canal  and  at  this 
time  we  decided  the  patient  was  beginning  to  men- 
struate. We  observed  the  patient  in  the  clinic  for 
several  hours  and  the  vaginal  flow  and  the  bloody 
discharge  from  the  abdominal  wound  both  increased 
and  we  were  sure  she  was  having  a normal  men- 
strual flow  and  the  changes  observed  in  the  appear- 
ance of  the  incisional  tumor  made  it  perfectly  clear 
that  the  tumor  was  of  endometrial  tubal  origin.  The 
patient  consented  to  referral. 

We  explained  to  the  patient  her  unusual  condi- 
tion and  asked  her  to  consent  to  a demonstration 
before  one  of  our  prominent  medical  schools. 
This  she  did  and  many  physicians  and  students  ob- 
served her  while  she  was  menstruating  from  the 
wound. 

The  patient  was  informed  that  the  mass  could 
be  removed  surgically  with  every  hope  of  a com- 
plete cure.  She  did  not  desire  to  be  operated  upon 
at  that  time  and  her  record  was  closed. 
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THERAPEUTIC  CONSIDERATIONS  OF  THE  REQUIREMENTS 

FOR  WATER.* 


Harry  W.  Bachman,  M.  D., 

Bristol,  Virginia. 


One  of  the  more  frequent  admonitions  for  the 
cure  and  prevention  of  disease  is  that  one  shall  drink 
plenty  of  water.  The  importance  of  this  admonition 
has  probably  been  recognized  from  ancient  times, 
certainly  from  the  time  of  Celsus  who  made  early 
studies  of  the  water  balance  of  the  human  body.  In 
recent  years  Rountree,  Coller  and  Maddock,  and 
others  have  made  significant  contributions  to  an 
understanding  of  the  water  and  electrolyte  require- 
ments of  the  body.  No  study  of  the  subject  would 
be  complete  without  a review  of  their  data.  In  this 
paper  I shall  try  simply  to  epitomize  some  of  the 
things  that  have  already  been  written.  There  can 
be  nothing  original  in  it  unless  I may  include  the 
results  I have  personally  observed  in  the  practical 
application  of  their  conclusions. 

The  water  content  accounts  for  about  65  per  cent 
of  the  weight  of  the  human  organism.  It  is  dis- 
tributed in  the  blood,  the  lymph,  the  cerebro-spinal 
fluid,  the  formed  secretions,  and  in  the  intracellular 
substance.  Under  normal  conditions  this  water  con- 
tent varies  but  slightly  due  to  the  fine  adjustment 
that  is  constantly  going  on  between  the  amount  of 
water  available  to  the  organism  and  that  lost  in  the 
excretions.  Water  becomes  available  from  three 
sources,  namely,  the  fluids  that  are  ingested  as  such, 
the  water  content  of  so-called  solid  foods,  and  the 
water  obtained  from  oxidation  of  the  food  stuffs.  In 
quantitative  terms  the  amount  of  ingested  fluid  varies 
in  the  adult  from  800  to  2000  cc.  per  diem.  About 
70  per  cent  of  the  weight  of  the  diet  is  water,  the 
ordinary  diet  providing  through  this  about  a liter 
of  fluid.  About  12  grams  of  water  is  obtained  from 
oxidation  of  each  100  calories  in  the  diet.  Thus  the 
normal  diet,  through  its  water  content  and  oxidation 
processes,  contributes  1000  to  1500  cc.  daily  to  the 
body  fluid.  Water  balance  is  simply  the  ratio  be- 
tween the  weight  of  the  available  water  and  that 
of  the  water  of  excretion.  Normally  this  ratio  is 
remarkably  near  a constant,  one  being  about  equal  to 
the  other.  If  the  intake  exceeds  the  loss,  the  body  in- 
creases in  weight  and  the  balance  is  said  to  be  pos- 

*Read as  part  of  a symposium  on  “Treatment,”  before 
the  Southwestern  Virginia  Medical  Society  at  Pulaski,  on 
April  9,  1937. 


itive.  If  the  loss  exceeds  the  intake,  weight  is  lost, 
dehydration  occurs,  and  the  balance  is  said  to  be 
negative. 

Water  is  lost  to  the  organism  through  three  chan- 
nels. The  water  of  the  stools  is  of  little  significance 
and  amounts  to  about  150  cc.  Vital  physiological 
processes,  however,  are  involved  in  the  operation  of 
the  two  remaining  excretory  channels.  The  loss 
through  the  skin  and  lungs,  which  is  the  water  vapor- 
izing mechanism,  is  exceedingly  important  in  tem- 
perature regulation.  About  25  per  cent  of  the  body 
heat  is  dissipated  by  this  mechanism,  the  remainder 
being  chiefly  lost  through  conduction,  radiation,  and 
convection.  Obviously  the  vaporizing  mechanism  is 
a continuous  and  vital  process.  Under  ordinary  cir- 
cumstances it  accounts  for  the  loss  of  1000  to  1500 
grams  of  water  a day  and,  owing  to  its  association 
with  respiration  and  heat  radiation,  it  may  be  said 
to  have  preferential  rights  over  the  water  of  the  stool 
and  of  the  urinary  excretion.  Whatever  water  is  left 
for  excretion  is  used  by  the  kidney  for  the  solution 
and  excretion  of  urinary  waste  material.  Ordinarily 
this  urinary  waste  amounts  to  about  35  grams  of 
solids  in  solution  per  day.  It  is  well  known  that 
the  so-called  renal  diseases  markedly  affect  the  con- 
centrating capacity  of  the  kidney.  The  normal  adult 
kidney  which  can  concentrate  urine  up  to  a gravity 
of  1.029  to  1.032  requires  about  473  cc.  of  urine, 
which  is  comparatively  a small  volume,  to  carry 
35  grams  of  waste  material,  while  a diseased  kidney, 
whose  maximum  concentrating  capacity  is  limited 
to  the  production  of  a urine  with  a gravity  of  1.010 
to  1.014,  requires  1439  cc.  of  urine  to  carry  the  same 
35  grams.  If  a kidney  so  diseased  has  35  grams 
of  solids  to  eliminate  it  is  obvious  that  retention  of 
waste  products  and  an  increase  of  the  non-protein 
nitrogen  of  the  blood  must  occur  if  the  urinary 
volume  falls  below  1439  cc.,  or  below  the  limit  of 
renal  concentrating  capacity. 

The  prevention  and  treatment  of  dehydration,  and 
the  results  of  dehydration,  may  now  be  seen  to  emerge 
as  the  chief  desideratum  of  this  paper.  Dehydration 
occurs  from  insufficiency  in  the  fluid  intake,  or  from 
an  excessive  fluid  loss,  or,  more  commonly,  from  a 
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combination  of  the  two  factors.  Vomiting,  diarrhea, 
excessive  catharsis,  excessive  perspiration  or  post- 
operative sweating,  hemorrhage,  extensive  exudation 
in  infections  and  after  burns,  are  common  precursors 
of  dehydration.  Following  operations  the  effect  of 
certain  of  the  foregoing  factors  is  often  accentuated 
by  the  necessary  restriction  of  fluids  by  mouth.  The 
clinical  picture  that  is  produced  is  familiar,  as  re- 
vealed by  the  sticky  saliva  or  the  parched  lips  and 
dry  tongue,  the  dry  and  wrinkled  skin,  the  sunken 
eyes  and  a little  fever,  and  finally,  in  extreme  cases 
(McGee),  delirium  with  visual  illusions  of  lakes 
and  running  streams.  To  discuss  fully  all  that 
happens  in  the  blood  as  a result  of  dehydration 
would  be  beyond  the  scope  of  this  paper.  Dehy- 
dration from  vomiting  is  almost  invariably  attended 
by  a reduction  in  the  blood  chlorides,  often  to  a 
critical  level.  Again  alkalosis  or  acidosis  is  produced 
by  dehydration.  There  is  also  an  increase  in  non- 
protein nitrogen.  Any  of  these  changes  may  be 
observed,  depending  on  just  what  mechanism  has 
produced  the  dehydration.  Maddock  and  Coller 
have  shown  that  the  loss  of  an  amount  of  water 
equal  to  6 per  cent  of  the  body  weight  usually  pro- 
duces serious  dehydration.  When  converted  into 
figures  these  amounts  are  larger,  and  consequently 
the  volume  needed  for  the  restoration  of  water  bal- 
ance is  larger  than  might  otherwise  be  expected — for 
a 22-pound  child,  it  amounts  to  600  cc. ; for  a 132- 
pound  individual,  3600  cc. ; for  a 176-pound  indi- 
vidual, 4800  cc. 

Before  attempting  to  make  any  practical  appli- 
cation of  the  foregoing  observations,  it  will  be  help- 
ful at  this  point  to  summarize  quantitatively  the 
amounts  of  water  that,  under  ordinary  circumstances, 
the  adult  organism  must  be  supplied  with  in  order 
to  make  up  for  the  losses  and  to  keep  the  blood 
constant  in  volume  and  composition  for  optimal 
efficiency.  For  a dehydrated  person  weighing  60 
kilograms  (132  pounds),  Maddock  tabulates  the  re- 


quirements as  follows: 

Water  for  vaporization 2000  cc. 

Water  for  urine 1500  cc. 

Total 3500  cc. 


Following  the  rule  that  one  seriously  dehydrated 
has  lost  water  amounting  at  least  to  6 per  cent  of  his 
body  weight,  then,  to  the  3500  cc.  must  be  added  6 
per  cent  of  60  kilograms  or  3600  cc.,  making  a total 


of  7100  cc.,  the  amount  of  water  that  this  dehydrated 
individual  is  in  need  of,  at  that  particular  stage. 

One  strives  to  supply  only  w'hat  the  patient  is  los- 
ing or  has  lost,  thinking  in  this  regard,  as  well  in 
terms  of  electrolytes,  sodium,  potassium,  chlorine, 
and  calcium,  as  in  terms  of  water.  Owing  to  the 
tendency  to  employ  physiological  saline  solution 
parenterally  for  all  patients,  the  warning  given  by 
Matas  in  1924  is  worthy  of  repetition,  that,  unexpect- 
edly, excessive  and  harmful  amounts  of  sodium 
chloride  may  be  introduced.  Matas  emphasizes  that 
edema  of  the  lungs  and  degenerative  changes  in  the 
heart  and  kidneys  occur  following  the  adminis- 
tration of  excessive  amounts  of  sodium  chloride.  In 
fact,  the  occurrence  of  edema  in  surgical  patients 
receiving  fluids  parenterally  is  not  uncommonly  ob- 
served. One  strives  to  supply  what  the  patient  is 
losing  or  has  lost.  Maddock  and  Coller  state  that 
20  per  cent  of  their  patients  have  been  vomiting  and 
had  need  for  “some”  sodium  chloride  besides  water 
and  dextrose.  They  also  warn,  however,  against 
giving  too  much  sodium  chloride.  They  recommend 
either  of  two  procedures  for  meeting  the  situation. 
The  simpler  procedure  is  that  the  24-hour  vomitus 
be  measured  and  then  an  equal  volume  of  Ringer’s 
solution  be  administered.  Otherwise,  'the  needs  are 
estimated  by  determinations  of  the  blood  chlorides 
and  the  combining  power  of  the  serum  for  carbon 
dioxide.  The  remainder  of  the  patient’s  fluid  needs 
are  met  with  5 per  cent  dextrose  in  distilled  water. 
The  dextrose  serves  as  a readily  available  food,  it 
prevents  ketosis  from  the  oxidation  of  fats,  and  it 
protects  liver  function.  Thus  the  fluid  and  electro- 
lyte requirements  of  the  individual,  and  to  some 
extent  his  nutritional  requirements,  can  satisfactorily 
be  met. 

The  intravenous  route  of  administration  is  pre- 
ferred to  the  subcutaneous,  the  rate  being  about 
400  cc.  per  hour,  using  a needle  rather  than  a 
cannula  in  the  vein.  This  rate  of  administration  is 
such  that  rest  periods  are  possible  and  fatigue  of  the 
patient  is  therefore  diminished. 
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POST-OPERATIVE  PULMONARY  COMPLICATIONS.* 


Lieut.  Cmdr.  H.  V.  Hughens,  (M.  C.),  U.  S.  N., 

Norfolk  Naval  Hospital, 

Portsmouth,  Virginia. 


Among  the  post-operative  worries  of  the  surgeon 
are  pulmonary  complications.  Various  causes  have 
been  given  and  preventions  suggested  for  these  com- 
plications. Any  specific  anesthetic  as  a cause  has 
been  pretty  well  ruled  out. 

In  the  American  Journal  of  Surgery,  September 
21,  1933,  J.  N.  Coombs,  Temple  University  Hospital, 
reported  on  5,894  operations  in  which  there  were 
thirteen  proved  post-operative  complications,  in- 
cluding eight  cases  of  pneumonia,  two  atelectasis,  two 
pulmonary  embolism,  one  accidental  pleural  effusion. 
Eleven  of  the  thirteen  died.  One  pneumonia,  one 
atelectasis  survived. 

E.  Rammer  states  that  at  the  Geneva  Surgical 
Clinic  in  seven  years  7,056  operations  were  done.  Pul- 
monary complications  followed  in  13  per  cent  of 
the  most  serious  operations,  and  4.5  per  cent  in  the 
more  simple.  He  emphasizes  thorough  pre-operative 
examination  and  elimination  of  the  foci  of  infec- 
tion where  possible. 

The  value  of  post-operative  ventilation  of  the 
lungs  has  been  the  subject  of  many  articles.  For 
the  prevention  of  post-operative  pulmonary  compli- 
cations writers  have  usually  advocated  the  adminis- 
tration of  COo  5 per  cent  plus  02  95  per  cent  for 
various  periods  of  time  and  at  certain  intervals  fol- 
lowing operation.  The  benefits  derived  from  this 
procedure  have  been  questionable. 

This  report  covers  a period  of  twenty-two  months 
and  includes  538  major  operations.  Only  cases  given 
spinal  anesthesia  were  considered.  Other  forms  of 
anesthesia  are  not  included  because  of  the  small 
number  given. 

At  this  hospital  from  October  1,  1934,  to  July 
15,  1935,  inhalations  of  C02  plus  02  were  only  given 
post-operatively  upon  the  order  of  the  surgeon.  It 
was  customary  to  order  these  inhalations,  when  spinal 

*Read  before  Norfolk  County  Medical  Society,  April  12, 
1937. 


anesthesia  had  been  used,  for  patients  who  had  some 
mild  respiratory  symptoms.  During  this  time  we 
had  an  occasional  case  of  bronchopenumonia  and  of 
atelectasis. 

All  post-operative  cases  on  the  Surgical  Service 
are  urged  to  practice  deep  breathing  and  to  change 
position  in  bed  frequently.  Corps  men  are  instructed 
to  see  that  patients  do  change  position  and  to  help 
them  to  do  so.  The  importance  of  yielding  to  the 
cough  impulse  is  also  explained  to  them.  In  cases 
where  spinal  anesthesia  is  used,  the  foot  of  the  bed 
is  elevated  twelve  inches  for  four  hours  post- 
operatively. 

Pre-operative  sedation  usually  was  morphine 
gr.  [4  and  atropine  gr.  1/150.  The  spinal  anesthetic 
consisted  of  novocaine  crystals  up  to  200  mgms.  dis- 
solved in  about  3 c.c.  of  spinal  fluid.  An  ampoule 
of  gr.  J4  ephedrin  was  given  intramuscularly  simul- 
taneous with  the  spinal  anesthetic.  Post-operatively 
morphine  gr.  Vj  was  given  p.r.n. 

From  July  15,  1935,  to  June  1,  1936,  169  post- 
operative cases  were  given  C02  plus  02  inhalations 
at  three  periods  for  from  five  to  eight  minutes  or 
for  sufficient  time  to  produce  thorough  pulmonary 
aeration.  The  first  administration  was  given  four 
hours  post-operatively  immediately  after  foot  of  bed 
had  been  lowered.  The  second  was  given  twenty-four 
hours  later,  and  the  third  forty-eight  hours  later. 

In  this  group  there  were  eight  pulmonary  com- 
plications, or  4.7  per  cent.  Three  were  diagnosed 
on  symptoms  and  physical  examination  and  con- 
firmed by  X-ray  as  atelectasis.  One  was  diagnosed 
by  symptoms  and  physical  examination  alone  as 
atelectasis.  Four  were  diagnosed  by  symptoms  and 
physical  examination  as  atelectasis,  but  X-ray  re- 
port was  bronchopneumonia. 

From  June  1,  1936,  to  October  1,  1936,  105  post- 
operative cases  were  given  C02  plus  02  inhalations 
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at  six  periods  for  from  five  to  eight  minutes  or  for 
sufficient  time  to  produce  thorough  pulmonary  aera- 
tion. These  inhalations  were  given  at  one-hour  inter- 
vals following  operation.  In  this  group  there  were  five 
pulmonary  complications,  or  4.7  per  cent.  All  were 
diagnosed  by  symptoms  and  physical  examination 
as  atelectasis.  One  was  confirmed  by  X-ray.  The 
other  four  were  reported  by  roentgenologists  as 
bronchopneumonia. 

From  October  1,  1936,  to  April  1,  1937,  178  post- 
operative cases  were  given  only  one  C02  plus  02 
inhalation  in  the  same  manner  as  previously  de- 
scribed. This  inhalation  was  given  on  the  operating 
table  or  immediately  upon  return  of  the  patient  to 
the  ward.  In  this  group  there  were  two  pulmonary 
complications,  or  1.78  per  cent.  These  cases  were 
diagnosed  by  symptoms  and  physical  findings  and 
confirmed  by  X-ray  as  atelectasis. 

During  the  period  of  this  report  there  were  eighty- 
six  patients  upon  whom  operations  were  performed 
under  spinal  anesthesia  and  who  were  not  adminis- 
tered C02  plus  02.  One  patient  or  0.86  per  cent, 
developed  atelectasis  which  was  diagnosed  by  symp- 
toms and  physical  findings  and  confirmed  by  X-ray. 

Four  of  the  sixteen  complications  ran  clinical 
course  of  bronchopneumonia.  Twelve  clinically  ap- 
peared to  be  atelectasis. 

Most  of  the  538  cases  included  in  this  study  did 
not  require  extensive  surgical  procedures.  They 
were  cases  taken  consecutively  for  the  period  covered. 
The  complications  occurred  in  the  more  simple  cases. 
There  were  two  in  bilateral  herniorrhaphies;  all 
the  others  were  in  appendectomies.  The  extremes 
of  time  consumed  per  operation  were  forty-five  and 
fifteen  minutes.  Complications  were  equally  dis- 
tributed among  the  cases  of  the  several  operating 
surgeons  on  the  service. 

Six  of  the  eight  cases  developing  complications  in 
the  first  group  and  two  of  the  five  in  the  second 
group  had  physical  defects  which  must  be  considered 
as  etiological  factors  in  the  complication. 


Notations  in  their  clinical  records: 

1.  Had  congenital  deformity  of  chest,  diminished 
capacity  on  left.  Operated  ten  days  after  admission. 
Diagnosis:  app.  chron. 

2.  Thin  frail  young  man.  Rales  in  both  apices. 
Studied  eleven  days.  Diagnosis:  app.  chron.  To  duty 
after  three  months  but  later  invalided  from  service. 

3.  Short  diastolic  murmer.  Diagnosis:  hernia 
bilateral. 

4.  Admitted  with  catarrhal  fever,  sore  throat  and 
scattered  rales  both  lungs.  Acute  appendix  removed 
twenty-four  hours  later. 

5.  Breath  sounds  roughened  on  right.  Moist  rales 
right  base.  Emergency  appendectomy. 

6.  In  hospital  under  observation  for  seven  days 
before  operation  during  which  time  he  ran  pulse 
80  to  100  and  afternoon  temperature  99  plus.  Diag- 
nosis: app.  chron. 

7.  Temperature  99.2  upon  admission.  Moist  rales 
right  apex  with  dullness  to  percussion.  Under  ob- 
servation for  six  days  for  pulmonary  condition  before 
operation.  Diagnosis:  app.  acute. 

8.  Infection  of  tonsils.  App.  chron. 

9.  This  patient  is  the  one  out  of  the  group  of 
eighty-six  who  received  no  C02  plus  02.  He  had 
cough  upon  admission  and  was  treated  for  this  con- 
dition for  eighteen  days  before  operation.  Diagnosis: 
app.  chron. 

Conclusions 

It  seems  from  this  study  that: 

a.  The  administration  of  C02  plus  02  inhalations 
had  no  influence  towards  preventing  post-operative 
pulmonary  complications. 

b.  Time  consumer  in  performing  the  operation 
was  not  a factor  in  producing  complications. 

c.  Experience  of  the  surgeon  was  not  a factor  in 
the  complications. 

d.  It  is  obvious  that  an  outstanding  contributing 
factor  in  the  complications  was  in  some  instances 
the  poor  pre-operative  condition  of  the  patient. 
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THE  EFFECTS  OF  TOBACCO  SMOKING  ON  THE  VASCULAR 

SYSTEM. 


D.  G.  Chapman,  M.  D., 

Richmond,  Virginia. 

From  the  Medical  Department  of  St.  Elizabeth’s  Hospital. 


With  the  marked  increase  in  the  smoking  of 
tobacco  the  physician  is  often  called  upon  to  give 
scientific  advice  about  continuing  the  use  of  tobacco. 
There  are  many  opinions  on  the  subject  and  most  of 
them  are  yet  in  dispute.  There  are,  however,  certain 
generally  acknowledged  effects  of  tobacco  on  the 
hypersensitive  individual.  Those  who  have  any  type 
of  vasospastic  disturbance  should  be  warned  of  the 
dangers  of  smoking  before  the  habit  has  become  too 
difficult  to  stop.  Addiction  to  tobacco  does  not  lead 
to  the  destruction  of  character  as  the  morphine  or 
alcohol  habit  sometimes  does.  The  tobacco  habit  is 
probably  as  hard  to  control  as  either  of  the  others 
because  of  its  general  usage  and  the  fact  that  it  is 
difficult  to  give  a patient  enough  scientific  data  to 
convince  him  that  tobacco  is  causing  many  of  his 
symptoms. 

In  the  United  States  in  1936  over  one  hundred 
and  fifty-three  billion  cigarettes  were  manufactured; 
in  1930  over  six  billion  cigars  were  manufactured, 
about  fifteen  times  the  number  manufactured  in 
1910.  The  use  of  pipe  and  chewing  tobaccos  is  also 
increasing.  Snuff  is  little  heard  of  except  in  certain 
sections,  but  thirty-five  million  pounds  were  manu- 
factured in  1930.  In  the  past  seven  years  there  has 
been  an  even  greater  increase  in  the  manufacture  of 
cigarettes.  Tobacco  is  smoked  all  over  the  world,  and 
estimates  of  the  number  of  smokers  in  the  United 
States  have  ranged  from  66  per  cent  to  81.8  per  cent 
of  the  population,  and  more  recent  figures  are  prob- 
ably a great  deal  higher. 

Experiments  have  proved  that  the  nicotine  content 
of  tobacco  is  harmful.  Nicotine  is  a liquid  alkaloid 
with  a rank  smell  and  it  is  a volatile,  irritating, 
tarry  oil.  The  Virginia  tobaccos  are  estimated  to 
contain  from  1.68  per  cent  to  6.17  per  cent  nicotine. 
Havana  tobaccos,  used  mostly  for  cigars,  contain 
0.9  per  cent  to  1.4  per  cent.  The  average  percentage 
of  nicotine  in  pipe  tobacco  is  1.45  per  cent  to  2.84 
per  cent,  in  cigars  0.91  per  cent  to  1.8  per  cent,  and 
in  cigarettes  1.06  per  cent  to  3.11  per  cent.  The 
average  cigarette  weighs  one  gram  and  contains 
approximately  2.2  per  cent  nicotine;  if  this  were 
two-thirds  smoked,  it  would  yield  3.78  mg.  of  nico- 


tine. The  nicotine  and  other  irritating  by-products 
of  tobacco  are  increased  by  the  amount  of  moisture 
in  the  tobacco,  the  rapidity  of  smoking  and  the 
tightness  of  packing.  With  the  increase  in  moisture 
of  the  stump  of  a cigarette  or  cigar  the  last  third  is 
estimated  to  contain  15  per  cent  more  nicotine,  and 
if  the  last  third  is  rapidly  smoked,  as  high  as  66 
per  cent  increase  in  nicotine.  The  absorption  in  the 
mouth  is  estimated  to  be  about  66  per  cent  and,  if 
inhaled,  as  much  as  88  per  cent  is  absorbed.  These 
estimates  are  approximately  correct,  since  they  are 
checked  by  administering  the  nicotine  content  of  a 
cigarette  intravenously  and  getting  the  same  clinical 
response  on  the  blood  pressure,  pulse  rate  and  sur- 
face temperature.  The  lungs  introduce  the  nicotine 
rapidly  into  the  circulation.  When  larger  amounts 
are  taken  by  mouth,  absorption  is  diminished  and 
slower.  The  smoker  often  states  that  he  does  not 
inhale,  or  he  uses  denicotinized  cigarettes.  There  is 
very  little  difference  in  the  effect  on  the  vascular 
system,  and  the  smoker  of  denicotinized  cigarettes 
shows  the  same  changes. 

Lobeline  sulphate  recently  suggested  for  the  con- 
trol of  the  tobacco  habit  produces  the  same  systemic 
effect  on  the  pulse  rate,  blood  pressure  and  skin 
temperature  as  tobacco.  Its  use  should  be  forbidden 
in  the  vasospastic  individual. 

The  smoke  that  goes  into  the  air  from  the  burning 
end  of  a cigarette  is  not  as  irritating  to  the  eyes, 
nose  and  lungs  as  the  “puffed”  or  “suction”  smoke. 
The  suction  smoke  is  composed  of  many  ingredients, 
such  as  nicotine,  pyridine  and  its  derivatives,  carbon 
monoxide,  various  aldehydes,  hydrocyanic  acid, 
methyl  alcohol,  a volatile  oil,  and  a small  amount 
of  arsenic.  The  nicotine  and  pyridine  bases  form  an 
irritating  tarry  oil  that  collects  in  the  stump  of  a 
cigarette  or  cigar  and  in  the  bowl  and  stem  of  a 
pipe.  When  the  stump  of  a cigarette  is  smoked  close 
to  the  end,  this  substance  is  revolatilized  and  the 
moisture  content  is  markedly  increased.  The  more 
moisture  there  is,  the  more  tightly  the  tobacco  is 
packed,  and  the  more  quickly  it  is  smoked,  the  great- 
er the  nicotine  content  in  the  smoke.  The  thin  cigar 
that  burns  with  less  heat  and  more  complete  oxi- 
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dation  and  combustion  has  less  available  nicotine 
than  the  thick  cigar,  and  for  the  same  reasons  the 
cigarette  has  still  less. 

The  local  effects  of  tobacco  are  manifested  by 
irritation  of  the  mucous  membrane  of  the  mouth, 
nose,  larynx  and  bronchi.  In  the  esophagus,  stomach 
and  probably  the  intestinal  tract,  there  is  more  or 
less  irritation  from  swallowed  saliva.  Very  little 
heat  from  a cigarette  or  cigar  reaches  the  mouth  if 
it  is  smoked  slowly  and  only  half  is  smoked,  but  if 
three-fourths  of  a cigarette  is  smoked  rapidly  the 
heat  may  reach  140°  F.,  and  under  similar  con- 
ditions a cigar  stump  may  generate  up  to  190°  I. 
There  is  a definite  influence  upon  periodontal  circu- 
lation. The  effect  is  one  of  construction  of  the 
capillary  walls  of  the  mucous  membranes;  the  blood 
flow  is  slowed  and  the  tissues  are  not  as  well 
nourished.  Leukoplakia  is  produced  in  many  in- 
stances by  tobacco  and  does  not  often  improve  until 
smoking  is  discontinued. 

There  are  conflicting  opinions  regarding  the  rela- 
tion of  tobacco  to  cancer.  Most  statistics  reveal  a 
higher  percentage  of  cancer  of  the  lip,  tongue,  mouth, 
larynx,  lungs  and  esophagus  in  smokers.  The  New 
York  Department  of  Health  records  show  a decrease 
of  deaths  from  cancer  of  the  lip,  mouth  and  tongue  in 
women  during  the  past  few  years,  and  there  has  been 
no  increase  in  the  death  rate  among  men.  Earlier 
diagnosis  and  treatment  may  be  responsible  for  this. 
Many  observers  have  been  unable  to  demonstrate  a 
carcinogenic  factor  in  tobacco;  many  irritating 
lesions  are  produced,  but  they  tend  to  heal  spon- 
taneously. 

The  effect  of  smoking  on  the  gastro-intestinal 
tract  is  both  local,  from  the  swallowed  saliva,  and 
systemic  through  its  effect  on  the  sympathetic  nerv- 
ous system.  There  are  allergic  factors  also.  Many 
observers  have  called  atention  to  the  harmful  effect 
of  smoking  in  case  of  peptic  ulcer.  It  is  commonly 
observed  that  functional  gastric  disturbances  are 
frequently  cured  or  at  least  benefited  by  discontinu- 
ing the  use  of  tobacco.  Gray  studied  three  hundred 
cases  of  functional  gastric  disturbance  in  smokers, 
and  heartburn  was  a symptom  in  over  half  of  the 
cases,  symptoms  simulating  duodenal  ulcer  in  fifty- 
one  cases,  and  pylorospasm  in  thirty.  There  were 
sixty-three  cases  of  duodenal  ulcer.  Smoking  in- 
creased the  gastric  acidity  in  fifty  of  these  patients. 

Observers  have  stressed  the  similarity  of  symptoms 
produced  by  smoking  and  those  from  duodenal  ulcer 


in  young  adults.  The  hunger  contractions  are  in- 
hibited, appetite  is  dulled,  the  gastric  secretions  and 
motility  are  first  increased  and  later  depressed. 
Records  have  failed  to  show  an  increase  in  the  in- 
cidence of  peptic  ulcer  in  the  female  with  increased 
smoking. 

The  role  of  tobacco  in  thrombo-angiitis  obliterans 
has  been  the  subject  of  a great  deal  of  investigation 
in  recent  years.  Opinions  are  now  in  general  accord 
that  tobacco  smoking  is  an  exciting  factor,  if  not  an 
etiological  one,  and  has  a definite  bearing  on  the 
progress  of  this  disease.  Erb,  in  1904,  concluded 
that  tobacco  smoking  was  a predisposing  cause  of 
peripheral  vascular  deficiencies,  and  clinical  observa- 
tion by  many  physicians  over  a number  of  years 
confirmed  this  opinion. 

What  are  some  of  the  proved  cardiovascular  and 
pharmacologic  effects  of  tobacco  smoking  on  the 
majority  of  individuals?  There  is  a decrease  in 
blood  flow  from  57  per  cent  to  83  per  cent,  a con- 
sistent increase  in  blood  pressure  averaging  between 
12  and  15  m.m.  systolic  and  10  to  14  m.m.  Hg. 
diastolic,  an  increase  of  10  to  20  pulse  beats  per 
minute,  and  a decrease  in  skin  temperature  estimated 
by  various  observers  to  range  between  0.8°  F.,  to 
15.5°  F.,  being  generally  lower  in  the  toes  than  in 
the  fingers.  The  temperature  at  the  forehead  and 
waist  does  not  show  a drop.  There  is  a slowing  and 
at  times  a complete  stoppage  of  the  blood  flow  in 
the  nail  fold  capillaries.  Observations  by  White  and 
Moffat  showed  that  the  results  varied  with  the  same 
individual  under  the  same  conditions  at  different 
times.  The  length  of  time  and  the  number  of  cigar- 
ettes the  person  usually  smokes  had  no  constant 
bearing  on  the  results.  The  same  individual  fre- 
quently gets  a varying  degree  of  stimulation  from 
tobacco.  The  individual’s  physical  condition,  the 
nervous,  emotional,  inherited  and  acquired  neuro- 
vascular balance,  the  time  of  day,  relation  to  food, 
the  amount  of  tobacco  consumed,  and  time  he  had 
previously  smoked  all  have  a definite  bearing  on  the 
effects  produced.  Many  vasospastic  individuals,  and 
especially  those  with  Buerger’s  disease,  complain  of 
a burning,  stinging  sensation,  of  numbness  or  pain 
in  the  feet  immediately  after  beginning  to  smoke 
a cigarette,  and  not  infrequently  there  is  pain  in 
the  region  of  the  distribution  of  the  radial  artery. 
There  is  frequently  dryness  of  the  mouth,  speech  is 
occasionally  tremulous,  there  may  be  dizziness,  head- 
ache, or  fullness  in  the  head,  and  often  noises  in 
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the  ears.  The  excessive  use  of  tobacco  may  cause 
nervous  irritability  and  the  sense  of  general  well- 
being is  often  adversely  affected. 

Silbert  reviewed  289  cases  of  Buerger’s  disease 
and  stated  that  50  per  cent  of  the  patients  in  whom 
amputation  was  necessary  continued  to  smoke  in 
spite  of  repeated  warnings.  In  the  arrested  cases 
recurrence  of  symptoms  could  almost  always  be 
traced  to  the  resumption  of  smoking,  and  in  only 
two  of  the  cases  had  progression  of  the  disease  taken 
place  where  smoking  had  been  absolutely  discon- 
tinued. Barker’s  review  of  305  cases  showed  that 
there  were  few  with  the  disease  who  did  not  use 
tobacco,  and  that  most  of  them  used  it  excessively. 
The  severity  of  the  disease  is  greater  in  excessive 
smokers. 

Animal  experiments  have  proved  that  nicotine 
stimulates  the  sympathetic  ganglion  cells.  Hoskins 
and  Ransom  state  that  the  pressor  effect  of  nicotine 
is  from  stimulation  of  the  vasoconstrictor  center  in 
the  medulla  and  a stimulation  of  the  sympathetic 
ganglion  cells.  They  further  believe  the  effect  is 
about  equal  on  the  two  systems.  Experiments  have 
shown  that  skin  temperature  does  not  drop  in  the 
toes  if  the  posterior  tibial  nerve  is  blocked  with  pro- 
caine. Smoking  after  cervicodorsal  ramisection  and 
ganglionectomy,  and  after  lumbar  ganglionectomy 
for  Raynaud’s  disease,  produced  no  change  in  skin 
temperatures,  but  the  usual  rise  in  blood  pressure 
and  pulse  rate  occurred.  The  same  experiments  were 
carried  out  where  unilateral  lumbar  ganglionectomy 
was  done;  there  occurred  a drop  of  skin  temperature 
in  the  normal  extremity  but  none  on  the  ganglion- 
ectomy side.  There  is  sufficient  information  to  prove 
that  prolonged  vasoconstriction  will  initiate  vascular 
occlusions.  These  changes  may  occur  in  the  arteries, 
arterioles,  capillaries,  venules  and  veins. 

Cigarette  smoking  produces  the  same  effect  on 
blood  pressure,  pulse  rate  and  skin  temperature  in 
the  female  as  in  the  male.  Jewish  males  are  more 
sensitive  to  tobacco  than  Gentile  males.  The  in- 
frequency of  Buerger’s  disease  in  women  may  be 
explained  by  McGrath’s  experiments  on  rats  when 
he  was  able  to  prevent  development  of  gangrene  of 
the  tail  of  the  female  rat  by  giving  toxic  quantities  of 
ergotamine  tartrate  along  with  large  doses  of  theelin. 
Other  experiments  on  rats  have  shown  that  nicotine 
injected  into  rats  produced  gangrene  in  33  per  cent 
of  the  male  rats  and  none  in  the  female  rats.  The 
sex  hormones  probably  protect  the  female. 


Does  smoking  produce  deleterious  effects  on  the 
heart?  It  is  known  that  there  is  an  increased  blood 
pressure,  an  increase  of  the  pulse  rate,  a slowing  of 
the  circulation  in  smaller  vessels,  and  vasoconstric- 
tion of  the  vessels  of  the  feet  and  hands.  In  some 
individuals  smoking  produces  palpitation,  breath- 
lessness on  slight  exertion,  precordial  or  substernal 
pain  and  various  types  of  arrhythmias.  If  tobacco 
produces  vasoconstriction  of  certain  vessels  of  the 
body  with  pain,  tingling  and  other  signs  of  anoxemia, 
why  should  the  smaller  vessels  of  the  heart  be  ex- 
cluded from  a similar  response?  Is  not  the  precordial 
distress  of  some  people  similar  to  the  distress  others 
have  in  their  feet  and  at  times  in  various  other 
arteries  over  the  body?  White  and  Sharber  ex- 
amined the  records  of  750  patients  with  angina 
pectoris,  and  750  without  angina  pectoris.  They 
show  a higher  percentage  of  non-smokers  with  angina 
pectoris — 46.1  per  cent  as  compared  with  37.2  per 
cent  who  smoked,  and  they  conclude  that  tobacco 
smoking  is  not  primarily  responsible  for  angina 
pectoris.  Occasionally  patients  state  that  reduction 
in  the  amount  of  tobacco  smoked  was  helpful  and 
reduced  the  number  of  attacks;  rarely  did  angina 
pectoris  cease  when  smoking  was  discontinued. 

While  smoking  may  be  innocuous  to  a few  in- 
dividuals, and  it  constitutes  a source  of  gratification 
and  pleasure  to  many,  in  a small  group,  particularly 
those  of  the  vasospastic  type,  it  is  distinctly  in- 
jurious and  may  permanently  affect  their  health. 
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INFLUENZA. 


W.  P.  Frazer,  M.  D., 
Hamilton,  Virginia 


A variety  of  maladies  from  a head  cold  to  back- 
ache are  classified  under  the  term  influenza,  and  this 
term  is  often  used  to  hide  our  ignorance.  The  phy- 
sicians in  the  same  community  seem  to  have  different 
trains  of  symptoms  from  which  to  make  the  diag- 
nosis; however,  during  the  latter  half  of  February 
and  the  first  two  weeks  of  March  of  the  past  winter 
there  occurred  in  this  locality  an  epidemic  which 
was  universally  called  influenza.  During  this  time 
I saw  between  four  and  five  hundred  cases,  and  I 
believe  that  one-fourth  of  the  population  was  at- 
tacked. No  accurate  records  could  be  kept,  so  the 
remarks  that  I make  about  these  cases  will  be  very' 
general,  pertaining  to  the  entire  group  rather  than 
any  individual  case. 

As  defined  in  Cecil’s  textbook,  “Influenza  is  a 
highly  contagious  specific  infectious  disease  which 
occurs  most  characteristically  in  epidemic  and  pan- 
demic outbreaks  during  which  it  spreads  with  ex- 
traordinary rapidity.”  It  is  commonly  thought  to 
be  a disease  of  great  antiquity,  but  the  first  authenic 
record  begins  with  the  European  epidemic  of  1510. 
It  first  appeared  in  this  country  in  1647,  and  has 
occurred  endemically  ever  since,  with  six  great  epi- 
demics (1729-32;  1780-82;  1830-33;  1847-48; 

1889-92;  1918-20)  with  such  magnitude  and  sever- 
ity as  to  constitute  a pandemic  scourge.  In  regard 
to  the  exact  cause  of  the  pandemics  there  has  been 
a great  deal  of  speculation,  but  from  the  studies  of 
Zinsser,  Vaughan,  and  Frost  on  the  recent  pandemic, 
it  seems  that  influenza  is  endemic  throughout  the 
major  part  of  the  world  and  that  the  great  pandemics 
may  arise  from  anyone  of  a number  of  foci  or  per- 
haps simultaneously  from  two  or  three.  That  pan- 
demics occur  once  about  every  generation,  and  that 
the  local  epidemics  seem  to  be  increasing  in  severity 
before  a pandemic  sweeps  the  country  are  facts  that 
should  be  reconciled  in  discussing  the  etiology  of  this 
disease.  But  here  we  are  interested  in  onh-  the  local 
epidemic  and  whether  it  is  the  forerunner  of  a pan- 
demic, which  according  to  the  past  should  occur  in 
about  ten  years,  is  a matter  time  only  can  tell. 

Early  in  the  year  1892  Pfeifer  discovered  the  in- 
fluenza bacillus  and  for  a while  it  was  generally 
supposed  to  be  the  sole  pathogenic  agent.  This  has 


never  been  proven  and  since  1918  some  writers  have 
tried  to  denote  a filtrable  virus  and  other  bacterium 
pneumosintes,  but  nothing  has  been  ever  demon- 
strated satisfactorily  as  the  sole  etiological  agent. 
Different  types  of  the  disease  have  been  described, 
varying  with  different  local  manifestations.  These 
are  the  respiratory  type  with  symptoms  referred  to 
the  respiratory  tract,  the  gastro-intestinal  type  with 
symptoms  of  the  gastro-intestinal  tract,  and  the  gen- 
eral or  rheumatic  type  which  manifests  itself  by 
violent  paints  all  over  the  body  with  no  respiratory 
symptoms.  If  these  symptoms  occur  in  the  last  type, 
they  occur  late  in  the  disease. 

The  type  prevalent  around  this  community  dur- 
ing the  past  winter  had  an  abrupt  onset;  chilly 
sensation,  prostration,  a rather  marked  headache  par- 
ticularly about  the  eyes,  and  frequently  a backache 
or  a soreness  in  the  muscles  of  the  limbs.  In  sev- 
eral cases  prostration  was  so  marked  as  to  cause 
fainting.  In  several  hours  there  followed  catarrhal 
symptoms  of  the  head;  this  usually  began  in  either 
the  nose  or  trachea,  occasionally  in  the  pharynx. 
There  would  also  be  some  smarting  and  weeping  of 
the  eyes.  At  the  beginning  of  the  attack  the  tem- 
perature would  be  subnormal,  varying  usually  be- 
tween 97  and  98  degrees  Fahrenheit.  After  the  first 
few  hours  the  temperature  would  rise  and  the  patient 
would  have  a couple  of  degrees  elevation  for  a day 
or  so.  In -a  few  cases  the  temperature  would  reach 
as  high  as  104  degrees  Fahrenheit  in  the  afternoon, 
but  in  all  cases  would  begin  to  fall  within  thirty- 
six  hours.  On  examination  the  patient  would  ap- 
pear iller  than  the  temperature  would  indicate,  the 
pulse  would  be  normal  or  only  slightly  elevated,  the 
face  would  be  flushed,  eyes  running,  and  there  would 
be  some  injection  of  the  mucous  membranes  of  the 
nose.  The  pharynx  would  be  injected,  uvula  large 
and  edematous,  but  rarely  would  you  hear  of  the 
complaint  of  sore  throat.  At  onset  many  or  at  least 
on  the  second  day  all  would  have  a dry  tight  cough, 
a tickle  in  the  throat,  and  slight  soreness  behind 
the  sternum.  The  sputum  at  first  would  be  blood 
tinged,  but  as  soon  as  the  cough  loosened  up  this 
would  disappear.  On  careful  examination  of  the 
chest  nothing  could  be  heard  of  any  significance 
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except  an  occasional  scattered  coarse  rale.  In  the 
average  case  the  temperature  would  be  normal  in 
about  three  days,  and  except  for  a slight  weakness  the 
patient  would  seem  to  be  entirely  well.  In  some  in- 
stances the  cough  was  slow  about  clearing  up,  and 
some  of  the  older  people  complained  of  weakness  for 
several  weeks. 

The  most  striking  characteristic  of  the  influenza 
of  this  particular  epidemic  was  its  manner  of  smit- 
ing an  entire  family  within  a few  hours.  On  one 
day  one  member  of  the  family  would  be  sick,  and  on 
the  following  day  the  remainder  of  the  household 
would  be  suffering  from  the  malady.  It  seemed  to 
affect  the  colored  race  just  as  severely  as  it  attacked 
the  white  people.  The  average  time  in  bed  for  those 
who  sought  medical  attention  was  about  five  days. 
A great  number  never  had  medical  attention,  some 
never  stopped  work,  and  other  remained  in  a day 
or  so. 

The  diagnosis  was  relatively  easy  and  was  made 
from  the  history,  general  appearance,  examination 
of  mucous  membranes  of  nose  and  throat,  negative 
chest  examination,  and  from  the  temperature.  In 
four  cases  which  I saw  there  were  confusing  ab- 
dominal symptoms,  which  consisted  of  nausea  and 
vomiting  from  the  onset,  and  generalized  abdominal 
tenderness  on  palpation.  Because  it  simulated  an 
early  attack  of  appendicitis,  a white  blood  count 
was  done  in  each  case.  In  three  of  them  the  count 
was  between  five  and  six  thousand,  and  in  the  fourth 
was  six  thousand  and  five  hundred.  On  the  day 
subsequent  to  the  count,  the  abdominal  findings  had 
disappeared  and  the  catarrhal  symptoms  of  the  nose 
and  throat  had  developed. 

The  treatment  was  very  satisfactory,  as  it  is  with 
any  self-limiting  disease.  Bed  rest,  liquid  diet,  and 
a good  laxative  on  the  first  evening  was  the  usual 
routine;  fluids  were  forced  and  fruit  juices  were  en- 
couraged. For  the  relief  of  the  headache  and 
rhinitis  I found  the  following  formula  very  satis- 


factory : 

Codeine  Sulphate  1/3  gr. 

Atropine  Sulphate 1/300  gr. 

Caffeine  Citrate 1/2  gr. 

Acetyl  Salicylic  Acid 4 gr. 


Dispense  ten  such  capsules. 

Sig:  One  every  four  hours  with  two  glasses  of  water. 

The  atropine  checked  the  nasal  discharge,  and 
the  codeine  and  acetyl  salicylic  acid  were  very  effec- 
tive in  relieving  the  aches  and  making  the  patient 


feel  better  generally.  The  caffeine  is  usually  added 
to  the  above  formula  to  counteract  any  depressant 
effect  of  the  aspirin  and  codeine.  When  the  above 
formula  is  used,  there  is  very  little  indication  for 
the  use  of  nose  drops,  and  I think  that  this  fact  is 
enough  to  warrant  its  use.  When  nose  drops  are 
used  the  infection  is  being  pushed  back,  and  blow- 
ing and  sucking  air — as  is  done  when  nose  drops 
are  used — favor  driving  the  infection  into  the 
sinuses.  If  nose  drops  are  insisted  on,  a 2 per 
cent  solution  of  ephedrine  sulphate  in  normal  salt 
solution  is  very  effective  in  shrinking  the  membrane 
and  causes  little  irritation.  The  oily  preparations 
are  pleasanter,  but  not  so  effective.  They  should 
never  be  used  in  infants  and  small  children  because 
of  the  danger  of  a lipoid  pneumonia.  As  the  pa- 
tients seldom  complained  of  any  sore  throat,  the 
pharyngitis  did  not  need  any  particular  treatment. 
Gentle  painting  of  the  throat  with  a 2 per  cent  solu- 
tion of  silver  nitrate  once  a day  would  relieve  the 
discomfort  and  make  the  patient  not  as  apt  to  smoke. 
The  gargles  so  often  recommended  amount  to  noth- 
ing more  than  a mouth  wash,  as  the  solution  seldom 
ever  reaches  the  pharynx.  Perhaps  the  most  diffi- 
cult thing  to  treat  is  the  tracheitis  and  mild  form 
of  bronchitis  present  in  so  many  of  the  cases.  At 
first  the  cough  is  tight  and  an  expectorant  should  be 


used,  such  as: 

Ammonium  Chloride 5ii 

Brown’s  Mixture §ii 

Syrup  of  Wild  Cherry q.s.  §iv 


Sig:  One  teaspoonful  every  hour  until  cough 
is  loose. 

This  does  not  have  a very  pleasant  taste,  but  is 
cheaper,  and  gives,  I believe,  better  results  for  the 
tight  cough  than  the  various  patent  highly  ad- 
vertised, pleasant-tasting  cough  syrups.  The  hu- 
midity of  the  room  has  a great  deal  to  do  with  the 
tightness  of  the  cough.  Steam  inhalations  are  probJ 
ably  the  best  aid.  In  case  a patient  refuses  to 
practice  such  inhalations,  an  effective  substitute  will 
be  found  in  putting  large  pans  of  water  on  the  stove 
and  radiators.  When  a patient  insists  on  adding 
something  to  the  water,  a teaspoonful  of  the  com- 
pound tincture  of  benzoin  meets  the  requirement. 
As  soon  as  the  cough  becomes  loose  the  cough  syrup 
should  be  discontinued.  Usually  after  a day  or  so 
the  cough  stops;  however,  if  it  fails  to  cease  and 
is  too  loose,  it  may  be  checked  by  a creosote  prepa- 
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ration  or  a cough  syrup  with  an  adequate  amount  of 
codeine  sulphate.  If  the  hacking  cough  continues, 
as  it  does  in  some  of  the  older  people,  cod-liver  oil 
or  an  emulsion  of  it  seems  to  give  the  best  results. 

Complications  were  of  the  rarest  sort  in  this  epi- 
demic. An  occasional  case  suffered  with  his  ear 
or  sinus,  but  opening  the  ear  drum  and  symptomatic 
treatment  of  the  sinus  was  all  that  was  necessary. 
This  is  attributed  to  the  mild  form  of  the  disease, 
and  not  to  any  particular  therapy.  Two  old  people 
developed  pneumonia  from  which  they  died.  Both 
of  the  victims  were  over  seventy-three  years  of  age, 
and  such  would  probably  have  been  the  result  with 


any  disease  they  might  have  contracted.  No  other 
patient  showed  any  signs  of  pneumonia. 

Conclusions 

1.  In  this  paper  there  are  no  accurate  case  re- 
ports, nor  do  we  present  a thorough  review  of  the 
literature — handicap  of  the  rural  practitioner. 

2.  An  attempt  is  made  to  make  some  generalized 
remarks  on  the  mild  form  of  influenza  which  was 
so  prevalent  in  Northern  Virginia  during  the  past 
winter. 

3.  The  author’s  treatment  is  given,  but  the  satis- 
factory results  were  due  to  the  mild  form  of  the 
disease  rather  than  to  the  treatment. 


LIGATION  OF  THE  UMBILICAL  CORD  BY  THE  USE  OF  CLAMPS.* 


Walter  McMann,  M.  D., 
Danville,  Va. 


The  bacteriologic  researches  of  Pasteur  and  the 
theories  and  teachings  of  Lister  were  not  only  the 
foundation  of  modern  surgery  as  we  know  it  today, 
but  they  were  the  means  to  the  end  of  saving  and 
restoring  lives  in  other  fields  of  medicine.  Not  the 
least  of  these  is  the  field  of  neonatal  life.  Before 
the  advent  of  asepsis  it  was  a common  happening 
for  epidemics  of  neonatal  septicemia  to  occur  and  a 
large  percentage,  reckoned  from  30  to  50  per  cent, 
of  the  newborn  infants  died  from  sepsis.  Today 
we  believe  this  to  have  been  due  to  umbilical  in- 
fection. Indeed,  in  certain  sections  of  the  world, 
Shantung  Province,  China,  for  instance,  where,  be- 
cause of  the  intense  cold,  newborn  children  are  often 
put  in  a gunny  sack  filled  with  dirt  scraped  from 
the  street,  the  neonatal  mortality  from  tetanus  trans- 
mitted through  the  cord  is  40  to  50  per  cent.  Lister- 
ism  has  changed  this.  In  the  words  of  Cullen5  who, 
in  1916,  made  a most  thorough  and  excellent  study 
of  the  umbilicus  and  its  diseases,  “Until  the  advent 
of  asepsis,  myriads  of  children  succumbed  to  umbili- 
cal infection  within  a few  days  or  a few  weeks  after 
birth.” 

Even  in  the  aseptic  era  in  which  we  are  now  living 
neonatal  infection  through  the  umbilicus  is  not  un- 
known. Chamberlain4  has  recently  reported  a series 
of  seventy-four  cases  of  omphalitis,  fifty-one  of 

*Read  before  the  Danville-Pittsylvania  Academy  of 
Medicine  on  January  12,  1937. 

From  the  Obstetric  Service,  Lincoln  Hospital,  New  York 
City. 


whom  were  admitted  to  the  hospital  with  this  as  a 
primary  diagnosis.  Thirty-three,  or  62  per  cent,  of 
these  were  fatal.  Bloom2  this  past  April  reported  a 
neonatal  death  from  tetanus,  presumably  contracted 
through  the  umbilicus.  I have  seen  a case  of  peri- 
tonitis and  one  of  meningitis  both  proven  by  autopsy 
to  be  colon  bacillus  infections  contracted  by  the 
umbilical  route.  We  have  all  seen  cases  of  unex- 
plained neonatal  death  which  might  be  traced  to  the 
umbilicus. 

When  we  consider  the  anatomy  and  physiology  of 
the  region  you  can  readily  see  how  easy  it  is  for  in- 
fection to  travel  from  the  navel  region.  The  fact 
that  both  the  hypogastric  arteries  and  umbilical  vein 
are  separated  from  the  abdominal  cavity  only  by  a 
layer  of  peritoneum  and  a thin  irregular  layer  of 
areolar  tissue  is  important.  Thus,  benign  appearing 
omphalitis  or  hypogastric  arteritis  may,  by  extend- 
ing only  a very  short  distance,  become  a fatal  peri- 
tonitis (Chamberlain). 

As  the  cord  is  separating,  which  may  take  any- 
where from  six  days  to  two  weeks,  the  hypogastric 
arteries  and  umbilical  veins  are  being  obliterated. 
Any  variation  in  the  normal  physiological  actions  of 
any  of  these  may  leave  open  an  avenue  of  infection. 
Adair,1  in  20  per  cent  of  the  cords  of  which  he  made 
bacteriological  studies,  found  organisms  which  might, 
if  given  a chance,  have  proven  fatal  to  the  newborn 
infant.  A cord  which  stays  on  as  long  as  ten  days 
invariably  has  pathogenic  organisms  present.  There 
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are  also  frequently  granulations  present  when  it  does 
drop  off,  and  Dicks6  is  of  the  opinion  that  in  cases 
in  which  it  is  slow  in  dropping  off  there  is  a de- 
cided weakness  at  the  ring  with  a consequent  ten- 
dency to  hernia.  Maybe  many  cases  of  protrud- 
ing umbilicus  which  are  prevalent  are  due  to  this 
cause.  In  view  of  these  facts  it  seems  to  me  that 
the  quicker  the  cord  is  gotten  rid  of  the  more  surety 
we  would  have  of  non-infected  infants.  But  in  doing 
this  we  must  not  leave  open  wounds,  for  this  would 
defeat  our  whole  purpose  as  well  as  leave  a danger 
of  hemorrhage. 

In  1899  Dickinson,  in  a paper  reviewing  the 
literature,  made  a study  of  the  treatment  of  the 
umbilical  cord  by  the  application  of  surgical  prin- 
ciples. He  advocated  primary  amputation  of  the 
umbilicus  as  the  means  of  saving  the  many  children 
then  dying  of  sepsis  which  had  had  its  origin  in 
this  region.  Of  course,  this  method  did  not  gain 
favor.  The  objections  were  too  obvious — lack  of 
drainage  in  cases  of  infection,  danger  of  concealed 
hemorrhage,  though  the  chief  objection,  McPherson 
told  me,  was  that  the  mother  complained  of  their 
children  not  having  any  bellybuttons. 

Quoting  from  the  textbook  of  obstetrics  most  of  us 
used  in  this  section  of  the  country:  “The  umbilical 
cord  should  not  be  ligated  until  it  has  ceased  to  pul- 
sate, unless  there  is  urgent  reason  to  the  contrary. 
Two  ligatures  of  sterilized  bobbin  should  be  placed 
about  it  and  tightly  tied,  one  about  two  centimeters 
from  the  surface  of  the  abdomen,  another  about  the 
same  distance  beyond  the  first,  the  cord  being  then 
cut  between.”  It  seems  to  me  a shorter  ligation  would 
be  more  satisfactory. 

Short  ligation  of  the  cord  is  not  a new  procedure, 
and  Dicks  says  the  ancient  Romans  employed  this 
method.  Mauriceau  advocated  it.  The  Japanese 
have  the  same  custom  as  some  of  the  Pacific  Islanders 
of  cutting  the  cord  very  close.  Von  Reuss8  is  of  the 
opinion  that  the  shorter  the  cord  the  less  chance 
there  is  of  infection.  Still  this  does  not  equal  Dickin- 
son’s sureness  with  his  surgical  removal. 

I do  not  know  who  should  be  granted  priority  in 
the  use  of  clamps  on  the  cord.  Duke,  Ziegler,  Kane, 
Willson,  Kahn,  Martinez,  Ryder,  and  Sztehlo  are 
a few  who  have  devised  special  instruments  for  use 
in  ligating  the  cord.  Clamp  ligation  seems  to  me 
to  be  the  most  efficient,  quickest  and  safest  non- 
surgical  method  of  approaching  the  surgical  ideal 
of  Dickinson.  Ziegler10  has  recently  devised  a new 


clamp,  not  being  satisfied  with  the  one  he  made  in 
1912.  That  one  has  had  wide-spread  use  but  to  me 
it  has  never  seemed  as  satisfactory  as  an  ordinary 
Kocher  hemostat.  Also,  I never  liked  the  odor  that 
seemed  to  be  always  present.  His  new  clamp  ap- 
parently allows  the  technique  that  we  have  been 
using  with  hemostats. 

Having  observed  the  use  of  clamps  while  on 
Williamson’s  service  at  Bellevue  the  author  de- 
termined to  run  a series  of  cases  using  clamps  ex- 
clusively. By  the  courtesy  of  Edwin  J.  Davin,  chief 
obstetrician  at  Lincoln  Hospital,  New  York  City, 
from  January  15  to  June  15,  1933,  clamps  were  used 
exclusively  on  all  the  cases  delivered  in  this  hospital. 
This  made  a total  of  565  cases.  All  of  these  were 
personally  supervised. 

The  technique  used  is  simple.  Immediately  on 
delivery  of  the  baby  a clamp  (we  used  an  ordinary 
Kocher  hemostat,  such  as  is  found  in  any  obstetrical 
kit)  is  placed  as  close  to  the  skin  margin  of  the 
umbilicus  as  possible  and  closed  tightly.  The  cord 
is  then  milked  away  from  the  umbilicus  and  a second 
clamp  put  in  place.  The  cord  is  cut  flush  with  the 
upper  edge  of  the  first  clamp.  The  hemostat  is  placed 
in  the  long  axis  of  the  baby  and  a supporting  band 
placed  around  the  abdomen.  To  steady  the  clamp 
a cord  is  placed  around  the  neck,  holding  it  in  the 
long  axis  of  the  baby.  Eight  hours  afterwards  the 
clamp  is  removed.  In  one  case  of  the  series  of  the 
565  slight  bleeding  occurred.  This  was  because  of 
the  hurried,  bungling,  actions  of  a junior  interne 
who  did  not  close  the  jaws  of  the  hemostat  tightly. 
After  the  removal,  if  the  accoucheur  wishes,  the 
parchment  like  remains  may  be  clipped.  An  alcohol 
dressing  is  then  applied.  All  worry  about  the  cord 
is  ended.  Contrast  this  with  the  six  to  ten  days 
meticulous  care  that  is  necessary  with  the  ligature 
method,  the  odorous  sloughing,  and  the  chances  of 
infection  that  are  ever  present. 

The  clamp  rapidly  produces  complete  dehydration 
of  the  umbilical  stump.  The  desiccation  is  complete 
by  eight  hours.  Hemorrhage  cannot  occur  because 
the  walls  of  the  blood  vessels  are  thoroughly  fused. 
To  one  who  has  not  observed  these  cases  it  is  sur- 
prising how  completely  the  umbilical  ring  is  sealed. 
Carr,  in  a personal  communication,  writes  “By  the 
clamp  method  the  chances  of  infection  are  materially 
lessened  because  of  the  desiccation  and  needlessness 
of  care  after  the  first  eight  hours.” 

As  the  study  progressed  the  author  was  impressed 
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by  the  very  few  cases  of  icterus  neonatorum  observed. 
No  statistical  studies  were  made  but  it  seemed  as  if 
the  incidence  was  markedly  reduced  as  compared  to 
my  experience  using  ties.  Arnold  has  made  the  same 
observation.  Carr,3  in  discussing  Dunham's  paper 
before  the  American  Pediatric  Society  in  Washing- 
ton, D.  C.,  says,  “In  regard  to  the  morbidity  of  the 
newborn,  I believe  that  there  are  fewer  cases  of 
jaundice  when  a clamp  is  used  on  the  cord  than 
when  the  cord  is  tied.”  He  attributes  this  to  the 
desiccation  caused  by  the  crushing  action  of  the 
forceps. 

The  etiology  of  icterus  neonatorum  is  debatable. 
Franklin7  enumerates  twelve  theories.  Von  Reuss,9 
in  his  short  excellent  discussion,  believes  the  mani- 
fold nature  of  the  etiological  factors  makes  it  evident 
that  the  affection  may  be  influenced  in  its  intensity 
and  duration  through  a variety  of  toxic  infections 
and  constitutional  factors.  The  placental  blood,  he 
is  of  the  opinion,  comes  into  consideration  only  to 
a slight  degree.  Franklin’s  explanation  is  that  icterus 
neonatorum  is  the  result  of  the  over-loading  of  the 
newborn's  circulation  with  degenerated  blood  cells 
and  hemoglobin  of  which  the  spleen  and  liver  of 
the  newborn  are  not  sufficiently  mature  to  dispose. 
Especially  is  this  true  with  the  premature.  To  reduce 
the  incidence  of  icterus  neonatorum,  he  advises  tying 
or  clamping  the  cord  immediately.  Our  observations 
tend  to  confirm  this  theory.  Whether  our  results  are 
due  to  immediate  clamping,  thus  reducing  the  num- 
ber of  erythrocytes  that  must  be  disintegrated,  or 
whether  the  lessened  opportunity  for  infection  ob- 
tained by  the  hermetically  and  aseptically  sealed 
stump  eliminates  the  toxic  infective  element,  I am 
not  prepared  to  say. 

Of  course,  one  must  be  on  the  lookout  for  umbilical 


hernias.  It  would  be  disastrous  to  clamp  one  of 
these.  However,  they  should  be  easily  recognized 
and  avoided. 

Summary 

1.  It  is  recommended  that  clamps  be  used  for  the 
short  ligation  of  umbilical  cords,  for  the  following 
reasons:  a.  Needlessness  of  care  after  eight  hours 
following  delivery;  b.  Lessened  chances  of  infec- 
tion and  hemorrhage  because  of  the  sealing  over  of 
the  umbilical  stump;  c.  Lessened  chances  of  a weak- 
ened umbilical  ring. 

2.  The  method  has  been  described. 

3.  Immediate  clamping  after  birth  is  advised  as 
a possible  aid  in  the  preventing  of  icterus  neona- 
torum. 
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CLASSIFICATION  AND  TREATMENT  OF  ANEMIAS.* 


Guy  C.  Richardson,  M.  D., 

Bristol,  Virginia. 


The  therapeutic  indications  of  anemias,  as  well 
as  any  other  morbid  condition,  are  best  met  after 
a satisfactory  classification  as  to  the  type  of  the 
anemia  present.  Apparently  with  this  in  mind, 
classifications  of  anemias  have  been  attempted  from 
different  phases  since  the  advent  of  hematology. 

*Read  as  part  of  a symposium  on  “Treatment,”  before 
the  Southwestern  Virginia  Medical  Society  at  Pulaski,  on 
April  9,  1937. 


As  in  all  diseases,  a classification  based  on  the 
etiology  of  the  condition  would  seem  to  be  the  most 
satisfactory.  Such  a classification  of  anemias  is, 
however,  impossible,  as  the  etiology  of  so  many 
anemias  is  unknown.  Anemias  were  also  classified 
as  either  primary  or  secondary.  Objections  to  this 
classification  are  numerous,  and  it  is  seldom  used 
now.  It  is  too  loose  in  texture,  and  there  are  many 
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primary  anemias,  all  with  different  etiologies  and 
requiring  different  treatments.  In  other  words,  this 
tells  us  nothing  of  the  cause,  the  condition  now 
present,  or  the  treatment  indicated.  What  help  would 
it  be  to  say  that  a patient  has  a primary  anemia? 
Secondary  anemia  is  still  used,  but  the  term  is  am- 
biguous and  without  any  well-defined  meaning. 

A third  classification  then  came  into  vogue.  This 
was  a classification  according  to  the  pathological 
principle  involved,  or  resulting  from,  or  due  to  the 
anemia,  such  as  (1)  anemia  due  to  blood  loss,  (2) 
anemia  due  to  blood  destruction,  or  (3)  anemia  due 
to  lack  of  blood  formation.  Although  this  classifi- 
cation was  well  founded  scientifically,  it  failed  to 
meet  the  practical  demands,  and  especially  did  it 
fail  to  help  in  any  manner  to  indicate  the  thera- 
peutic measures  necessary  to  combat  the  anemia.  So 
far,  I have  reviewed  the  three  old  classifications  of 
anemias  and  shown  why  they  are  impractical  for 
general  use. 

I intend  here  to  present  the  newer  classification 
of  anemias  as  taught  to  me  by  my  former  teacher, 
Dr.  J.  B.  McElroy,  Chief  of  Staff  at  the  Memphis 
General  Hospital,  and  Chief  of  the  Medical  Depart- 
ment of  the  University  of  Tennessee.  This  classifi- 
cation is  by  no  means  original  with  Dr.  McElroy, 
and,  in  fact,  I am  not  aware  of  the  name  of  the 
author.  Actually,  it  has  gradually  developed  out  of 
the  work  of  many  contributors,  and  now  appears  to 
be  the  most  logical  and  most  frequently  used  classifi- 
cation. 

It  is  not  my  purpose  to  give  the  history,  physical 
findings,  or  diagnosis  of  anemias  in  this  paper. 
Usually  it  is  obvious  that  there  is  an  anemia  present. 
The  question  is,  what  type  of  anemia  is  it? 

With  the  advent  of  hemoglobin  determinations 
and  the  idea  of  the  color  index,  which  is  the  ratio 
of  the  hemoglobin  to  the  red  blood  cells,  the  next 
classification,  and  the  one  in  use  today,  came  grad- 
ually into  being.  Immediately  anemias  were  classi- 
fied as  hyper  and  hypo-chromic  anemia,  according 
to  their  color  index.  It  was  also  noted  at  this  time 
that  pernicious  anemia  was  characterized  by  very 
large  cells,  and  that  chlorosis  by  cells  smaller  than 
normal.  An  attempt  was  made  to  measure  for  classi- 
fication the  size  of  the  red  blood  cells  as  expressed 
by  their  diameter.  The  measurement  of  the  red  blood 
cell  diameter,  though,  is  impractical.  However,  it 
was  noted  that  the  diameter  with  certain  exceptions 
corresponded  with  the  cell  volume.  This  is  easily 


determined  by  the  packed  cell  method,  a simple 
laboratory  procedure  which  consists  of  placing  a 
certain  amount  of  oxalated  blood  in  a graduated 
centrifuge  cylinder.  When  thoroughly  centrifuged, 
the  cells  are  packed  at  the  bottom  of  the  tube.  The 
height  of  the  cells  in  relation  to  the  amount  of 
oxalated  blood  used  is  referred  to  as  the  cell  volume. 

Of  course,  the  physical  findings  will  give  some 
clue  usually  as  to  the  type  of  the  anemia.  The  study 
of  the  internal  structure  and  cell  size  and  shape  will 
also  help,  as  in  pernicious  anemia  and  sickle  cell 
anemia.  But  of  chief  importance  is  the  size  of  the 
cells  and  their  hemoglobin  content.  With  these 
laboratory  procedures  alone  the  anemia  can  be  classi- 
fied without  even  seeing  the  patient. 

Now  a classification  of  anemias  is  found  which 
gives  a qualitative  blood  picture,  that  shows  an 
index  of  the  condition  of  the  marrow,  and  that  also 
gives  definite  therapeutic  indications  for  the  anemia 
in  question.  All  anemias  can  now  be  classified  into 
one  of  three  groups:  (1)  microcytic  hypochromic 
anemia,  (2)  normocytic  normochromic  anemia,  and 
(3)  macrocytic  hyperchromic  anemia.  In  other 
words,  this  classification  is  based  on  the  size  and 
color  index  of  the  red  blood  cells.  They  are  either 
(1)  small  cells  with  low  hemoglobin  content,  (2) 
normal  sized  cells  and  normal  hemoglobin  content, 
or  (3)  large  cells  with  high  hemoglobin. 

According  to  this  method  anemias  are  classified, 
using  as  a basis  a red  cell  count,  a hemglobin  de- 
termination, and  a cell  volume  record.  The  pro- 
cedure is  then  a mathematical  one.  The  mean  cor- 
puscular volume  and  the  mean  corpuscular 
hemoglobin,  or  the  average  cell  size  and  average  cell 
hemoglobin  are  determined  by  this  formula : 

Vol  RBC  (cc.  per  1000  cc.) 

MCV=  Normal  87 

RBC  (Millions  per  cmm.) 

Hemoglobin  (gm./lOOO  cc.) 

MCHbg=  Normal  29.5 

RBC  (Millions  per  cmm.) 

The  mean  corpuscular  hemoglobin  concentration 
serves  a further  check  that  the  above  figures  are 
right.  This  is  determined  by  the  formula : 

Hemoglobin  (gm./lOO  cc.xlOO) 

MCHbgC= Normal  35 

Vol  RBC  (cc.  /100  cc.) 

The  normal  figures  are  MCV  87,  MCHbg  29.5, 
and  MCHbgC  35.  Variations  of  2-3  points  from 
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these  are  considered  normal.  Variations  of  more 
than  2-3  points  place  the  anemia  in  either  the  hyper 
or  hypo,  or  micro  or  macro  types. 

For  the  benefit  of  the  practitioner  who  does  not 
have  facilities  for  cell  volume  determinations  at  his 
disposal,  or  who  does  not  care  to  spend  the  time 
necessary  for  complete  calculations  to  scientifically 
determine  the  type  of  the  anemia,  a very  simple  short 
calculation  can  be  made.  That  is  with  a RBC  count 
and  a hemoglobin  determination  substitute  in  the 
MCHbg  formula.  For  example,  if  the  Hbg  is  12 
gm.  per  100  cc.  and  the  RBC  is  3 million,  then  120 
divided  by  3 equals  40,  or  a hyperchromic  anemia. 
The  examiner  can  usually  safely  assume  that  since 
the  anemia  is  hyperchromic  it  probably  is  also  macro- 
cytic. Therapeusis  is  then  attempted  accordingly. 

It  has  been  noted  that  under  the  microcytic  hypo- 
chromic type  the  anemias  are  found  due  to  chlorosis, 
achlorhydria  chloroanemia,  chronic  post-hemorrhagic 
anemia,  chronic  secondary  anemia,  carcinoma  of 
the  stomach  with  anemia,  chronic  meningo-vascular 
syphilis  and  occasionally  others. 

The  normochromic  normocytic  anemias  are  repre- 
sented by  pellagra,  malaria,  chronic  Bright’s  disease, 
tuberculosis,  malignant  tumors,  aplastic  anemia,  re- 
generative anemia,  and  other  anemias  due  to  chronic 
diseases  leading  to  cachexia. 

Under  the  macrocytic  hyperchromic  class  are 
anemias  of  the  pernicious  anemia  group,  the  hemo- 
lytic anemias,  the  leukemias,  and  occasionally  others. 

Now,  this  method  of  classification  is  not  to  be 
used  solely  on  the  severe  anemias  of  bedfast  or  hos- 
pital patients.  True  its  chief  value  is  in  this  type 
of  patient  where  almost  heroic  measures  are  needed 
to  overcome  the  anemia,  and  where  often  the  patient 
succumbs  in  spite  of  even  these  measures.  It  is  also 
very  applicable  to  the  ambulant  patient  who  comes 
to  your  office,  in  which  you  find  a low  grade  anemia 
from  any  origin  and  in  which  after  appropriate 
etiological  treatment  you  desire  to  build  up  his  blood. 
A RBC  and  Hbg  determination  should  be  run. 
When  the  type  anemia  has  been  determined,  then 
you  know  whether  liver  or  iron  is  the  appropriate 
remedy.  Simply  finding  a MCHbg  of  35-40  does 
not  mean  that  you  have  a pernicious  anemia  but 
instead  that  you  have  an  anemia  of  large  cells  and 
hemoglobin  which  is  also  a characteristic  of  per- 
nicious anemia  and  deserves  the  same  type  of  treat- 
ment, though  not  so  severe. 

It  is  a great  advancement  that  a classification  has 


been  devised  which,  as  a general  rule,  enables  us 
quickly  and  accurately  to  determine  what  we  may 
expect  from  a given  remedy.  It  is  shown  from 
numerous  reports  that  in  microcytic  anemia  iron  is 
the  remedy  of  choice,  while  in  macrocytic  anemia 
liver  and  stomach  bring  the  best  results.  The  normo- 
cytic anemias  are  the  most  rebellious  to  treatment, 
and  here  the  etiological  treatment,  together  with 
small  doses  of  arsenic  are  preferable.  However,  both 
liver  and  iron  therapy  may  be  tried  with  occasional 
benefits. 

Among  the  remedies  now  on  the  market  adaptable 
to  the  microcytic  hypochromic  group  are:  Blaud’s 
pill,  tablets  and  elixirs  of  iron  and  ammonium 
citrate,  Parke,  Davis’  Naferon,  Parke,  Davis’  Kap- 
seals  of  Iron  and  Copper,  Feesol  Tablets  or  ferrous 
sulphate,  McKesson’s  Copper  and  Iron  Comp.,  Mer- 
rell’s  Tamate,  Abbott’s  Cofron  Elixir  (liver,  copper 
and  iron),  Arsenoferratose,  Upjohn’s  Accessorone, 
and  iron  cacodylate  for  intravenous  administration. 

The  remedies  available  for  the  macrocytic  hyper- 
chromic anemias  include  fresh  liver,  Lilly’s  Extralin 
(liver  and  stomach  comp.),  Lilly’s  Lextron  (liver 
and  stomach  with  iron),  Lilly’s  ampoules  of  pow- 
dered liver  extract,  Upjohn’s  Jeculin,  Parke,  Davis’ 
Liver  Concentrate  for  intramuscular  injection;  also 
Tunison’s  Liver  and  Sulphur  Compound,  and  Val- 
entine’s Liver  Extract. 

Other  therapeutic  measures  in  addition  to  the 
above  specifics  are,  of  course,  necessary.  Diet  is 
paramount,  and  anemic  patients  should  receive  at 
least  2400  calories  daily.  Blood  transfusions  are 
needed  in  all  severe  anemias  as  substitution  therapy 
and  as  stimulation.  Occasionally  Thyroxin  is  needed 
in  cases  associated  with  myxoedema.  Recently  Bili- 
rubin and  Histidin  and  Tryptophan  have  been  advo- 
cated. I am  not  familiar  with  their  use. 

I hope  this  hasty  review  of  the  anemia  question, 
and  this  method  of  classification  of  anemias  meets 
with  your  approval. 

In  conclusion,  let  me  again  remind  you  that 
anemias  are  now  classified  in  such  a manner  as  to 
assure  best  results  from  the  remedies  indicated; 
further,  that  inorganic  iron  is  indicated  in  the  micro- 
cytic hypochromic  anemia,  that  liver  and  stomach 
are  indicated  in  the  macrocytic  hyperchromic  anemia, 
and  that  normocytic  normochromic  anemias  are 
most  resistant  to  treatment  and  respond  best  after  the 
etiology  has  been  eradicated,  general  health  methods 
instituted,  and  then  trial  of  antianemic  remedies, 
with  best  prospects  from  the  arsenic. 
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WHAT  IS  THE  RIGHTFUL  PLACE  OF  GOVERNMENT  IN  THE 
ORGANIZATION  OF  MEDICAL  CARE?* 


William  B.  Porter,  M.  D., 
Richmond,  Virginia. 


A notable  achievement  of  “American  Medicine,” 
in  the  view  of  the  present  writer,  is  its  insistence 
upon  a more  careful  definition  of  the  term  “state 
medicine”.  In  the  superficial  debates  upon  state 
medicine  in  medical  and  in  lay  circles,  the  term  has 
been  used  indiscriminately  to  refer  to  state  medicine 
in  the  Soviet  sense — government  controlled  and  gov- 
ernment paid  doctors — and  also  to  refer  to  any  form, 
however  slight  and  however  indirect,  of  government 
functioning  in  the  field.  Clearly  there  can  be  no 
intelligent  discussion  of  the  subject  without  a 
sharper  definition  of  the  terms. 

We  all  recognize  that  the  government  is  already 
functioning  in  many  and  complex  ways  in  the  pro- 
vision of  public  health  services  and  medical  care. 
The  present  amount  of  governmental  functioning 
is  not  regarded  with  apprehension  and,  as  the  article 
in  last  month’s  Journal  indicates,  there  is,  indeed, 
strong  support  for  increasing  present  forms  of  gov- 
ernmental functioning  by  evolutionary  process.  It 
is  very  much  in  order  for  careful  students  to  think 
through  on  the  difficult  question  as  to  whether  pres- 
ent tendencies  should  expand  indefinitely  or  whether 
governmental  authority  and  functioning  should  stop 
at  some  given  point.  And  what  point? 

Varying  Political  Philosophies  Lead  to  Dif- 
ferent Conceptions  of  Government 
Responsibility  in  the  Field  of 
Medical  Care 

A good  deal  of  the  difference  of  opinion  on  the 
controversial  question  of  “state  medicine”  comes 
down  to  a basic  difference  in  outlook.  Many  rugged 
individualists  feel  that  the  individual  citizen’s  health 
will  always  be  his  own  business,  and  that  govern- 
ment’s concern  should  be  only  with  protecting  society 
from  disease.  Others  feel  that  there  is  no  practi- 
cable way  to  distinguish  between  public  and  private 
health. 

The  American  Medical  Association,  at  its  annual 
meeting  last  June,  went  on  record  as  favoring  the 

*Sixth  and  final  article  in  a series  of  articles  reviewing 
the  American  Foundation’s  recently  published  report 
“American  Medicine:  Expert  Testimony  Out  of  Court.” 
Published  by  The  American  Foundation,  565  Fifth  Ave- 
nue, New  York  City,  in  two  volumes.  $3.50  the  set. 


general  principle  “the  health  of  the  people  is  a 
direct  concern  of  government.”  This  is,  of  course, 
a safely  general  thesis;  but  if  it  means  anything 
at  all,  it  can  only  mean  that  the  government  has  both 
a responsibility  and  a function  with  reference  to 
the  health  of  the  individual  citizen. 

Among  the  many  philosophies  brought  forward 
in  “American  Medicine”  the  sharpest  issue  is  be- 
tween those  who  believe  that  government  has  as  great 
a responsibility  for  the  health  as  it  has  for  the  edu- 
cation of  the  citizen,  and  those  who  deny  this  and 
believe  that  a man’s  health  is  his  own  business  and 
that  he  should  be  left  free  to  take  as  good — or  as 
poor — care  of  it  as  he  sees  fit.  An  interesting  group 
of  writers  points  out  that  efforts  to  divide  preventive 
and  curative  medicine  sharply,  do  not,  in  the  con- 
crete, work  out  very  well.  A tuberculosis  expert  of 
acknowledged  reputation  testifies  that — abstractly — 
he  has  always  held  the  view  that  government  should 
detect  cases  of  tuberculosis  and  protect  society  from 
those  who  have  it,  but  hand  over  to  private  medical 
practitioners  the  treatment  and  the  cure.  In  actual 
experience,  however,  he  admits  that  he  find  this 
position  often  untenable,  not  only  because  the  in- 
dividual is  often  unable  to  pay  for  the  long  period 
of  treatment,  hut  often  because  of  the  varying  stand- 
ards of  treatment  under  private  auspices.  Protecting 
society  and  the  care  of  individual  cases  are  inex- 
tricably involved.  In  other  words  prevention  and 
cure  refuse  to  be  sharply  separated. 

An  important  group  among  the  contributors  to 
“American  Medicine”  feel  that  the  doctrine  of  the 
rugged  individualist — that  the  individual  is  respon- 
sible for  his  own  health — would  be  entirely  in  order 
if  we  had  an  economic  system  in  which  all  indi- 
viduals could  be  self-supporting.  In  our  present  in- 
dustrialized society,  however,  with  the  continual 
hazard  of  unemployment,  writers  in  this  group  feel, 
the  doctrine  of  individual  responsibility  is  no  longer 
tenable.  A former  president  of  the  American  College 
of  Physicians  puts  it  thus: 

“Today  over  fifty  per  cent  of  our  people  live  in 
cities  and  towns  of  more  than  2,500  population;  thus 
our  people  have  been  changed  from  a position  of  in- 
dependence to  one  of  dependence  ; from  being  able  to 
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win  success  from  the  land  through  the  exercise  of  their 
own  individual  efforts  to  a place  where  the  obtaining 
of  success  is  largely  taken  out  of  their  hands.  . . . 

“The  present  agitation  for  a change  in  relationship 
between  the  medical  profession  and  the  public  is  a 
part  of  this  transition  from  rural  to  urban  life;  from 
independence  to  dependence;  and  to  the  general  dis- 
organization which  the  American  people  are  now 
experiencing  in  their  social,  economic,  and  cultural 
spheres  of  life  as  a result  of  it.” 

Medicine,  as  a member  of  the  Harvard  Medical 
Faculty  observes  in  “American  Medicine,”  must 
mesh  with  the  gears  of  general  society  and  eco- 
nomics. “If  the  present  arder  of  society  persists,” 
he  writes,  “I  see  a need  for  growth  and  improve- 
ment, but  not  for  radical  change.”  He  is  not  at  all 
sure,  however,  that  the  present  order  of  society  will 
persist ; 

“The  present  administration’s  policy  seems  to  aim 
at  an  elimination  of  private  fortunes  and  eventually 
of  gifts,  which  now  make  possible  the  medical  care  of 
those  who  cannot  pay.  . . . When  government  bountv 
takes  the  place  of  private  gifts,  this  means  govern- 
ment control.  Therefore  whether  we  like  it  or  not, 
it  seems  to  me  that  we  are  headed  for  socialized 
medicine.  Probably  the  extent  of  this  could  be  modi- 
fied by  an  active,  broad  and  youthful  minded  medical- 
social  leadership,  one  which  was  on  its  toes  instead  of 
digging  in  its  heels.  . . .” 

A number  of  writers  in  “American  Medicine,” 
who  by  temperament  and  preference  are  clearly  in- 
dividualists, nevertheless  feel  that  a certain  amount 
of  “socialization,”  to  use  the  horrific  term,  is  clearly 
made  necessary  by  the  manner  of  our  social  develop- 
ment. A general  practitioner  in  a Massachusetts 
city,  whose  letter  as  a whole  clearly  shows  him  to  be 
a confirmed  individualist,  says: 

“A  mature  nation  demands  more  socialistic  features 
than  an  immature  country.  The  United  States  has 
clearly  passed  from  the  latter  to  the  former. 

“Unbridled  competition  and  rank  individualism 
build  a nation;  but  it  is  preserved  by  sensible  co- 
operation and  reasonable  collectivism.” 

Writers  of  this  type  hold  the  practical  point  of 
view  that  regardless  of  what  most  of  us  like  or  dis- 
like a “certain  amount  of  regimentation”  is  needed 
in  order  to  assure  certain  isolated  areas  the  medical 
care  they  need. 

The  real  problem,  as  certain  careful  writers  now 
define  it,  seems  to  be  not  whether  or  not  we  shall 
have  state  medicine,  but  what  degree  of  state  func- 
tioning we  shall  have,  in  what  directions  it  ought 


to  be  increased,  and  in  what  directions  it  ought  to 
be  limited.  It  is  in  order  to  review  here  some  of  the 
directions  in  which  extension  of  government  respon- 
sibility and  government  funds  is  contemplated  with 
equanimity  by  a number  of  conservative  writers. 

Extension  of  Public  Health  Services,  Federal, 
State,  and  Local 

As  already  suggested,  the  development  of  pre- 
ventive work  and  of  public  health  services,  federal, 
state,  and  local,  is  considered  the  most  obvious  direc- 
tion for  immediate  expansion  of  governmental  facili- 
ties and  governmental  funds.  There  is  considerable 
support  for  the  proposal  that  the  health  functions  of 
the  federal  government  should  be  coordinated  in  a 
federal  department  of  health  ( not  welfare),  headed 
by  a secretary  of  health  who  should  be  a member 
of  the  President’s  cabinet.  It  is  recognized  that  many 
of  the  county  agencies  are  still  not  competently  de- 
veloped organizations  and  that  the  state  and  local 
public  health  services  are  greatly  in  need  of  develop- 
ment and  expansion.  Some  of  the  state  departments 
are  still  too  closely  connected  with  local  political 
administration  to  insure  the  integrity  of  the  health 
work  and  the  independence  of  health  experts  in 
carrying  out  policies  in  the  public  interest. 

Interesting  in  this  connection  are  the  references 
to  the  latest  report  of  the  surgeon  general  of  the 
United  States  Public  Health  Service,  pointing  out 
that  as  an  immediate  result  of  the  social  security 
appropriation  of  eight  million  dollars  allotted  to  the 
states  for  public  health  work  (on  the  basis  of  popu- 
lation, special  health  problems,  and  economic  need) 
and  for  the  training  of  public  health  personnel,  175 
new  local  health  organizations  were  brought  into 
existence  within  the  five  months’  period  covered  by 
the  report.  Other  advances  noted  as  a direct  result 
of  the  social  security  appropriations  to  the  several 
states  included  strengthening  public  health  nursing, 
augmentation  of  laboratory  facilities  (in  twenty- 
seven  states),  strengthening  of  public  engineering 
forces,  etc.,  etc. 

Extension  of  Government  Functioning  in  the 
Control  of  Diseases  Endowed  With 
a Public  Interest 

There  is  a great  deal  of  support  for  extending  the 
present  public  health  services  to  include  control, 
or  a degree  of  control,  of  disease  not  now  held  to  be 
within  their  scope;  but  the  respective  writers  have 
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varying  points  of  view  as  to  which  these  diseases 
should  be. 

There  is  a cleavage  between  those  that  would 
confine  to  the  indigent  governmental  facilities  and 
functioning  as  to  these  diseases,  and  those  that  are 
interested  in  having  the  government  take  cognizance 
rather  of  the  disease  itself  than  of  the  economic 
status  of  the  patients  suffering  from  it. 

There  are,  of  course,  varying  points  of  view  as  to 
•which  diseases — in  addition  to  the  more  or  less 
established  mental  disease  and  tuberculosis — should 
be  singled  out  for  more  extensive  attention  on  the 
part  of  the  government.  In  different  parts  of  the 
country  the  emphasis  falls  in  different  directions. 
We  are  all  familiar  with  the  Massachusetts  interest 
in  cancer,  reflected  also  in  the  proposed  legislation 
in  Washington  last  Spring.  Syphilis,  during  the  past 
year,  has  made  exceptional  headway  in  public  recog- 
nition of  it  as  a disease  endowed  with  a public  in- 
terest and  properly  subject  to  governmental  control. 
Pneumonia  in  New  York  and  other  places  has  been 
brought  to  the  fore  as  a disease  needing  govern- 
mental cooperation  and  functioning.  There  is  little 
dispute,  of  course,  about  such  infectious  and  con- 
tagious diseases  as  typhoid,  leprosy,  small  pox, 
malaria,  etc.  In  addition  to  these,  however,  a case 
has  been  made  for  other  diseases  not  epidemic,  but 
nevertheless  affecting  vast  numbers  of  the  population 
and  greatly  affecting  industrial  productivity.  In  this 
group  are  the  cardiac  diseases,  arthritis,  rheumatism, 
etc.  As  the  compilers  of  “American  Medicine” 
query,  “When  the  list  of  diseases  endowed  with  a 
public  interest  is  finally  developed,  how  long  will 
it  be?” 

How  jar,  then,  is  the  government  to  participate  in 
attempts  to  control  and  prevent  diseases  of  this  type? 
How  much  governmental  functioning  is  there  to  be? 
An  officer  of  the  Association  of  American  Physicians 
thinks  the  answer  is  simply:  “Enough  to  meet  the 
problem  effectively.”  And  he  continues: 

“What  if  government  measures  should  run  counter 
to  established  practices  of  organized  medicine,  encroach 
upon  fields  in  which  practitioners  earn  a living? 

“The  answer,  of  course,  is  that  the  national  health 
is  more  important  than  the  maintenance  of  any  economic 
system  in  general,  and  certainly  more  important  than 
the  maintenance  of  a system  under  which  any  single 
group  operates.” 


Governmental  Responsibility  eor  the  Care 
of  the  Indigent  Sick 
The  weight  of  opinion  in  “American  Medicine” 
certainly  supports  the  logic  and  the  need  of  regard- 
ing the  medical  care  of  the  indigent  as  a charge  upon 
tax  funds. 

There  is  rather  general  recognition  that  indigent 
must  be  understood — so  far  as  the  problem  of  organ- 
izing medical  care  is  concerned — as  including  not 
merely  the  legally  indigent,  but  also  the  “medically 
indigent,”  those  citizens  that  manage  to  pay,  with 
whatever  difficulty,  in  ordinary  course,  for  rent,  food 
and  clothing,  but  who  have  no  margin  whatever  for 
medical  care,  and  certainly  no  way  of  taking  care 
of  “catastrophic”  illness  involving  operation,  hos- 
pitalization, or  long  periods  of  treatment  or  of  con- 
valescence. 

A good  deal  of  attention  is  given  to  experiments 
and  “plans”  for  organizing  medical  care,  now  in 
operation  in  various  parts  of  the  country  between 
governmental  and  local  medical  organizations  or  in- 
formal groups  of  physicians.  There  is  general  agree- 
ment, however,  that  neither  responsibility  for  the  care 
of  the  indigent  nor  the  best  procedure  for  giving, 
paying  for,  and  supervising  that  care,  has  been,  as 
yet,  worked  out  in  any  adequate  or  nation-wide  way. 

A very  small  minority  indeed  of  the  contributors 
to  “American  Medicine”  hold  the  view  that  the 
doctors’  care  of  the  indigent  sick  is  a part  of  a fine 
old  tradition  and  that  virtue  will  pass  from  the  pro- 
fession when  and  if  it  is  abandoned.  In  general, 
however,  this  is  considered  a sentimentalization  out 
of  accord  with  the  times. 

One  of  the  outstanding  suggestions  in  connection 
with  the  discussion  of  governmental  responsibility 
in  the  care  of  the  indigent  sick  is  the  proposal  that 
responsibility  for  the  standards  of  medical  care  pro- 
vided in  every  state  to  the  indigent  be  lodged  in  the 
medical  teaching  institutions,  and  that  the  govern- 
ment, in  providing  the  tax  funds,  incorporate  this 
provision.  A member  of  the  medical  staff  of  several 
city  hospitals,  and  the  medical  director  of  a clinic, 
FACP,  points  out: 

“There  is  always  one  nearest  medical  school.  The 
map  of  the  United  States  can  be  cut  up  into  zones 
and  a practical  distribution  of  responsibility  be  deter- 
mined.” 

This,  according  to  certain  views,  would  best  en- 
able government  to  meet  in  a thoroughgoing  way  its 
two-fold  responsibility:  to  care  for  the  indigent  sick, 
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and  to  devise  ways  and  means  of  insuring  that  that 
care  shall  never  be  inferior  in  grade.  There  is  clear 
stress  upon  the  wisdom  of  associating  the  universi- 
ties and  teaching  hospitals  with  government  as  co- 
operators  in  the  project  of  organizing  on  a satis- 
factory and  country-wide  base  the  medical  care  of 
the  indigent,  provided  through  tax  funds. 

Government  Responsibility  for  Supplying 
Medical  Care  in  Isolated  or  Sparsely 
Populated  Communities 

Reference  has  already  been  made  to  the  special 
problem  produced  by  the  far  stretches  of  the  country 
or  by  especially  desolate  or  poverty  stricken  com- 
munities. Many  writers  would  lay  the  problem  defi- 
nitely on  the  doorstep  of  the  federal  government, 
suggesting  an  American  counterpart  of  the  British 
Highlands  and  Islands  Service.  Correspondents  to 
“American  Medicine”  write  of  regions  where  the 
population  depends  upon  the  top  crop  and  raise  the 
question  as  to  how  medical  care  is  to  be  paid  for  in 
years  when  there  is  no  top  crop.  The  optimist  may 
suggest  that  in  such  years  the  population  pay  for 
medical  care  with  its  “savings,”  but  those  that  ac- 
tually know  the  life  of  these  communities  know  that 
savings  are  exhausted  long  before  the  item  of  medi- 
cal care  is  reached  on  the  list  of  medical  necessities. 
Aid  to  special  regions  seems  very  generally  to  be 
recognized  as  a responsibility  of  the  federal  govern- 
ment. Even  here  it  is  felt,  however,  by  those  to 
whom  the  vision  of  a paternalistic  government  is 
repugnant,  that  federal  funds  need  not  be  supplied 
to  such  regions  on  a permanent  basis.  The  state  and 
locality  should  be  asked  to  do  their  utmost — after 
it  is  carefully  ascertained  what  that  utmost  could  be, 
and  the  whole  system  should  look  toward  developing 
state  and  local  forces  for  providing  medical  care,  so 
far  as  this  can  be  done.  At  the  present  time,  how- 
ever, the  federal  government  can  hardly  escape  re- 
sponsibility and  there  is  clear  demand  for  financial 
assistance  as  well  as  for  the  organization  and  plan- 
ning that  will  meet  the  needs  of  these  “forgotten” 
areas. 

Proposals  for  Extending  Facilities  for 
Tax-Supported  Laboratories 

Even  correspondents  that  are  quite  definitely  op- 
posed to  extension  of  governmental  functioning  in 
other  respects,  often  favor  extending  the  facilities  for 
tax-supported  laboratories  to  practitioners  generally, 


and  thereby  to  their  patients  at  a low  unit  of  cost. 
Advocates  of  this  proposal  believe  that  this  social- 
ization of  one  of  the  more  mechanical  aspects  of 
medical  care  would  meet  two  obvious  problems : 
(1)  It  would  improve  the  general  practice  of  medi- 
cine by  giving  medical  men  who  are  remote  from 
medical  centres  the  means  of  practicing  modern 
scientific  medicine.  This,  it  is  urged,  they  cannot 
do  unless  the  scientific  aids  to  diagnosis  are  easily 
available;  (2)  It  would  meet  the  problem  of  the  low 
income  patient  who  certainly  cannot  afford  to  invoke 
the  scientific  aids  to  diagnosis,  at  present  prices. 
Volume  of  work  in  laboratories,  it  is  urged,  would 
reduce  costs  immediately  to  manageable  levels.  There 
is  considerable  discussion  as  to  whether  X-ray  ser- 
vice should  be  included.  Most  of  those  in  favor  of 
this  kind  of  “socialization”  of  laboratories  would 
see  no  reason  for  omitting  X-ray. 

Proposals  for  extending  the  facilities  for  tax- 
supported  laboratories  are  safeguarded  by  insistence 
that  laboratory  facilities  shall  be  “extended  only 
when  they  are  good.”  Many  of  the  laboratories  in 
the  country,  it  is  bluntly  remarked,  are  not  yet  doing 
sufficiently  good  or  dependable  work  to  justify  ex- 
tension of  their  services.  Whatever  the  problem,  as 
one  apt  writer  puts  it,  it  is  not  to  be  solved  by  mak- 
ing mediocre  medical  care — or  laboratory  service — 
available  to  a greater  number  of  people.  There  is 
frequent  stress  also  upon  the  fact  that  it  will  be 
quite  useless  to  make  laboratory  services  generally 
available  unless  there  is  some  assurance  that  the 
practitioners  availing  themselves  of  the  services  are 
able  to  make  accurate  use  of  them.  There  is  no  use 
in  having  the  tests  unless  accurate  interpretation  of 
them  is  also  assured. 

Relation  of  Government  to  Medical 
Education 

There  is  not,  in  “American  Medicine”  extensive 
discussion  of  tax-supported  education,  but  more  than 
a few  writers  make  the  point  that  the  degree  to  which 
medical  education  is  government  supported  at  the 
present  time — in  state  universities — is  far  from 
recognized.  Without  hostility  to  private  medical 
schools  with  large  endowments,  but  with  reference  to 
the  changing  economic  situation  and  the  passing  of 
large  fortunes  and  therefore  of  large  philanthropies, 
a number  of  writers  feel  that  the  medical  school  par 
excellence  of  the  future  will  be  in  the  state  uni- 
versities. There  is  no  claim  that  the  state  university 
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medical  schools  now  measure  up  to  the  highest  stand- 
ards, but  there  is  a good  deal  of  prophecy  that  as  the 
need  for  these  schools  becomes  more  articulate,  the 
ways  of  maintaining  them  and  of  raising  their  edu- 
cational performance  to  the  highest  grade  will  natu- 
rally follow. 

Tax-Supported  Research 
A urologist  in  up-state  New  York  expresses  a 
widely  held  view: 

“Our  greatest  foundations  for  medical  research  have 
been  largely  dependent  on  private  philanthropy.  The 
responsibility  for  adequate  medical  research  could 
properly  be  assumed  by  the  government.” 

That  the  passing  of  great  fortunes  means  that 
research  will  be  supported  by  public  funds  or  not  at 
all  is  conveyed  in  clear  terms  in  some  letters: 

“New  knowledge  is  a desperate  need.  Private 
philanthropy  has  been  paying  the  bill.  When  this 
goose  is  killed,  will  a public  bureau  lay  the  golden 
eggs?” 

In  all  the  suggestions  and  proposals  that  govern- 
ment funds  should  be  more  largely  available  for  re- 
search—notably  in  the  United  State  Public  Health 
Service,  in  state  health  departments  and  in  research 
units  in  the  state  universities — the  animating  motive 
is  recognition  that  attack  on  disease  and  continuous 
search  for  its  causes  must  go  pari  passu.  Favorable 
comment  is  made  upon  the  expansion  of  the  federal 
government's  research  activities  through  the  special 
appropriation,  for  the  first  year,  of  $2,000,000  for 
reasearch  under  the  Social  Security  Act. 

The  new  result  of  the  comment  in  these  letters  on 
research  as  undertaken  by  all  types  of  agencies  in 
this  country  is  certainly  that  it  is  insufficient,  and 
uneven  in  quality,  that  too  much  of  the  support  for 
it  comes  from  private  sources,  and  that  so  long  as 
it  is  in  large  degree  supported  by  “philanthropy”  it 
can  never  be  related  as  it  should  be  either  to  the 
work  of  the  public  health  organization  in  the  “pre- 
ventive” field  or  to  the  practice  of  curative  and  pre- 
ventive medicine  by  private  practitioners,  in  hos- 
pitals, etc. 

The  point  is  made  that  if  government  supported 
research  were  related  to  the  guidance  of  medical 
practice  as  a whole,  if  new  approaches  to  the  treat- 
ment and  cure  of  disease  were  more  generally  con- 
veyable  to  medical  men  throughout  the  country,  more 
readily  applicable  to  the  need  of  practitioners  in  all 
states  and  communities,  the  quality  of  medical  ser- 


vice could  not  fail  to  be  progressively  improved. 
There  is  further  recognition  of  the  point  that  the 
vitality  of  medical  teaching  inheres  in  the  presence 
of  genuine  research  in  an  institution,  and  that  medi- 
cal schools  generally  have  now  insufficient  funds  to 
maintain  it. 


If  the  American  Foundation’s  report  had  done 
nothing  else  it  would  be  significant  for  outlining  a 
system  of  medical  practice  in  which  the  government 
and  private  practice  may  function  cooperatively.  In 
this  connection  a few  writers  mention  Sweden  as  the 
outstanding  example  of  the  way  in  which  govern- 
ment may  “inject  itself  into  the  matter  of  medical 
care  and  yet  continue  to  leave  medical  practice  in 
the  hands  of  the  doctors.” 


Correspondence 

.Elixir  of  Sulfanilamide. 

Richmond,  Va. 

To  the  Editor: 

As  horrible  as  is  the  sickening  holocaust  of  fatali- 
ties that  is  following  the  exploitation  of  our  newest 
nostrum,  Elixir  of  Sulfanilamide,  it  should  not  fail 
to  serve  an  important  purpose.  In  awakening  public 
and  professional  opinion  to  renewed  insistence  that 
real  teeth  be  put  into  our  state  and  federal  laws, 
these  lives  may  not  have  been  needlessly  sacrificed. 
When  laws,  intended  to  prevent  the  indiscriminate 
foisting  on  an  avid  public  of  chemicals  whose  harm- 
lessness has  not  been  established,  fail  so  utterly  of 
their  purpose  as  to  permit  the  present  situation,  it 
is  obvious  that  more  stringent  ones  are  necessary. 

The  marketing  of  such  a mixture  is  reprehensible 
in  three  respects:  authorities  agree  that  the  use  of 
sulfanilamide  should  be  restricted  to  selected  cases 
kept  under  careful  surveillance;  because  of  the 
absence  of  any  scientific  evidence  establishing  its 
harmlessness  beyond  doubt,  it  is  stated  that  the  use 
of  diethylene  glycol  is  not  permitted  in  food  prod- 
ucts; and  the  possibility  of  a deleterious  action  of 
the  combination  seems  entirely  to  have  been  ignored. 

While  numerous  publications  have  pointed  to 
sulfanilamide  as  a distinctly  valuable  therapeutic 
agent,  they  have  described  the  frequent  occurrence 
of  toxic  symptoms  as  well.  It  must  be  confessed 
that  there  is  a regrettable  paucity  of  data  on  the 
toxicity  of  the  substance  based  on  exhaustive  animal 
experimentation. 
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Hitherto,  human  exposure  to  diethylene  glycol 
has  been  largely  through  its  use  as  a hygroscopic 
agent  in  some  brands  of  tobacco  and  cigarettes. 
Animal  experiments  indicate  that  the  substance  has 
a relatively  low  toxicity,  and  to  the  extent  that  these 
experiments  may  be  taken  to  apply  to  human  con- 
sumption, it  is  difficult  to  believe  that  the  entire 
blame  should  be  assigned  to  diethylene  glycol.  It  is 
not  inconceivable,  however,  that  individual  hyper- 
sensitivity, and  greater  human  susceptibility  could 
be  an  important  factor  in  the  production  of  this 
apparent  discrepancy. 

Recognizing  the  possibility  of  synergism  of  some 
type  or  another,  it  is  futile  with  so  little  available 
data  to  advance  any  hypothesis  covering  the  joint 
action  of  the  two  substances,  or  the  mechanism  by 
which  one  might  reinforce  the  other. 

H.  B.  Haag,  M.  D., 

Department  of  Pharmacology, 
Medical  College  of  Virginia. 


Public  Health  Statistics 


I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia. 

The  report  of  the  State  Health  Department’s 
bureau  of  communicable  diseases,  as  compiled  for 
the  month  of  September,  shows  the  following  cases 
compared  with  the  same  month  in  1936. 

1937  1936 


Typhoid  and  Paratyphoid 62  103 

Diphtheria  122  114 

Scarlet  Fever 55  58 

Measles  42  23 

Meningitis  5 11 

Poliomyelitis 13  16 

Rocky  Mountain  Spotted  Fever  2 1 

Typhus  Fever 0 0 

Undulant  Fever 2 7 

Tularaemia 0 1 

Smallpox  1 0 


Laboratory  Service 

Since  1919,  more  than  half  of  the  diagnostic 
specimens  submitted  to  the  department’s  labora- 
tories have  been  blood  for  serodiagnostic  tests  for 
syphilis.  While  some  years  have  shown  a more 
rapid  increase  in  other  types  of  work,  the  growing 
demand  for  serodiagnostic  tests  has  been  constant. 
For  sometime,  this  demand  has  been  pressing  be- 


cause of  the  publicity  given  to  the  venereal  disease 
problem  and  the  Department’s  active  control  pro- 
gram. 

In  order  to  conduct  efficiently  the  routine  labo- 
ratory work,  additional  personnel  obtained  through 
federal  funds  has  been  required  for  many  months. 
Recently,  an  addition  of  four  members  to  the  regu- 
lar laboratory  staff  was  anounced. 

As  an  aid  in  the  earlier  diagnosis  of  syphilis, 
the  laboratory  now  includes  examinations  of  fluid 
from  suspected  syphilitic  lesions  by  darkfield  and 
stained  preparations.  Since  the  first  of  May,  1937, 
one  hundred  and  fifty  specimens  of  chancre  fluid 
also  have  been  examined;  in  30  per  cent  of  these 
the  Treponemum  pallidum  was  found. 

During  the  past  year  the  department’s  labora- 
tories participated  in  the  evaluation  studies  of  sero- 
diagnostic tests  for  syphilis  made  by  the  United 
States  Public  Health  Service.  A similar  study  will 
be  made  again  this  year. 

Sanitation 

The  department  has  just  published  a new  sani- 
tation bulletin.  A more  permanent  type  of  privy 
construction  is  described  than  in  former  publications 
on  this  subject.  Specifications,  while  identical  with 
those  considered  standard  for  years,  now  call  for  a 
concrete  floor  and  footing  instead  of  wood. 

The  department  indicates  that  the  new  “con- 
crete slab”  will  appeal  to  home  owners  because  of 
the  cleanliness  and  permanency  factors;  and  further, 
that  “any  but  concrete  slab  construction  for  use  at 
public  or  semi-public  places  should  be  considered 
sub-standard.” 

Tuberculosis  Control  Activities 

During  the  year  ending  June  1,  1937,  patients 
who  visited  the  tuberculosis  clinics  for  diagnostic 
service  totaled  7,181.  This  represented  an  increase 
of  1,829  over  the  former  twelve  months.  During  the 
same  period,  50,463  nursing  visits  were  made  to 
tuberculosis  patients,  suspects  and  contacts,  as  com- 
pared to  29,256  for  the  previous  year.  Two  hun- 
dred and  fifteen  chest  clinics  and  forty-eight  tuber- 
culin X-ray  clinics  were  conducted,  which  also  rep- 
resented increased  activity. 

Standards  tor  Personnel 

Of  the  thirty-two  physicians  in  the  department’s 
bureau  of  rural  health  and  in  local  departments, 
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eleven  have  had  post-graduate  training  in  public 
health  and  seven  have  had  at  least  a full  year’s 
course.  In  addition,  funds  allotted  through  the 
U.  S.  Public  Health  Service  made  possible  a year’s 
course  of  instruction  at  Johns  Hopkins  School  of 
Hygiene  and  Public  Health  for  four  departmental 
physicians.  At  the  present  time  four  more  medical 
directors  of  local  departments  are  receiving  similar 
instruction  at  Johns  Hopkins. 

Four  sanitation  officers  also  received  a four 
months’  course  in  public  health  at  the  University 
of  North  Carolina  School  of  Public  Health. 

The  standard  of  the  nursing  personnel  has  been 
so  raised  as  to  prohibit  the  employment  of  new 
nurses  unless  they  have  had  at  least  one  year  of 
post-graduate  instruction. 

“Hashish”  Cigarettes 

Continued  investigation  throughout  the  nation  by 
the  U.  S.  Bureau  of  Narcotic  Control  indicates  that 
in  some  sections  of  the  country  the  traffic  in  mari- 
huana cigarettes  is  being  conducted  on  an  increasing 
scale. 

This  insidious  and  insanity-producing  weed,  when 
prepared  for  smoking,  is  designated  by  the  initiated 
as  “reefers”  or  “muggles.”  In  some  localities  the 
distribution  seems  to  be  in  the  hands  of  a single 
agent  who  sends  out  salesmen  to  peddle  his  wares 
on  the  streets  and  in  resorts  frequented  by  those 
seeking  thrills.  The  federal  government  has  dis- 
covered that  high  school  children  and  other  young 
people  sometimes  are  marked  for  victims  by  traf- 
fickers. 

The  Bureau  of  Narcotic  Control  recently  indi- 
cated to  a departmental  representative  that  these 
illicit  activities  do  not  as  yet  represent  a problem 
in  Virginia  though  at  least  one  neighboring  State 
has  been  invaded. 

Shellfish  Sanatation 

Under  the  authority  of  the  Department’s  regula- 
tions, suggestions  for  the  sanitary  reconditioning  of 
shellfish  plants  were  forwarded  in  July  to  proprie- 
tors of  shucking  and  packing  establishments.  The 
communication  indicated  that  until  all  sanitary  re- 
quirements were  fully  complied  with,  the  certificate 
of  inspection  annually  issued  by  the  Department 
could  not  be  renewed. 

To  date,  satisfactory  replies  have  been  received 
from  approximately  one  hundred  of  the  one  hun- 


dred and  sixty-eight  shucking  and  packing  oper- 
ators. 


New  Members 


Doctors  who  have  become  members  of  the  Medical 
Society  of  Virginia  since  the  list  published  in  the 
April,  1937,  issue  of  the  Monthly  are: 

Dr.  Stephen  John  Beeken,  Christiansburg. 

Dr.  Lyle  Steele  Booker,  Waynesboro. 

Dr.  Ashby  C.  Byers,  Harrisonburg. 

Dr.  Sheldon  David  Carey,  Christiansburg. 

Dr.  David  Alexander  Christian,  Appomattox. 

Dr.  Franklin  Harry  Cohen,  Norfolk. 

Dr.  Meyer  Cohen,  Yorktown. 

Dr.  George  Cooper,  Jr.,  Charlottesville. 

Dr.  Arthur  Blackwell  Cosby,  Big  Island. 

Dr.  James  Dean  Creger,  St.  Paul. 

Dr.  Early  Beauregard  Dovell,  Unionville. 

Dr.  William  Brown  Dudley,  Martinsville. 

Dr.  Glassell  Slaughter  Fitz-Hugh,  Charlottesville. 

Dr.  H.  Aurelia  Gill,  Richmond. 

Dr.  Channing  Glenn,  Petersburg. 

Dr.  Snowden  Cowman  Hall,  Jr.,  Danville. 

Dr.  Walter  Paul  Hammer,  Arlington. 

Dr.  John  Edward  Hamner,  Petersburg. 

Dr.  Rosser  Noland  Hillsman,  Jr.,  Amherst. 

Dr.  George  Wesley  Hooker,  Roanoke. 

Dr.  Edward  Lee  Hopewell,  Strasburg. 

Dr.  Ira  Thomas  Hornbarger,  Hot  Springs. 

Dr.  Joseph  William  Houck,  Lynchburg. 

Dr.  Harold  Maurice  Jackson,  Purcellville. 

Dr.  James  Thomas  Jackson,  Leesburg. 

Dr.  John  Mclver  Jackson,  Front  Royal. 

Dr.  Jacob  Garry  Jantz,  Bedford. 

Dr.  Charles  Emmett  Jenkins,  Alexandria. 

Dr.  Ellsworth  Johnson,  Winchester. 

Dr.  Joseph  Bernard  Jones,  Culpeper. 

Dr.  Edward  Butts  Kilby,  Toano. 

Dr.  Edward  Linden  Kinney,  Charlottesville. 

Dr.  Thomas  Cyprian  Lawford,  Hilton  Village. 

Dr.  Henry  Lee,  Roanoke. 

Dr.  Allen  Southall  Lloyd,  Norfolk. 

Dr.  Eugene  Andrew  MacCornack,  Lynchburg. 

Dr.  John  Robert  Massie,  Jr.,  Norton. 

Dr.  Thomas  Stanley  Meade,  Richmond. 

Dr.  Dan  Oscar  Nichols,  Charlottesville. 

Dr.  Walter  Maynard  Otey,  Roanoke. 

Dr.  Thomas  Edgar  Painter,  Williamsburg. 

Dr.  William  Henry  Parker,  Charlottesville. 

Dr.  Morgan  B.  Raiford,  Franklin. 

Dr.  Carol  Margaret  Rice,  Sweet  Briar. 

Dr.  Harold  Lee  Riley,  Jr.,  Lynchburg 
Dr.  Dennis  Hardesty  Robinson,  Bedford 
Dr.  Elizabeth  Lewis  Saunders,  Blacksburg. 

Dr.  Mildred  Esther  Scott,  Fredericksburg. 

Dr.  Reynol  Clinton  Siersema,  Richmond. 
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Dr.  Luther  Campbell  Spengler,  Jr.,  Roanoke. 

Dr.  Malcolm  Samuel  Stinnett,  Buchanan. 

Dr.  Harry  Benjamin  Stone,  Jr.,  Roanoke. 

Dr.  Francis  Nicholson  Taylor,  Petersburg. 

Dr.  Girard  Vaden  Thompson,  Chatham. 

Dr.  Walter  Forrest  Thornton,  Lynchburg. 

Dr.  William  Roberts  Tyson,  Norfolk. 

Dr.  Arthur  LaGrange  Van  Name,  Jr.,  Center  Cross. 
Dr.  Walter  Emerson  Vermilya,  Big  Rock. 

Dr.  Rowland  Haldane  Walker,  Martinsville. 

Dr.  Charles  Weston  Warren,  Upperville. 

Dr.  Chalmers  Wills,  Victoria. 

Dr.  Hudson  Mason  Wingfield,  Sandston. 

Dr.  William  M.  Winn,  Jr.,  Clarksville. 

Dr.  Fletcher  Johnston  Wright,  Jr.,  Petersburg. 

Dr.  George  A.  Wright,  Marion. 

Dr.  Munford  Radford  Yates,  Petersburg. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 


President — Mrs.  James  B.  Stone,  15  Maxwell  Road, 
Richmond. 

President-Elect — Mrs.  Hawes  Campbell,  Venter. 

Corresponding  Secretary — Mrs.  Lawrence  O.  Snead, 
5307  New  Kent  Road,  Richmond. 

Recording  Secretary — Mrs.  James  K.  Hall,  3011  Seminary 
Avenue,  Richmond. 

Acting  Treasurer — Mrs.  Reuben  F.  Simms,  2502  Haw- 
thorne Avenue,  Richmond. 

Chairman  of  Publicity — Mrs.  Fred  J.  Wampler,  4103 
Forest  Hill  Avenue,  Richmond. 


The  Fifteenth  Annual  Session. 

The  Roanoke  meeting  is  a thing  of  the  past  but, 
to  those  who  attended,  it  will  be  an  occasion  long  to 
be  remembered.  The  hospitality,  thoughtfulness  and 
consideration  shown  the  Auxiliary  by  the  Roanoke 
Academy  of  Medicine  and  the  Roanoke  doctors’ 
wives  made  all  feel  welcome  and  at  home.  The 
Auxiliary  luncheon  at  the  Roanoke  Country  Club 
and  the  banquent  and  floor  show  for  the  doctors  and 
their  wives  were  both  enjoyable  occasions  and  showed 
much  thoughtfulness  in  the  planning.  Golf  tourna- 
ments for  the  men  and  a drive  to  V.  P.  I.,  with 
lunch  there  for  the  ladies,  were  also  planned  by 
the  Roanoke  Committee. 

There  is  no  auxiliary  in  Roanoke,  but  no  one 
would  ever  have  guessed  it  from  the  welcome  re- 
ceived, and  it  is  to  be  hoped  that  the  Roanoke 
doctors’  wives  caught  the  spirit  from  the  splendid 


address  of  the  National  President,  Mrs.  Augustus 
Kech,  and  will  before  long  organize  an  auxiliary. 

The  reports  from  the  standing  committees,  special 
committees,  and  county  presidents  showed  that  edu- 
cational programs,  philanthropic  and  social  activi- 
ties had  played  an  important  part  in  auxiliary  life, 
and  these  reports  were  very  encouraging. 

Much  interest  has  been  exhibited  in  the  Tuber- 
culosis Sanitarium  Bed,  and  this  project  will  be 
continued. 

The  Auxiliary  is  very  proud  to  have  adopted  a 
Handbook  for  County  Auxiliaries  and  a new  Con- 
stitution and  By-Laws.  For  these,  the  Auxiliary  is 
deeply  indebted  to  the  Revisions  Committee — Mrs. 
William  Lett  Harris,  Mrs.  Joseph  Bear,  and  Mrs. 
Fletcher  J.  Wright — who  worked  hard  and  faithfully 
to  compile  a very  much  needed  and  very  compre- 
hensive Handbook  and  Constitution.  Both  will 
be  of  inestimable  value  in  the  organization  of  new 
auxiliaries. 

Dr.  Wright  Clarkson  of  Petersburg,  gave  an  in- 
teresting talk  on  cancer  control  and  Mrs.  V.  E.  Hol- 
combe, National  Program  Chairman,  many  helpful 
suggestions  on  Program  Building. 

A trophy,  a silver  vase,  the  gift  of  the  outgoing 
and  incoming  Presidents,  was  presented  by  the  lat- 
ter, Mrs.  James  B.  Stone,  to  the  Accomac-Northamp- 
ton  Auxiliary,  who  won  it  on  the  best  per  cent  of 
attendance  at  this  meeting.  Hereafter,  it  will  be 
awarded  on  the  best  per  cent  of  increase  in  member- 
ship, and  will  be  kept  by  the  winning  Auxiliary  un- 
til the  next  State  Convention.  The  high  spot  of  the 
day  was  an  address  by  the  National  President,  Mrs. 
Augustus  Kech,  who  spoke  on  the  relationship  of 
the  auxiliary  to  the  physicians  and  why.  She  spoke 
at  the  luncheon,  which  was  well  attended,  and  her 
address  was  enthusiastically  received. 

The  Auxiliary  was  honored  to  have  the  following 
as  its  other  luncheon  guests:  Mrs.  V.  E.  Holcombe 
of  Charleston,  W.  Va. ; Dr.  George  F.  Simpson, 
President-elect  of  the  Medical  Society  of  Virginia 
who  spoke  on  Socialized  Medicine;  Dr.  H.  H.  Wes- 
cott,  President  of  the  Roanoke  Academy  of  Medicine, 
and  Mrs.  Wescott;  Dr.  Fletcher  J.  Wright,  Chair- 
man of  the  Advisory  Council;  Dr.  P.  St.  L.  Mon- 
cure, past  State  President  and  member  of  the  Ad- 
visory Council,  and  Mrs.  Moncure.  Greetings  from 
these  physicians  were  much  enjoyed. 
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After  the  luncheon,  the  installation  service  for  the 
incoming  officers  was  conducted  by  Mrs.  Fletcher  J. 
Wright,  in  the  absence  of  the  Parliamentarian,  Mrs. 
M.  N.  King.  The  incoming  officers  are:  Mrs. 
James  B.  Stone  of  Richmond,  president;  Mrs.  Hawes 
Campbell  of  Venter,  president-elect;  Mrs.  Meade 
Edmunds  of  Petersburg,  Mrs.  H.  L.  Denoon  of  Nas- 
sawadox,  Mrs.  Floyd  Dormire  of  Virginia  Beach, 
and  Mrs.  T.  Elmore  Jones  of  Portsmouth,  vice- 
presidents;  Mrs.  Reuben  F.  Simms  of  Richmond, 
acting  treasurer;  Mrs.  J.  K.  Hall  of  Richmond,  re- 
cording secretary;  Mrs.  Lawrence  O.  Snead  of  Rich- 
mond, corresponding  secretary;  Mrs.  Southgate  Leigh 
of  Norfolk,  historian;  and  Mrs.  M.  N.  King  of 
Norfolk,  parliamentarian. 

The  gavel  was  presented  to  the  new  president, 
Mrs.  James  B.  Stone,  who  graciously  accepted  it, 
pledging  her  best  efforts  to  the  Auxiliary  and  mak- 
ing an  earnest  appeal  for  the  cooperation  and  help 
of  all  members. 

Ruth  Pendleton  Harrison  Wilson, 

Retiring  President. 

Radio  Broadcasts. 

The  American  Medical  Association  and  the  Na- 
tional Broadcasting  Company  present  each  week  over 
the  Red  Network  a program  of  health  messages. 
These  messages  give  a wealth  of  information  along 
health  lines.  Tune  in  each  Wednesday  from  2:00 
to  2:30  P.  M.,  and  avail  yourself  of  the  opportu- 
nity to  hear  these  splendid  talks.  The  list  of  pro- 
grams for  November  is  as  follows: 

November  3rd — Striving  for  Better  Bodies.  So-called 
physical  defects;  their  recognition;  what  can  be  done  about 
them. 

November  10th — Playing  for  Fun.  Health  values  and 
hazards  in  sports  and  recreation,  including  football. 

November  17th — Fresh  Air,  Fresh  Clothes  and  Fresh 
Skin.  Ventilation;  clothing;  bathing. 

November  2+th — Rest,  Relaxation,  Refreshment.  All 
work  and  no  play,  or  all  play  and  no  rest — bad  for  health. 

The  Woman’s  Auxiliary  to  the  Southern 

Medical  Association 

Will  hold  its  annual  meeting  in  New  Orleans, 
La.,  November  30th  through  December  3rd.  Mrs. 
Meade  Edmunds  of  Petersburg,  and  Mrs.  F.  O. 
Plunkett  of  Lynchburg  have  been  appointed  as  dele- 
gates to  this  meeting.  It  is  hoped  that  many  of  our 
members  in  the  State  are  planning  to  visit  this  fasci- 
nating Southern  city  at  this  time,  and  make  our 
representation  at  the  meeting  a large  one. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 

Eli  Lilly  & Co. 

Sulfanilamide — Lilly. 

Sulfanilamide  Tablets,  5 grains. 

E.  R.  Squibb  & Sons. 

Antipneumococcic  Serum,  Type  I,  10,000  units. 

Antipneumococcic  Serum,  Type  I,  20,000  units. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficial 
Remedies : 

Ampules  Cebione  Sodium  Solution,  2.1  cc. — Each  cubic 
centimeter  represents  0.05  Gm.  cebione  (New  and  Non- 
official Remedies,  1937,  p.  457)  and  possesses  a vitamin  C 
potency  equivalent  to  1,000  international  units.  Merck 
& Co.,  Inc.,  Rahway,  N.  J. 

Tablets  Cebione,  0.025  Gm. — Each  tablet  represents 
0.025  Gm.  cebione  (New  and  Nonofficial  Remedies,  1937, 
p.  457).  Merck  & Co.,  Inc.,  Rahway,  N.  J.  ( J . A.  M.  A., 
July  31,  1937,  p.  358.) 

Tablets  Digitalis — Squibb,  y2  cat  unit. — Each  tablet  rep- 
resents y2  cat  unit  (approximately  grain)  digitalis 
(New  and  Nonofficial  Remedies,  1937,  p.  180).  E.  R. 
Squibb  & Sons,  New  York. 

Capsules  Powdered  Digitalis — Squibb,  1 y2  grains. — Each 
capsule  represents  1. 0-1.1  U.S.P.  XI  units  digitalis  (New 
and  Nonofficial  Remedies,  1937,  p.  180).  E.  R.  Squibb  & 
Sons,  New  York. 

Vinethene. — Vinethenum. — Vinyl  Ether  for  Anesthesia — - 
Merck. — CH=:CHOCH  :CH^  with  the  addition  of  3.5  per 
cent  absolute  alcohol  and  0.01  per  cent  of  phenyl-a-naph- 
thylamine.  Vinethene  is  inflammable  and  deteriorates  on 
exposure.  It  is  not  to  be  used  for  anesthesia  if  the  orig- 
inal container  has  been  opened  longer  than  twenty-four 
hours.  Vinethene  is  an  inhalation  anesthetic  to  be  used 
for  short  anesthesias.  It  differs  from  ether,  U.S.P.,  in  the 
rapidity  of  its  action.  It  is  easy  to  pass  from  the  level 
of  surgical  anesthesia  to  dangerous  overdosage;  therefore 
the  importance  of  constant,  close  observation  of  the  pa- 
tient cannot  be  over-emphasized.  Properly  watched,  this 
rapid  action  is  of  advantage  in  short  anesthesias,  as  is  the 
prompt  recovery  which  follows  administration  of  the  drug. 
Vinethene  is  intended  primarly  for  use  in  minor  surgical 
operations  of  short  duration,  and  in  dentistry.  It  has  also 
been  proposed  as  an  induction  anesthetic.  It  has  been 
rather  extensively  used  during  labor  and  during  post- 
partum obstetric  procedures.  It  has,  however,  one  major 
disadvantage  when  qsed  in  this  branch  of  medicine — its 
rapid  action  has  practically  precluded  its  use  for  obtain- 
ing obstetric  analgesia.  Under  no  circumstances  should 
the  anesthetic  be  pushed.  It  would  seem  at  the  present 
time  that  the  open  drop  method  of  administration  is  pref- 
erable, for  the  short  anesthesias.  Merck  & Co.,  Inc.,  New 
York. 
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Accepted  Devices  for  Physical  Therapy 

The  following  apparatus  has  been  accepted  by  the 
Council  on  Physical  Therapy  of  the  American  Medical 
Association  for  inclusion  in  its  list  of  accepted  devices  for 
physical  therapy: 

Aloe  Portable  Short  Wave  Diatherm. — This  unit  is  de- 
signed for  medical  and  surgical  use.  It  was  operated 
under  actual  clinical  conditions  and  was  found  to  render 
satisfactory  service.  A.  S.  Aloe  Company,  St.  Louis,  Mo. 
(J.  A.  M.  A.,  August  21,  1937,  p.  585.) 

Propaganda  for  Reform 

Examination  of  Certain  American  Brands  of  Sulfanil- 
amide.— A number  of  firms  have  submitted  brands  of 
sulfanilamide  for  the  consideration  of  the  Council  on 
Pharmacy  and  Chemistry  with  a view  to  acceptance  and 
inclusion  in  New  and  Nonofficial  Remedies.  The  Coun- 
cil in  turn  asked  the  A.  M.  A.  Chemical  Laboratory  to 
examine  the  product  and  elaborate  standards  for  identity 
and  purity.  At  the  time  of  this  report  the  following  firms 
had  presented  brands  of  sulfanilamide  to  the  Council: 
the  Calco  Chemical  Company,  Inc.,  Lederle  Laboratories, 
Inc.,  Eli  Lilly  & Company,  Merck  & Co.,  Inc.,  Parke,  Davis 
& Company,  E.  R.  Squibb  & Sons,  and  Winthrop  Chem- 
ical Company,  Inc.  (under  the  name  of  Prontylin).  In 
all  cases  the  product  was  a white,  crystalline  substance 
without  perceptible  odor  and  possessing  a slightly  bitter 
taste.  The  index  of  refraction  of  the  crystalline  product 
was  found  to  be  approximately  1.60.  The  preparations 
were  found  to  be  of  approximately  the  same  grade  of 
purity,  ranging  from  99.5  to  100  per  cent.  Based  in  part 
on  the  laboratory’s  examination  and  in  part  on  the  mate- 
rial supplied  by  manufacturers  tests  and  standards  have 
been  evolved  for  sulfanilamide.  From  the  structure  of 
the  product,  it  will  be  noted  that  it  is  an  “aniline  deriva- 
tive” and  as  such  may  not  be  without  the  harmful  char- 
acteristics of  aniline  in  producing  a change  in  the  hemo- 
globin molecule  (methemoglobinemia).  It  also  contains  a 
sulfamido  group;  reports  have  already  appeared  in  the 
literature  of  the  occurrence  of  sulfhemoglobinemia  aris- 
ing from  too  intensive  or  too  prolonged  use.  ( J . A.  M.  A., 
July  31,  1937,  p.  358.) 


Book  Announcements 

Medical  Urology.  By  IRVIN  S.  KOLL,  B.  S.,  M.  D., 
F.  A.  C.  S.,  Attending  Urologist,  Michael  Reese 
Hospital.  St.  Louis.  The  C.  V.  Mosby  Company. 
1937.  Octavo  of  431  pages.  With  92  Text  Illustra- 
tions and  6 Color  Plates.  Color.  Price  $5.00. 

This  book  was  written  with  the  idea  of  being  “of 
practical  value  to  the  general  physician  and  an  aid 
to  the  medical  students”.  For  the  most  part  it  can 
be  recommended  for  this  need. 

The  first  two  sections  constitute  about  one-half 
of  the  book  and  deal  with  diseases  of  the  urethra 
and  genitalia.  Following  this  in  order  are  diseases 
of  the  kidney,  ureter  and  bladder,  a section  on  sex- 


ual impotence,  and  in  conclusion  a chapter  on  dif- 
ferential diagnosis. 

Improvement  on  the  X-ray  illustrations  could  be 
made  and  the  treatment  of  urinary  tract  infections 
should  be  covered  more  thoroughly.  In  spite  of  the 
author’s  lack  of  enthusiasm  for  the  phenolsul- 
phonphthalein  test  for  renal  function,  the  correct 
technique  and  the  proper  interpretation  should  be 
given.  The  recent  advent  of  sulfanilamide  in  the 
treatment  of  gonorrhea  necessitates  an  early  revision. 

Marshall  P.  Gordon,  M.  D. 

Diabetes.  A Modern  Manual.  By  ANTHONY  M. 
SINDONI,  JR.,  M.  D.,  Chief  of  the  Diseases  of 
Metabolism  of  the  St.  Agnes  Hospital;  Chief  Con- 
sultant in  the  Diseases  of  Metabolism  at  the 
Oncologic  Hospital;  Physician  to  the  Medical  Dis- 
pensary of  Presbyterian  Hospital,  Philadelphia. 
Introduction  by  MORRIS  FISHBEIN,  M.  D.,  Editor, 
Journal  of  the  American  Medical  Association.  With 
a Foreword,  by  GEORGE  MORRIS  PIERSOL,  B.  S., 
M.  D.,  Professor  Medicine,  Graduate  School  of 
Medicine,  University  of  Pennsylvania;  etc.  New 
York.  Whittlesey  House.  McGraw-Hill  Book  Com- 
pany, Inc.  1937.  Octavo  of  xxiii-240  pages. 

This  diabetic  manual  has  a good  arrangement  of 
material  and  a nice  interpretation  of  certain  medical 
terms  not  usually  understood  by  the  patient.  How- 
ever, there  are  a number  of  rules  of  doubtful  wis- 
dom, such  as  directing  the  coma  patient  to  give 
insulin  hourly  until  the  doctor  arrives.  Such  rules 
as  this  may  lead  to  severe  insulin  reactions  or  even 
death  if  the  diagnosis  is  not  correct. 

William  R.  Jordan,  M.  D. 

A Textbook  of  Surgical  Nursing.  By  HENRY  S. 
BROOKES,  JR.,  M.  D.,  Instructor  in  Clinical  Sur- 
gery, Washington  University  School  of  Medicine; 
Surgeon  to  the  Out-Patients,  Washington  Univer- 
sity Dispensary;  Assistant  Surgeon  to  Barnes  Hos- 
pital. St.  Louis.  The  C.  V.  Mosby  Company.  1937. 
Octavo  of  636  pages.  With  233  Illustrations.  Cloth. 
Price  $3.50. 

Aims:  1.  To  present  the  various  surgical  con- 
ditions and  methods  of  surgical  and  nursing  care; 
2.  To  coordinate  the  activities  of  the  nurse  and  sur- 
geon to  the  advantage  of  the  patient;  3.  To  facili- 
tate the  care  of  the  patient  by  a knowledge  of  the 
conditions  and  their  requirements. 

The  large  number  of  illustrations  may  aid  in 
emphasizing  the  conditions  studied  and  assist  in  the 
interpretation  of  the  text.  The  chapter  on  “Medico- 
legal Points”  may  prove  very  valuable  to  students 
unfamiliar  with  this  information.  The  Glossary, 
which  is  placed  at  the  end  of  the  book,  gives  easy 
access  to  definitions  of  the  various  terms.  The  Index 
is  detailed  to  permit  easier  and  quicker  location  of 
the  subject  desired. 
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As  for  the  surgical  side  of  this  textbook,  the 
subject-matter  seems  too  detailed.  Time  would  not 
be  available  to  teach  all  the  material  and  it  all  seems 
important.  The  instructor  would  have  to  spend 
time  in  selecting  which  material  to  present  to  the 
class.  The  material  seems  to  be  arranged  in  the  best 
order  for  reference  instead  of  for  teaching.  The 
care  of  the  surgical  patient  is  interrupted  at  fre- 
quent intervals  by  chapters  on  “The  Operating 
Room,”  “Special  Procedures,”  “Anesthesia,”  “First 
Aid,”  etc.  All  of  these  chapters  contain  invaluable 
information  but  are  repetition  of  some  of  the  other 
courses  in  Nursing  Education. 

I would  not  recommend  this  book  as  a teaching 
text  for  surgical  nursing,  due  to  the  detailed  in- 
formation and  an  excess  amount  of  repetition  of 
subject-matter,  which  has  already  been  taught  the 
student.  However,  I do  think  that  this  book  might 
be  used  to  a great  advantage,  as  a reference  in  the 
teaching  of  Surgery,  Operating  Room  Technique 
and  Elementary  Procedures  in  Nursing  Education. 

Fay  F.  Thomas,  R.  N. 

The  Laboratory  Diagnosis  of  Syphilis.  The  Theory, 
Technic,  and  Clinical  Interpretation  of  the  Wasser- 
mann  and  Flocculation  Tests  With  Serum  and 
Spinal  Fluid.  By  HARRY  EAGLE,  M.  D.,  Passed 
Assistant  Surgeon,  U.  S.  Public  Health  Service; 

, Lecturer  in  Medicine,  Johns  Hopkins  University 
Medical  School;  etc.  With  Foreword  by  J.  Earle 
Moore,  M.  D.,  Associate  in  Medicine,  Johns  Hop- 
kins University;  etc.  St.  Louis.  The  C.  V.  Mosby 
Company.  1937.  Octavo  of  440  pages.  Illustrated. 
Cloth.  Price  $5.00. 

The  book  is  a concise  and  authoritative  presen- 
tation of  the  problem  of  the  serological  diagnosis 
of  syphilis.  From  an  enormous  and  conflicting 
literature  and  a wide  experience,  both  in  practical 
serology  and  research,  Dr.  Eagle’s  work  is  an  ex- 
ceedingly able  evaluation  of  the  theory,  technique 
and  clinical  interpretation  of  the  Wassermann  and 
flocculation  tests. 

His  discussion  of  the  theory  and  mechanism  of 
the  tests  and  his  description  of  the  sources  of  error 
in  carrying  out  these  tests  are  of  primary  interest 
to  the  serologist  in  the  smaller  laboratory.  Approved 
techniques  for  the  Wassermann  and  flocculation 
tests  are  adequately  described.  The  work  is  an 
authorative  guide  for  the  serologist  which  should  go 
far  in  bringing  about  improvement  and  standard- 
ization in  technical  procedure. 

The  physician  who  takes  the  time  to  read  this 
book  will  be  well  repaid.  Not  only  will  he  be  more 


able  to  evaluate  the  accuracy  of  the  serology  as 
done  by  the  particular  laboratory  reporting  to  him, 
but  also  his  clearer  conception  of  the  clinical  in- 
terpretation of  serological  tests  will  aid  him  im- 
mensely in  the  diagnosis  and  treatment  of  syphilis. 

Dr.  Eagle’s  contribution  should  be  a part  of 
every  serological  laboratory  and  should  be  read  by 
every  physician  treating  syphilis. 

J.  H.  Scherer,  M.  D. 

Obstetric  and  Gynecologic  Nursing.  By  FRED- 
ERICK H.  FALLS,  M.  S„  M.  D„  F.  A.  C.  S.,  Pro- 
fessor of  Obstetrics  and  Gynecology,  University 
of  Illinois,  College  of  Medicine;  etc.  And  JANE  R. 
McLAUGHLIN,  B.  A.,  R.  N„  Supervisor  of  the 
Department  of  Obstetrics  and  Gynecology,  Re- 
search and  Educational  Hospital,  University  of 
Illinois,  College  of  Medicine;  etc.  Illustrations  by 
Charlotte  S.  Holt.  St.  Louis.  The  C.  V.  Mosby 
Company.  1937.  Octavo  of  492  pages.  Cloth.  Price 
$3.00. 

This  text,  according  to  its  author,  was  written  to 
aid  the  nurse  in  an  intelligent  comprehension  of  the 
medical  problems  underlying  the  care  of  obstetric 
and  gynecologic  patients.  The  aim  is  followed 
throughout  the  text.  The  first  part  of  the  book  deals 
with  obstetrics  and  the  second  part  with  gynecology. 

The  book  is  of  convenient  size  with  an  attractive 
durable  cover.  The  type  being  larger  than  average 
size  is  very  easily  read,  which  is  an  asset  to  any 
book. 

For  the  obstetric  side  of  the  text,  the  subject- 
matter  for  present-day  trends  in  nursing  education, 
does  not  seem  to  be  well-organized.  The  care  of  a 
normal  pregnancy  in  its  completion  is  interrupted 
by  the  pathologic  conditions  associated  with  preg- 
nancy. In  other  words,  the  student  nurse  does  not 
get  a complete  picture  of  a normal  pregnancy  in- 
cluding both  the  mother  and  the  baby  before  having 
to  learn  the  abnormal. 

Each  topic  is  discussed  in  sufficient  detail  in  the 
chapters  for  the  teaching  of  student  nurses.  The 
hand-drawn  illustrations  are  well  correlated  with 
the  written  material  of  both  obstetrics  and  gynecol- 
ogy. The  glossary,  which  has  been  placed  at  the 
end  of  the  book,  should  be  a great  help  to  students 
unfamiliar  with  these  new  terms. 

This  book  can  be  used  as  a reference  in  both  the 
teaching  of  obstetrics  and  gynecology.  Due  to  the 
arrangement  of  the  obstetric  division  of  the  text,  I 
would  not  recommend  it  as  a teaching  text.  How- 
ever, for  the  teaching  of  gynecology  it  might  be 
considered. 


Alice  K.  Lacy,  R.  N.  * 
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Editorial 


The  President. 

George  Franklin  Simpson,  D.  D.  S.,  M.  D.,  was 
born  in  Loudoun  County,  Virginia,  June  19,  1869, 
and  after  receiving  such  education  as  the  public 
schools  gave  in  the  county,  accepted  a position  in 
Washington,  D.  C.,  to  afford  him  better  facilities  for 
education.  In  June,  1900,  he  was  graduated  from 
National  University  as  a D.  D.  S.  and  the  following 
year  was  graduated  from  the  same  institution  as 
Doctor  of  Medicine.  After  practicing  medicine  for 
seven  years  in  the  District  of  Columbia,  during  a 
part  of  which  time  he  was  connected  with  the  Health 
Department  of  the  District  of  Columbia,  in  August, 
1908,  he  came  to  Loudoun  County,  Virginia,  to  prac- 
tice his  profession  and  settled  in  Hillsboro,  Virginia; 
later  moving  to  Purcellville,  Virginia. 

Dr.  Simpson  has  received  many  honors  during  his 
career.  He  is  a Knight  Templar;  during  the  World 
War  he  was  chairman  of  the  Medical  Advisory 
Board  of  Loudoun  County;  in  Masonry  he  is  a 
past  master  and  a past  District  Deputy  Grand  Mas- 
ter of  the  Blue  Lodge;  belongs  to  Leesburg  Chapter 
No.  55,  R.  A.  M. ; Piedmont  Commandry,  K.  T., 
of  Plains,  Virginia;  and  Acca  Temple,  A.  A.  O.  N. 
M.  S.,  Virginia;  he  is  a charter  member  of  the 
Loudoun  Golf  and  Country  Club  and  American 
Medical  Association.  He  is  a local  surgeon  for  the 
Washington  and  Old  Dominion  Railroad.  In  poli- 
tics he  is  a Democrat  having  served  as  Chairman 


of  the  Loudoun  County  Democratic  Committee.  At 
present  he  is  a member  of  the  Board  of  Directors 
and  Vice-President  of  the  Loudoun  County  Hospital. 
Twice  President  of  the  Loudoun  County  Medical 
Society,  a former  president  of  the  Virginia,  District 
of  Columbia,  and  Maryland  Medical  Society  and  a 
former  Vice-President  of  the  Medical  Society  of  Vir- 
ginia, his  election  to  the  presidency  of  the  Med- 
ical Society  of  Virginia  has  followed  as  a logical 

sequence.  T , „ 

John  Aldridge  Gibson. 

The  Best  Yet. 

The  meeting  of  the  Medical  Society  of  Virginia 
in  Roanoke,  October  12,  13  and  14,  was  by  acclama- 
tion one  of  the  most  outstanding  ever  enjoyed  by 
the  medical  profession  of  Virginia.  It  was  marked 
by  good  papers  read  and  discussed  with  due  regard 
to  prescribed  time  limits.  Old-timers  must  have 
missed  the  customary  foregathering  of  the  fellows 
in  the  hotel  lobbies.  The  truth  is,  most  of  those  who 
attended  the  meeting  were  busy  with  the  scientific 
program.  Two  innovations  achieved  tremendous  suc- 
cess— the  round  tables  were  popular  beyond  ex- 
pectation and  the  Wednesday  night  banquet  brought 
together  a concourse  of  doctors  and  doctors’  wives 
inspiring  to  behold.  The  Society  is  under  a last- 
ing debt  of  gratitude  to  the  Roanoke  Academy  of 
Medicine  and  its  efficient  Committee  on  Arrange- 
ments. 
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They  Are  Seven. 

The  author  of  Doctors  on  Horseback,  James 
Flexner,  is  the  son  of  a distinguished  American  phy- 
sician. His  mother  was  a Thomas,  of  Baltimore, 
and  on  this  side  of  the  house  also  family  traditions 
led  to  the  healing  art.  With  such  a background  it 
is  understandable  why  the  writer,  though  a news- 
paper man  and  a layman,  has  chosen  to  write  about 
medicine.  In  preparation  for  this  work  he  has  added 
to  the  familial  and  inherited  medical  tradition  the 
advantages  of  a Harvard  education,  newspaper  re- 
porting in  New  York 
City,  a London  residence 
with  frequent  contribu- 
tions to  the  British  press 
and  finally,  on  returning 
to  America,  adventures 
in  fiction  and  biograph- 
ical writing. 

Doctors  on  Horseback 
will  tell  most  doctors 
more  'than  they  ever  knew 
before  about  a group  of 
pioneer  American  phy- 
sicians whom  they  hold 
among  the  foremost 
makers  of  what  has  come 
to  be  regarded  as  dis- 
tinctly American  medi- 
cine. It  will  tell  the 
average  layman  more 
than  that,  for  it  will  in- 
troduce him  to  a few 
medical  figures  of  na- 
tional importance.  For 
both  doctor  and  layman 
Doctors  on  Horseback 
will  prove  good  reading 
for  the  author  knows  how  to  present  an  entertain- 
ing account  of  pioneer  days. 

Mr.  Flexner’s  doctors . on  horseback  are  seven. 
They  might  have  been  more,  but  seven  are  enough 
to  fill  a book  of  350  pages,  not  a line  of  which  is 
dull  reading.  Each  of  the  seven  made  a contribu- 
tion. Several  were  great  only  in  their  day;  several 
have  earned  greatness  that  will  survive  to  the  end 
of  time. 

The  author  begins  his  biographical  sketches  with 
an  account  of  John  Morgan  of  Philadelphia,  “one 


of  the  ablest  students  ever  seen  in  Edinburgh”,  or- 
ganizer of  the  first  American  medical  school,  “the 

i 

only  doctor  [in  the  colony  who  refused  surgical  cases 
and  did  nett  dispense  his  own  drugs”  and  therefore 
the  first  tojrealize  the  necessity  for  specialization  in 
medicine.  ;•  In  spite  of  his  brilliant  beginning  Mor- 
gan ends  is  a disillusioned  recluse,  defeated  bv  the 
ricocheting 'shots  of  his  own  over-reaching  ambition. 
This  proud  surgeon-general  of  the  Continental  Army 
died  “in  a small  hovel  attended  only  by  a washer- 
“The  man  who  once  filled  half  the  world 
with  his  name  has  scarce- 
ly enough  friends  left  to 
bury  him”,  remarked  Dr. 
Benjamin  Rush. 

Dr.  Rush  is  the  sub- 
ject of  Flexner’s  second 
sketch.  He  is  known  to 
most  of  us  as  a signor  of 
the  Declaration  of  In- 
dependence, and  as  the 
most  dominant  medical 
figure  of  his  time.  He 
has  always  been  one  of 
the  most  baffling  of 
American  physicians  to 
estimate  properly.  The 
author  takes  us  behind 
the  scenes  into  the  per- 
sonal life  of  Rush  and 
offers  as  additional  ma- 
terial for  a proper  in- 
terpretation of  his  char- 
acter episodes  in  his 
matrimonial  ventures, 
guesses  at  his  part  in 
the  Conway  Cabal,  and  a 
generous  assortment  of 
instances  of  personal  hatred  sufficient  to  reduce  the 
statue  of  this  great  man  to  the  proportions  of  the 
ordinary  mortal. 

Ephraim  McDowell,  “a  backwoods  Galahad”,  is 
the  subject  of  his  third  sketch.  Virginians  are  nat- 
urally proud  of  the  achievements  of  McDowell  and 
take  it  as  a personal  tribute  when  he  is  hailed  as 
the  father  of  oophorectomy,  because  he  was  born 
in  Rockbridge  County,  Virginia,  lived  there  until 
twelve  years  of  age,  returned  there  to  study  medicine 
under  Alexander  Humphries  and  finally  performed 


woman  . , 
/ 


GEORGE  FRANKLIN  SIMPSON,  D.  D.  S.,  M.  D„ 
President,  Medical  Society  of  Virginia. 
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his  now  historic  operation  upon  a Virginia  woman, 
Mrs.  Thomas  Crawford.  The  description  of  the 
circumstances  of  this  operation  is  one  4>f  the  most 
effective  in  the  book.  It  is  to  be  redretted  that 
Mr.  Flexner’s  attention  was  not  called  to  tjie  fact  that 
Jessee  Bennett,  another  Virginia  backwoofls  surgeon 
in  the  Shenandoah  Valley,  performed  the  first  Caesa- 
rean section  and  the  first  oophorectomy  in  this  coun- 
try in  1794,  fifteen  years  before  McDowfell’s  work 
and  thirty-three  years  before  John  Richmoiid’s.  Had 
he  known  this  he  would  have  avoided  ofie  of  the 
few  serious  errors  of  his  book. 

A genius  on  the  Ohio,  Daniel  Drake,  is  the  next 
figure  to  which  we  are  introduced.  The  '.story  of 
how  this  illiterate  child  of  the  wilderness  Required 
knowledge,  studied  medicine  and  became  the  lead- 
ing figure  of  the  West  is  full  of  human  interest. 
The  author  makes  plain  that  although  Drake  was 
the  “first  person  to  be  vaccinated  beyond  the  Alle- 
ghanies”,  “received  the  first  medical  degree  given  in 
the  West”,  “and  organized  the  first  public  hospital 
in  Cincinnati”,  he  was  nevertheless  of  a most  can- 
tankerous and  jealous  disposition,  a fact  which  par- 
tially explains  why  he  occupied  professorships  in 
more  medical  schools  than  any  other  one  American 
physician  before  or  since.  Drake  himself  once  said 
“medical  schools  have  consumed  me”. 

In  sketching  the  life,  character  and  accomplish- 
ments of  William  Beaumont,  Flexner  has  attempted 
something  that  has  been  done  many  times  before. 
In  this  instance  also  the  author  seems  determined 
to  emphasize  the  disagreeable  weaknesses  and  short- 
comings of  his  protagonist.  Perhaps  he  could  have 
told  us  more  of  what  Beaumont  actually  accom- 
plished and  less  about  his  dislike  for  St.  Martin 
and  his  failure  to  pursue  his  experiments  upon  a 
broader  and  even  more  revealing  basis.  As  in  the 
case  of  most  of  his  other  sketches  he  leaves  us  with 
an  impression  of  his  hero  which  is  far  from  pleasing 
and  makes  one  a bit  suspicious  that  he  has  gone 
out  of  his  way  to  play  the  part  of  a debunking 
biographical  writer. 

The  volume  closes  with  an  account  of  the  dis- 
covery of  anesthesia,  telling  the  story  of  Crawford 
W.  Long,  Horace  Wells,  Charles  T.  Jackson  and 
William  T.  G.  Morton,  and  the  part  they  severally 
played  in  a discovery  that  is  without  doubt  one  of 
the  most  important  in  medical  science.  Southerners 
will  be  inclined  to  wish  that,  after  presenting  so 


clearly  the  evidence  establishing  Long’s  claims  to 
priority  of  discovery,  the  author  should  not  have 
been  willing  to  accord  him  fully  all  the  credit  for 
this  accomplishment.  Long  and  Morton  independ- 
ently discovered  the  same  thing.  They  both  re- 
ported their  results  to  local  medical  organizations, 
the  only  difference  being  that  Long’s  observations 
antedated  Morton’s  by  four  years.  Moreover  Long 
several  years  later  reported  his  discovery  in  writing 
to  the  Georgia  Medical  Society.  Morton  never  pub- 
lished anything  descriptive  of  his  discovery.  He, 
however,  enjoyed  the  advantages  of  greater  notoriety 
consequent  upon  Yankee  enterprise,  as  exhibited  in 
the  enthusiastic  reception  of  his  work  by  the  Bos- 
ton School  of  Medicine  and  the  publicity  they  im- 
mediately gave  it. 

On  the  whole  but  few  flaws  mar  Mr.  Flexner’s 
presentation  of  seven  important  medical  biographies. 
If  we  are  tempted  to  call  Doctors  on  Horseback, 
Doctors  at  Daggers’  Point,  because  every  last  one  of 
these  pioneer  medical  men  fought  so  continually,  we 
must  remind  ourselves  that  pioneer  days  in  other 
professions  were  not  marked  by  serenity,  and,  if  that 
blanket  excuse  does  not  entirely  reclothe  the  clay 
feet  of  the  early  doctors  we  have  been  so  wont  to 
deify,  we  shall  just  have  to  admit  that  Mr.  Flexner 
knows  what  the  public  does  not  always  remember, 
that  the  doctor  is  just  a man  after  all. 

Taking  the  Mystery  Out  of  Medicine. 

The  mystery  and  magic  of  medicine  which  char- 
acterized the  dark  age  of  devils,  drugs  and  doctors, 
is  rapidly  passing,  but  not  fast  enough  for  the  med- 
ical profession  of  the  West  Coast.  Here  we  are 
told  that  the  chief  ambition  of  the  Division  of  Health 
and  Sanitation  of  the  1939  Golden  Gate  Interna- 
tional Exposition  is  to  extract  forever  from  the 
American  scene  the  notion  that  anything  but  com- 
mon sense  and  natural  law  governs  disease  processes 
and  man’s  therapeutic  approach  to  them.  Those  of 
us  who  will  take  the  trouble  to  cross  the  continent 
to  witness  the  wonders  of  this  record-breaking  ex- 
position may  expect  to  see  the  cherished  beliefs  of 
centuries  exploded  before  our  wondering  eyes.  As 
never  before,  the  public  is  to  be  taken  behind  the 
scenes.  How  simple  it  will  be  when  the  man  on 
the  street  realizes  just  how  this  machine  of  ours  is 
constituted  and  runs,  how  plain  are  the  reasons  why 
it  runs  badly,  runs  amuck,  or  refuses  to  run  at  all, 
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and  what  a simple  mechanic  job  it  is  to  repair,  re- 
build and  protect  from  injury.  All  of  this  is  to  be 
made  plain  two  years  hence  on  the  world’s  largest 
man-made  island  in  the  balmy  bay  of  San  Francisco. 

Sulfanilamide  on  Trial. 

This  new  agent  of  chemotherapy  is  now  in  the 
hands  of  the  general  practitioner.  With  him  rather 
than  with  the  experimental  laboratory  rests  the  de- 
cision as  to  the  extent  of  its  future  clinical  useful- 
ness. All  of  the  indications  for  sulfanilamide  are 
at  this  time  not  entirely  clear.  Among  the  cocci  it 
seems  to  carry  a high  degree  of  specificity  for  the 
beta  or  hemolytic  type  of  streptococcus.  For  other 
streptococci  it  appears  to  be  less  effective,  failing  al- 
together in  cases  of  urinary  infection  of  streptococcal 
origin.  Sulfanilamide  is  without  influence  upon 
staphylococci.  In  pneumococcal  infections  there  are 
conflicting  reports.  In  infections  caused  by  the 
gonococcus  it  is  said  to  be  curative  in  a considerable 
percentage  of  cases.  In  meningococcal  meningitis 
some  surprising  results  have  been  reported. 

The  toxic  manifestations  of  this  powerful  thera- 
peutic agent  have  assumed  increasing  importance 
with  wider  clinical  experience.  The  sudden  eleva- 
tions of  temperature  accompanied  by  leucocytosis 
which  come  on  occasionally  after  a week  or  more 
of  medication  with  sulfanilamide  have  occasioned 
considerable  confusion,  but  due  to  the  rapid  excre- 
tion of  the  drug  these  may  speedily  be  eliminated  by 
forcing  fluids  and  withholding  the  medicine.  Se- 
vere anemia,  skin  eruptions,  personality  changes, 
cyanosis,  dizziness,  lassitude,  dyspnoea — any  one  of 
these  complications  may  intervene  and  in  propor- 
tion to  their  severity  dictate  a modification  or  an 
abandonment  of  the  treatment. 

The  recent  newspaper  publicity  given  a number 
of  sulfanilamide  deaths  justifies  continued  caution 
in  this  type  of  therapy.  It  appears  to  be  uncertain 
whether  these  deaths  were  due  to  the  addition  of 
diethylene  glycol  itself  or  to  increased  rate  of  ab- 
sorbability resulting  from  the  combination  of  the 
two  drugs  in  an  elixir. 

Medical  Examiners  for  Virginia. 

The  honorable  office  of  coroner,  formerly  held 
by  none  but  “lawful  and  discreet  knights”  was  long 
identified  with,  and  served  exclusively,  the  English 


crown.  With  wider  functions  it  was  transported  to 
this  country  and  at  least  two  coroners  were  ap- 
pointed annually  in  each  parish  by  the  governor. 
Early  Virginia  coroners  were  not  physicians.  Among 
them  werq  such  distinguished  laymen  as  William 
Randolph,  William  Byrd  and  Richard  Cocke.  Be- 
sides being  required  “to  inquire,  upon  the  body  of 
. . . there  lying  dead,  when,  how  and  by  what  means 
he  came  to  his  death”,  the  coroner  was  occasionally 
requested  to  return  an  account  of  all  waifs,  strays 
and  deodands,  and  occasionally  to  act  as  an  ad- 
ministrator of  the  deceased’s  estate.  Progress  came 
slowly  in  Virginia  in  the  matter  of  coroners,  and  not 
until  1910  was  it  necessary  for  a coroner  to  be  a 
physician. 

In  the  meantime  the  coroner  system  which  had 
been  brought  bodily  to  this  country  had  been  found 
faulty  in  several  states.  Seventy  years  ago  Massa- 
chusetts abolished  this  system,  substituting  in  its 
stead  the  medical  examiner.  Twenty  years  ago  New 
York  followed  suit.  At  present  a law  is  before  the 
Michigan  State  legislature  which  promises  a still 
better  system.  When  this  law  goes  into  effect  Mich- 
igan will  have  a state  medical  examiner,  trained  in 
pathology  and  the  investigation  of  sudden  death, 
who  will  have  at  his  disposal  a central  medico-legal 
laboratory.  Not  the  least  of  his  responsibilities  will 
be  the  supervision  of  the  work  of  county  medical  ex- 
aminers. The  state  medical  examiner  is  to  be  the 
appointee  of  the  governor,  the  county  medical  ex- 
aminers are  to  be  the  appointees  of  the  County 
Boards  of  Supervisors,  their  appointment  having  first 
been  approved  by  the  State  Medical  Examiner. 
Medical  examiners  will  be  impowered  to  examine 
the  bodies  of  all  who  have  died  from  abortion,  in 
jail  or  without  medical  attendance,  within  thirty- 
six  hours  of  their  death,  and,  on  written  order  from 
the  prosecuting  attorney  or  attorney  general,  the  body 
of  any  one  whose  death  occurred  under  suspicious 
circumstances.  The  system  of  coroner’s  juries  will 
be  abolished. 

For  a long  time  there  have  been  murmurings  in 
Virginia  which  lead  us  to  believe  that  the  effete 
system  of  the  coroner  should  be  abolished  here  and 
that  a modern  forward-looking  Commonwealth  like 
Virginia  should  substitute  for  its  present  cumbersome 
political  and  inefficient  methods  the  approved  sys- 
tem of  medical  examiners. 
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Recent  Postgraduate  Courses. 

Since  July  1936,  eleven  circuits  have  been  organ- 
ized for  the  postgraduate  course  in  Obstetrics  and 
Gynecology.  The  doctors  of  fifty-two  counties  have 
thus  been  reached.  Over  180  meetings  have  been 
held  with  a total  attendance  of  approximately  1,000. 
On  these  circuits  something  over  400  different  doc- 
tors have  been  reached  for  lectures  and  consulta- 
tions. Over  95  per  cent  of  the  doctors  reporting  de- 
clare that  the  course  has  been  worth  the  time  and 
money  spent.  During  the  coming  year  Dr.  L.  L. 
Shamburger  will  continue  to  serve  as  instructor  in 
these  courses. 

During  the  period  from  September  12  to  October 
22,  Dr.  Shamburger  has  conducted  a course  in  the 
counties  of  Pulaski,  Montgomery,  and  Giles,  to 
which  doctors  from  Floyd  and  Bland  were  invited 
to  attend.  Meetings  were  held  in  the  cities  of  Pulaski, 
Christiansburg,  Blacksburg,  and  Pearisburg.  The 
interest  and  attendance  in  these  places  have  been 
especially  good.  The  following  doctors  have  attended 
one  or  more  of  the  meetings: 


Pulaski 

Dr.  Hugh  P.  Brown 
Dr.  W.  W.  Cummings 
Dr.  D.  S.  Divers 
Dr.  H.  R.  Farley 
Dr.  C.  W.  Hickam 
Dr.  H.  M.  Kelso 
Dr.  W.  I.  Owens 
Dr.  R.  F.  Thornhill 
Dr.  R.  H.  Woolling 


Christiansburg 
Dr.  S.  J.  Beeken 
Dr.  S.  D.  Carey 
Dr.  Thos.  H.  Clarke 
Dr.  R.  M.  DeHart 
Dr.  H.  D.  Fitzpatrick 
Dr.  R.  H.  Grubbs 
Dr.  J.  M.  Harman 
Dr.  W.  K.  Lloyd 
Dr.  S.  H.  Nixon 
Dr.  J.  C.  Rutrough 
Dr.  A.  M.  Showalter 


Pearisburg 
Dr.  E.  S.  Carr 
Dr.  W.  C.  Caudill 
Dr.  W.  H.  Hale 
Dr.  H.  G.  Johnston 
Dr.  Luther  B.  Lowe 
Dr.  Jas.  W.  Miller 
Dr.  M.  C.  Newton 
Dr.  S.  A.  Tuck 

In  addition  there  have  been  a number  of  nurses 
in  attendance. 

Present  and  Future  Courses. 

The  twelfth  circuit  is  now  being  held  in  Roanoke, 
Franklin,  Botetourt,  Craig,  and  Patrick  counties,  hav- 
ing started  the  week  of  October  24.  Following  this  cir- 
cuit Dr.  Shamburger  will  be  joined  by  Dr.  Robert 
Hightower  for  a combined  course  in  Obstetrics, 
Gynecology  and  Pediatrics  to  be  offered  on  the  East- 
ern Shore.  As  has  been  announced  Dr.  Hightower 
was  recently  appointed  instructor  in  Pediatrics  and 
will  arrive  in  Virginia  on  December  1 from  Har- 
vard University  Medical  School  where  he  has  been 
engaged  in  similar  work. 

Early  in  the  new  year  arrangements  will  be  made 
to  offer  a few  short  postgraduate  courses  in  Internal 
Medicine.  The  December  issue  of  the  Virginia 
Medical  Monthly  will  contain  an  outline  of  the 
plan  under  which  these  courses  may  be  offered  in 
the  various  localities  in  the  state.  In  the  meantime 
Local  Societies  wishing  to  arrange  for  courses  in 
Internal  Medicine,  Obstetrics,  Pediatrics,  or  a com- 
bination course,  should  address  George  B.  Zehmer, 
Executive  Secretary,  Box  1487,  University,  Virginia. 


Blacksburg 
Dr.  F.  B.  Huffman 
Dr.  F.  K.  Lucas 
Dr.  C.  F.  Manges 
Dr.  D.  S.  Phlegar 
Dr.  Elizabeth  Saunders 


Proceedings  of  Societies 


The  Orange  County  Medical  Society 

Held  its  monthly  meeting  for  October  in  the  of- 
fice of  Dr.  Lewis  Holladay  in  Orange,  at  which 
time  plans  were  discussed  for  creating  interest  in 
the  society  and  increasing  membership,  so  that  the 


coming  year  promises  to  be  a helpful  one.  The 
election  of  officers  was  held  and  the  following  named: 
President,  Dr.  J.  P.  Hankins  of  Orange;  vice-presi- 
dent, Dr.  E.  B.  Dovell  of  Union ville;  and  secretary, 
Dr.  G.  R.  Elliott  (re-elected)  of  Orange. 
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The  Danville  - Pittsylvania  Academy  of 

Medicine, 

At  its  September  meeting,  elected  to  membership 
Dr.  Girard  V.  Thompson  and  Dr.  B.  R.  Allen,  both 
of  Chatham,  Va.  At  this  meeting  held  in  Danville, 
Dr.  F.  Bayard  Carter,  professor  of  obstetrics  and 
gynecology  at  Duke  University  School  of  Medicine, 
spoke  on  “Toxemias  of  Pregnancy,”  and  Dr.  Wil- 
burt  C.  Davison,  dean  and  professor  of  pediatrics 
at  Duke,  spoke  on  “Sulfanilamide  Therapy.” 

The  Pittsylvania  County  division  of  the  Academy, 
at  its  meeting  on  September  23rd,  elected  delegate 
and  alternate  to  the  State  Society  meeting,  so  that 
the  county  as  well  as  the  city  was  represented  for 
the  first  time.  Dr.  J.  C.  Anderson  and  Dr.  C.  D. 
Bennett,  both  of  Chatham,  are  president  and  secre- 
tary, respectively,  of  the  county  section,  with  Dr. 
P.  W.  Miles  and  Dr.  S.  C.  Hall  of  Danville,  as 
president  and  secretary  of  the  joint  organization. 

The  Northampton  County  Medical  Society 

Held  its  regular  quarterly  meeting  on  October  6th, 
at  which  time  Dr.  Joseph  Edward  Gladstone  of 
Exmore  was  elected  to  membership  and  Dr.  James 
N.  Dudley,  director  of  the  Northampton  County 
Health  Department  since  July  1st,  to  honorary  mem- 
bership. Dr.  W.  Carey  Henderson  presented  two 
case  reports  of  the  treatment  of  bullet  wounds  of  the 
abdomen,  and  Dr.  Dudley  read  a paper  on  “The 
Duties  and  Responsibilities  of  the  Health  Depart- 
ment.” 

The  Lynchburg  Academy  of  Medicine 

Met  in  regular  session  in  the  Elk’s  Club  on  Octo- 
ber 4th,  with  the  President  Dr.  John  Wyatt  Davis, 
Sr.,  of  Lynchburg,  presiding. 


Dr.  J.  R.  Gorman  notified  the  Academy  of  his 
inability  to  attending  the  State  meeting  in  Roanoke 
as  a delegate,  and  Dr.  S.  E.  Oglesby,  alternate  dele- 
gate, was  appointed  in  his  place. 

Dr.  Herbert  Rudolph  Hartwell  of  Bedford,  Va., 
was  elected  to  membership.  The  business  session 
was  followed  by  an  interesting  paper  by  Dr.  G.  B. 
Arnold  of  the  State  Colony  on  “Insulin  Treatment 
for  Dementia  Praecox”  which  was  well  received  and 
discussed  by  Dr.  H.  C.  Brownley.  A one-reel  motion 
picture  from  Davis  and  Geek,  Inc.,  on  “Phrenicec- 
tomv  and  Phrenic  Crushing”  was  presented  by  Dr. 
W.  F.  Thornton. 

The  secretary  of  the  Academy  is  Dr.  C.  E.  Keefer 
of  Lynchburg. 

The  Clinch  Valley  Medical  Society 

Held  its  regular  meeting  on  September  25th,  at 
Norton,  Va.,  under  the  presidency  of  Dr.  S.  H. 
Rivers,  of  Calvin.  The  meeting  was  well  attended 
and  the  following  program  presented:  Silicosis  by 
Dr.  George  B.  Lawson;  Fracture  of  the  Forearm  by 
Dr.  Roy  M.  Hoover;  Roentgen  Ray  Treatment  of 
Malignancies  and  Infections  by  Dr.  Charles  H. 
Peterson;  Carcinoma  of  the  Cervix  by  Dr.  Alfred 
P.  Jones;  and  Developing  Child  Health  by  Dr. 
A.  L.  Carson.  All  speakers  are  from  Roanoke  ex- 
cept Dr.  Carson,  who  is  with  the  State  Department 
of  Health  in  Richmond. 

At  the  business  meeting,  officers  were  elected  as 
follows:  President,  Dr.  R.  L.  Phipps,  Clintwood; 
vice-presidents,  Drs.  E.  P.  Cox,  Norton,  and  V.  W. 
Quillen,  Nickelsville;  and  secretary-treasurer,  Dr. 
C.  B.  Bowyer,  Stonega  (re-elected). 

The  spring  meeting  of  the  Society  will  be  held 
in  Norton. 


News  Note  s 


A Good  Time  Was  Had  By  All. 

Such  seemed  the  sentiments  of  all  who  attended 
the  sixty-eighth  annual  meeting  of  the  Medical  So- 
ciety in  Roanoke,  October  12th,  13th  and  14th,  with 
members  of  the  Roanoke  Academy  of  Medicine  as 
hosts.  The  attendance  was  excellent,  five  hundred 
and  five  doctors  having  registered,  though  it  was 
found  later  that  a few  had  failed  to  fill  out  cards. 


A large  number  of  ladies  and  exhibitors  increased 
the  attendance  considerably. 

On  Tuesday  afternoon,  the  House  of  Delegates 
held  a short  session  in  order  that  members  might 
attend  the  clinics  by  Dr.  Frank  H.  Lahey  of  Boston, 
on  “Thyroids”  and  by  Dr.  W.  McK.  Craig  of 
Rochester,  Minn.,  on  “Surgical  Treatment  of  Hyper- 
tension.” These  brought  out  a large  attendance 
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which  was  duplicated  that  evening  when  the  presi- 
dent, Dr.  J.  Morrison  Hutcheson  of  Richmond,  gave 
his  address  entitled  “The  Functions  of  the  State 
Society.”  He  was  followed  by  Dr.  Russell  L.  Cecil, 
former  Virginian  now  of  New  York  City,  one  of  his 
guests,  who  spoke  on  “Pneumonia  as  a Public  Health 
Problem.” 

There  was  some  activity  to  fill  every  minute  on 
Wednesday  morning  and  afternoon,  including  med- 
ical and  surgical  sections  in  the  morning,  and  the 
showing  of  the  motion  picture  film,  “The  Birth  of 
a Baby.”  This  was  sponsored  by  the  Maternal  Wel- 
fare Committee  of  the  Society  and  was  well  attended 
as.  also  were  the  two  sections.  That  afternoon,  Dr. 
Thomas  Parran,  surgeon  general  of  the  U.  S.  Public 
Health  Service,  invited  guest,  spoke  to  a crowded 
house  on  “The  Part  of  the  Practicing  Physician  in 
Syphilis  Control.”  An  innovation  on  Wednesday 
afternoon  in  the  form  of  round-table  discussions  on 
a variety  of  subjects  proved  quite  a success,  every 
member  being  able  to  find  something  to  his  liking. 

Another  new  feature  of  this  meeting  was  a sub- 
scription dinner  on  Wednesday  evening,  with  music 
and  a floor  show.  This  proved  most  popular  and 
the  local  committee  is  to  be  congratulated  upon  the 
talent  secured.  The  golfers  were  in  the  limelight  on 
this  occasion  also,  prizes  being  awarded  to  the  win- 
ners of  the  tournament  held  on  Tuesday  morning — 
Dr.  I.  R.  Wagner  of  Oteen,  N.  C.,  for  low  net  score, 
Dr.  R.  H.  DuBose  of  Roanoke,  for  low  gross,  and 
Dr.  E.  H.  Luck  of  Roanoke  for  low  puts. 

The  attendance  held  up  well  for  the  last  session 
on  Thursday  morning  which  included  a number 
of  interesting  papers. 

Exhibits,  scientific  and  technical,  were  well  dis- 
played and  attracted  favorable  comment. 

Minutes  of  the  business  sessions  will  appear  in 
the  December  issue  of  the  Monthly.  It  is  of  in- 
terest to  note,  however,  that  Dr.  G.  F.  Simpson 
of  Purcellville,  succeeded  to  the  presidency  and  Dr. 
Alex.  F.  Robertson,  Jr.,  of  Staunton  was  named 
president-elect.  The  vice-presidents  are  Dr.  W.  L. 
Powell  of  Roanoke,  Dr.  J.  M.  Shackelford  of  Mar- 
tinsville, and  Dr.  F.  O.  Plunkett  of  Lynchburg.  Dr. 
Walter  B.  Martin  of  Norfolk,  and  Dr.  J.  C.  Flippin 
of  the  University  of  Virginia,  were  elected  delegates 
to  the  American  Medical  Association  for  a term  of 
two  years,  Dr.  Wright  Clarkson  of  Petersburg,  con- 
tinuing in  office,  and  Dr.  Carrington  Williams  of 


Richmond,  and  Dr.  Julian  L.  Rawls  of  Norfolk, 
were  named  alternates  with  Dr.  Roshier  W.  Miller 
of  Richmond,  holding  over  for  another  year.  Coun- 
cilors for  the  odd  numbered  districts  had  to  be  se- 
lected at  this  meeting  and  were  named  as  follows: 
Dr.  Griffin  W.  Holland  of  Eastville;  Dr.  Roshier 
W.  Miller  of  Richmond ; Dr.  W.  C.  Akers  of  Stuart ; 
Dr.  C.  O.  Dearmont  of  White  Post;  and  Dr.  C.  B. 
Bowyer  of  Stonega.  Those  in  the  even  numbered 
districts  remain  in  office  for  another  year. 

Invitations  for  the  1938  meeting  were  received 
from  the  Danville-Pittsylvania  Academy  of  Medi- 
cine for  Danville,  and  also  from  the  Hotel  Cham- 
berlain at  Old  Point  Comfort  and  the  Cavalier  Hotel 
at  Virginia  Beach.  Being  put  to  vote,  it  was  decided 
to  hold  the  next  meeting  in  Danville. 

The  presence  of  the  ladies  added  much  to  the 
spirit  of  the  meeting  personally  and  because  of  their 
loyalty  and  wish  to  cooperate  in  every  way  for  the 
good  of  the  organization.  A report  on  the  activities 
of  the  Woman’s  Auxiliary  appears  in  their  depart- 
ment in  this  issue  of  the  Monthly. 

The  Virginia  Roentgen  Ray  Society 

Sponsored  one  of  the  round-table  discussions  at 
the  Roanoke  meeting  of  the  State  Society,  following 
which  they  held  a short  business  session  and  re- 
elected officers  of  the  past  year,  as  follows : Presi- 
dent, Dr.  Fred  M.  Hodges  of  Richmond;  vice-presi- 
dent, Dr.  J.  T.  McKinney  of  Roanoke;  and  secre- 
tary, Dr.  Vincent  W.  Archer  of  the  University  of 
Virginia. 

The  Virginia  Orthopedic  Society 

Held  a formal  meeting  in  Roanoke  on  October 
13th,  following  the  round-table  discussion  which 
was  sponsored  by  this  society.  Dr.  C.  E.  Keefer  of 
Lynchburg,  and  Dr.  George  A.  Duncan  of  Norfolk, 
were  elected  to  membership.  Officers  for  the  com- 
ing year  are:  President,  Dr.  Foy  Vann  of  Norfolk, 
and  secretary,  Dr.  Bernard  H.  Kyle  of  Lynchburg. 

The  Virginia  Pediatric  Society 

Held  a luncheon  meeting  in  Roanoke  at  the  time 
of  the  State  Society  meeting  and  named  the  fol- 
lowing officers  for  the  coming  year:  President, 
Dr.  W.  Ambrose  McGee  of  Richmond;  vice-presi- 
dent, Dr.  T.  D.  Walker  of  Newport  News;  and 
secretary,  Dr.  John  M.  Bishop  of  Roanoke.  Drs. 
C.  E.  Conrad  and  J.  B.  McKee  of  this  Society  con- 
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ducted  a round-table  discussion  later  in  the  after- 
noon. The  members  voted  to  hold  their  clinical 
meeting  in  the  Spring  of  1938 — probably  the  latter 
part  of  April  or  early  in  May. 

The  Virginia  Society  of  Obstetricians  and 

Gynecologists 

Had  a get-together  meeting  in  Roanoke  on  Wed- 
nesday of  the  State  Society  meeting  dates.  Dr. 
F.  O.  Plunkett  of  Lynchburg,  was  elected  president 
for  the  coming  year;  Dr.  C.  J.  Andrews  of  Norfolk, 
vice-president,  and  Dr.  E.  S.  Groseclose  of  Lynch- 
burg, was  re-elected  secretary. 

Drs.  M.  P.  Rucker  and  A.  M.  Groseclose,  mem- 
bers of  this  organization,  acted  as  leaders  for  one 
of  the  round-table  discussions  of  the  State  meeting. 

The  Virginia  Urological  Society 

Held  its  annual  luncheon  meeting  in  Roanoke  at 
the  Shenandoah  Club  on  October  13th,  second  day 
of  the  meeting  of  the  State  Society.  At  this  time 
the  following  officers  were  elected  for  the  year  1937- 
38:  President,  Dr.  W.  W.  S.  Butler,  Roanoke;  vice- 
president,  Dr.  Lawrence  T.  Price,  Richmond;  and 
secretary-treasurer,  Dr.  Linwood  D.  Keyser  (re- 
elected), Roanoke.  Later  in  the  afternoon,  as  part 
of  the  program  of  the  Medical  Society  of  Virginia, 
the  Urological  Society  sponsored  a round-table  dis- 
cussion on  “The  Modern  Treatment  of  Non-Venereal 
Urinary  Tract  Infections”,  with  Dr.  A.  I.  Dodson 
of  Richmond  and  Dr.  Keyser  of  Roanoke  as  leaders. 

The  Virginia  Section  of  the  American  Col- 
lege of  Physicians 

Selected  the  time  of  the  State  meeting  as  the  oc- 
casion for  a dinner  meeting  at  the  Shenandoah  Club, 
under  the  presidency  of  Dr.  Walter  B.  Martin  of 
Norfolk.  Dr.  J.  W.  Preston  and  Dr.  George  B. 
Lawson,  both  of  Roanoke,  were  named  as  president 
and  secretary,  respectively. 

Southern  Medical  Association. 

The  thirty-first  annual  meeting  of  the  Associa- 
tion is  to  be  in  New  Orleans,  La.,  November  30th, 
December  1st,  2nd  and  3rd  and,  as  usual,  will  hold 
much  interest  for  every  one  who  attends.  There 
are  a large  number  of  sections  and  scientific  and 
technical  exhibits  of  a high  order.  As  in  the  past, 
several  affiliated  medical  organizations  will  hold  ses- 
sions during  the  time  of  this  meeting  also.  All  mem- 
bers of  state  and  county  medical  societies  in  the 


South  are  cordially  invited  to  attend.  Dr.  Frank 
K.  Boland  of  Atlanta,  Ga.,  is  this  year’s  president. 

Further  details  about  the  meeting  may  be  obtained 
from  the  Society’s  headquarters  in  Empire  Build- 
ing, Birmingham,  Ala. 

The  Seaboard  Medical  Association  of'  Vir- 
ginia and  North  Carolina 

Will  meet  at  the  Cavalier  Hotel,  Virginia  Beach, 
December  7th,  8th  and  9th,  under  the  presidency 
of  Dr.  P.  St.  L.  Moncure  of  Norfolk,  Va.  A fine 
program  is  in  the  making  and  all  doctors  and  their 
families  are  invited.  The  hotel  is  offering  special 
rates  for  those  attending  this  meeting.  For  further 
information,  write  Dr.  Clarence  Porter  Jones,  secre- 
tary, Newport  News,  Va. 

Married. 

Dr.  Potter  A.  Richards,  Vinton,  Va.,  and  Miss 
Margaret  Frances  Morrison,  of  Rockbridge  County, 
Va.,  September  18th. 

Dr.  Adlai  Stephenson  Lilly,  Richmond,  Va.,  and 
Mrs.  Sarah  Bugg  Gholson  of  Henderson,  N.  C., 
October  23rd. 

Dr.  Charles  Louis  Gilbert,  class  of  ’32,  Univer- 
sity of  Virginia,  Department  of  Medicine,  now  of 
New  York  City,  and  Miss  Minnie  Fox  Hopkins, 
also  of  New  York,  October  23rd. 

The  South  Piedmont  Medical  Society 

Will  hold  its  semi-annual  meeting  in  Lynchburg, 
Va.,  Tuesday,  November  16th.  In  addition  to  the 
volunteer  papers,  there  will  be  a symposium  on  Dis- 
eases of  the  Respiratory  Tract,  divided  as  follows: 

Respiratory  Infections  of  the  Lung,  by  Dr.  E.  B. 
Robertson,  Danville;  Respiratory  Diseases  of  the 
Nose  and  Throat,  by  Dr.  James  Morrison,  Lynch- 
burg; Surgical  Diseases  of  the  Lung,  by  Dr.  R.  H. 
Fuller  of  South  Boston. 

These  meetings  are  always  interesting  and  a good 
attendance  is  expected.  Dr.  A.  P.  Bohannon  of  Vir- 
gilina  is  president  and  Dr.  J.  A.  Owen  of  Turbe- 
ville,  secretary. 

Added  to  Staff  of  City  Coroners. 

Dr.  George  Zur  Williams,  assistant  professor  of 
pathology  at  the  Medical  College  of  Virginia,  has 
just  been  added  to  the  staff  of  city  coroners  of  Rich- 
mond, Va.,  and  assigned  to  duty  on  the  southside,  to 
fill  the  vacancy  caused  by  the  death  of  Dr.  S.  J. 
Baker.  Dr.  Williams  was  born  in  Korea,  where  his 
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parents  were  stationed  as  missionaries,  and  graduated 
in  medicine  from  the  University  of  Colorado.  He 
served  as  a city  coroner  of  Denver  for  a time  before 
coming  to  Richmond.  Richmond’s  other  city  coro- 
ners are  Drs.  J.  Hamilton  Scherer  and  Dr.  Paul 
Rimmelstiel,  also  connected  with  the  Medical  Col- 
lege of  Virginia. 

State  Health  Department  Personnel  Notes. 

Dr.  Sheldon  D.  Carey,  health  officer  of  Montgom- 
ery County,  resigned  September  30th,  to  enter  pri- 
vate practice,  and  is  now  located  at  Floyd,  Va. 

Dr.  G.  R.  Carpenter  has  been  appointed  health 
officer  of  the  Washington-Bristol  Health  District. 

Dr.  C.  L.  Riley  has  been  appointed  health  officer 
of  the  Peninsula  Health  District. 

Dr.  V.  A.  Turner  has  been  named  health  officer 
of  the  Buchanan-Russell-Tazewell  Health  District  to 
succeed  Dr.  Charles  L.  Savage  who  is  one  of  the 
health  officers  who  has  left  to  take  a course  at  the 
Johns  Hopkins  School  of  Hygiene  and  Public 
Health. 

Lee  County  Health  Department  started  operating 
as  a single  unit  on  October  1,  1937.  Dickenson  and 
Wise  Counties,  with  which  Lee  County  has  been  as- 
sociated since  the  joint  health  department  was  or- 
ganized in  January,  1935,  will  continue  as  a dis- 
trict with  Dr.  J.  R.  Massie  as  health  officer. 

Virginia  Doctor  Receives  Honor. 

The  Fifth  International  Congress  on  Radiology, 
representing  thirty-nine  countries,  was  held  in  Chi- 
cago, recently,  at  which  time  there  were  a number 
of  exhibits  from  all  parts  of  the  world.  Dr.  Fred 
M.  Hodges  of  Richmond,  Va.,  was  among  the  ex- 
hibitors and  received  a certificate  of  merit  for  his 
work. 

Dr.  Clarence  Porter  Jones,  Jr., 

Class  of  ’34,  Medical  College  of  Virginia,  has 
located  in  Newport  News,  Va.,  at  3117  West  Avenue, 
and  is  engaged  in  the  general  practice  of  medicine. 
After  graduation,  Dr.  Jones  spent  two  years  in  hos- 
pitals on  the  Pacific  Coast  and,  on  his  return  to 
Virginia,  practiced  for  sixteen  months  at  Craigsville, 
Va. 

Dr.  Paul  C.  Colonna, 

Former  Virginian  who  has  been  practicing  in 
New  York,  City  for  some  years,  has  been  appointed 
professor  of  orthopedic  surgery  and  director  of  or- 
thopedics in  the  Crippled  Children’s  Hospital  at  the 


University  of  Oklahoma  School  of  Medicine,  Okla- 
homa City,  and  entered  upon  his  duties  there  on 
November  1st.  This  is  a 200-bed  hospital  and 
cares  for  most  of  the  orthopedic  surgery  through- 
out Oklahoma.  Dr.  Colonna  has  been  specializing 
in  this  work  and  is  well  fitted  for  his  new  position. 

Dr.  Meyer  Cohen, 

An  alumnus  of  the  Medical  College  of  Virginia, 
recently  located  at  Yorktown,  Va.,  is  taking  a post- 
graduate course  in  radiology  at  the  University  of 
Pennsylvania  Graduate  School  of  Medicine. 

Dr.  Robert  J.  Payne, 

Who  has  practiced  in  Fredericksburg,  Va.,  since 
1908,  has  moved  to  his  farm  “Meadow  Brook”  at 
Stafford,  Va. 

The  Southern  Tuberculosis  Conference 

Met  jointly  with  the  Southern  Sanatorium  Asso- 
ciation in  Richmond,  September  29th  through  Octo- 
ber 1st,  under  the  presidencies  of  Dr.  Edward  J. 
Murray,  Lexington,  Ky.,  of  the  Conference,  and  Dr. 
John  Donnelly,  of  Charlotte,  N.  C.,  of  the  Associa- 
tion. There  were  about  five  hundred  delegates  pres- 
ent. Clinics  and  discussions  were  held  by  promi- 
nent doctors  and  laymen,  the  conference  ending  with 
a trip  to  Williamsburg,  Yorktown  and  Jamestown. 

Dr.  Paul  H.  Ringer,  Asheville,  N.  C.,  was  elected 
president  of  the  Southern  Tuberculosis  Conference, 
with  Mrs.  May  McC.  Pynchon,  of  Jacksonville,  Fla., 
as  vice-president,  and  J.  P.  Kranz,  Nashville,  Tenn., 
re-elected  secretary-treasurer. 

The  Southern  Sanatorium  Association  elected  Dr. 
J.  D.  Riley,  of  Booneville,  Ark.,  as  president;  Dr. 
J.  B.  Nicholls,  Catawba  Sanatorium,  Va.,  vice-presi- 
dent; and  Dr.  Lucian  Todd,  Augusta,  Ga.,  secre- 
tary. 

Next  year’s  conferences  will  be  held  in  Louis- 
ville, Ky.,  and  in  1939  they  will  be  in  Charleston, 
S.  C. 

The  University  of  Virginia,  Department  of 

Medicine, 

Will  hold  its  Twentieth  Post-Graduate  Clinic  at 
the  University  Hospital  on  November  5th.  Included 
among  the  speakers  will  be  Dr.  Hugh  H.  Young 
from  Johns  Hopkins  University.  There  will  also 
be  a report  on  the  drug  Sulfanilamide.  The  pro- 
gram will  begin  at  9 :30  A.  M.  and  continue  through- 
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out  the  day.  Members  of  the  profession  are  cordially 
invited  to  attend  this  program. 

The  Norfolk  and  Western  Railway  Surgeons’ 
Association, 

At  its  meeting  held  in  New  York,  September  29tli 
and  30th,  elected  Dr.  C.  C.  Coleman  of  Richmond 
as  president,  and  re-elected  Dr.  T.  D.  Armistead  of 
Roanoke  as  secretary-treasurer.  Dr.  Henry  D.  Gil- 
mer of  Hagerstown,  Md.,  was  elected  first  vice- 
president. 

Dr.  W.  R.  Whitman,  Roanoke,  Va.,  chief  surgeon 
of  the  Railway,  was  presented  with  a silver  service 
by  his  colleagues. 

Dr.  T.  Allen  Kirk, 

Roanoke,  Va.,  was  elected  president  of  the  Amer- 
ican Rose  Society  at  its  meeting  in  that  city  on 
October  7th  and  8th. 

Dr.  E.  W.  Buckingham, 

Newport  News,  Va.,  has  been  named  as  public 
health  surgeon  of  that  city  to  succeed  the  late  Dr. 
Samuel  Downing. 

Dr.  Horton  R.  Casparis, 

Professor  of  pediatrics  at  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn.,  was  the  guest 
speaker  before  the  Norfolk  County  Medical  Society 
on  September  28th,  his  subject  being  “Medical  As- 
pects of  Child  Training.” 

Ex-Interns’  Association  of  St.  Elizabeth’s 
Hospital. 

The  fourteenth  annual  meeting  of  this  Associa- 
tion was  held  in  Richmond,  Va.,  on  October  5th, 
with  Dr.  W.  K.  Dix  of  Richmond,  president,  presid- 
ing. There  were  seventeen  members  in  attendance. 
In  the  morning,  operations  and  clinics  were  held 
at  the  hospital,  and,  in  the  afternoon,  papers  were 
presented  by  Drs.  W.  K.  Dix,  Richmond;  E.  L. 
Caudill,  Elizabethton,  Tenn. ; Paul  McBee,  Bakers- 
ville,  N.  C. ; J.  H.  Farrow,  New  York  City;  and 
H.  H.  Harris,  Anderson,  S.  C.  The  members,  guests, 
and  their  wives  were  entertained  at  supper  by  Dr. 
and  Mrs.  J.  Shelton  Horsley,  at  their  home,  “Grey- 
stone.” 

The  following  officers  were  elected:  President, 
Dr.  j.  H.  Farrow,  New  York  City;  vice-president, 
Dr.  J.  Meriwether  Hurt,  Blackstone;  and  secretary- 
treasurer,  Dr.  John  S.  Horsley,  Jr.  (re-elected), 
Richmond. 


The  Jefferson  Medical  College. 

The  113th  annual  session  was  inaugurated  Sep- 
tember 20,  1937,  with  Mr.  Robert  P.  Hooper,  presi- 
dent of  the  Board  of  Trustees,  presiding.  The  in- 
troductory lecture  was  delivered  by  George  Russell 
Bancroft,  Ph.  D.,  D.  Sc.,  professor  of  physiological 
chemistry  and  toxicology,  on  “Some  Goals  in  Med- 
ical Study.” 

Dr.  Ross  V.  Patterson,  the  dean  of  the  college, 
welcomed  the  503  members  of  the  student  body.  Of 
this  number,  138  are  new  students,  130  admissions 
to  the  first-year  class. 

The  members  of  the  first-year  class  were  prepared 
for  medical  study  in  sixty-three  different  institutions. 
All  of  them  have  pursued  and  completed  four  years 
of  preliminary  and  preparatory  study  and  graduated 
from  these  institutions  before  being  admitted  to  the 
medical  course. 

Geographically,  twenty-one  states,  insular  posses- 
sions, and  foreign  countries  are  represented,  as  fol- 
lows: Pennsylvania,  New  Jersey,  Rhode  Island, 
Massachusetts,  North  Carolina,  Ohio,  West  Virginia, 
Indiana,  Maine,  Maryland,  Missouri,  New  York, 
Delaware,  Georgia,  Kansas,  Michigan,  South  Caro- 
lina, Hawaii,  Puerto  Rico,  Iran,  Korea. 

Dr.  Sam  Silver, 

Class  of  ’34,  Medical  College  of  Virginia,  has 
opened  offices  in  Fishburne  Building,  Waynesboro, 
Va.,  for  the  general  practice  of  medicine. 

Dr.  Linwood  D.  Keyser, 

Roanoke,  Va.,  will  deliver  an  address  on  Novem- 
ber 9th,  before  the  Post-Graduate  Fortnight  meet- 
ing on  genito-urinary  diseases,  which  is  being  pre- 
sented under  the  auspices  of  the  New  York  Academy 
of  Medicine.  The  subject  of  his  address  will  be 
“Calculous  Disease  in  the  Urinary  Tract:  The  For- 
mation of  Stone”. 

News  Notes  from  Duke  University  School 

of  Medicine. 

The  following  new  members  were  added  recently 
to  the  faculty  of  the  School  of  Medicine:  Dr.  Barnes 
Woodhall,  Assistant  Professor  of  Neuro-Surgery,  Dr. 
Fenox  D.  Baker,  Instructor  in  Surgery,  and  Dr. 
Ross  C.  MacCardle,  Instructor  in  Anatomy. 

On  September  30th,  the  School  of  Medicine  com- 
menced its  autumn  quarter  with  a total  of  245  stu- 
dents enrolled,  and  on  October  4th,  the  School  of 
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Nursing,  with  a total  of  eighty-four  students  en- 
rolled. 

Dr.  Alfred  R.  Shands,  Jr.,  Associate  Professor  of 
Surgery,  in  charge  of  Orthopedics,  has  been  ap- 
pointed Medical  Director  of  The  Nemours  Founda- 
tion for  the  Care  and  Treatment  of  Crippled  Chil- 
dren. 

Postgraduate  Symposium  at  Duke  University. 

A symposium  on  the  Diseases  of  Women  and 
Children,  to  which  all  the  members  of  the  medical 
profession  are  invited,  will  be  held  at  Duke  Uni- 
versity Thursday,  Friday  and  Saturday,  November 
11,  12  and  13,  1937.  The  following  speakers  will 
participate  in  the  program:  Dr.  C.  A.  Aldrich,  As- 
sociate Professor  of  Pediatrics,  Northwestern  Uni- 
versity Medical  School,  Dr.  Horton  Casparis,  Pro- 
fessor of  Pediatrics,  Vanderbilt  University  Medical 
School,  Dr.  Willard  Richardson  Cooke,  Professor  of 
Obstetrics  and  Gynecology,  University  of  Texas 
Medical  School,  Dr.  Julius  H.  Hess,  Professor  of 
Pediatrics,  University  of  Illinois  Medical  School,  Dr. 
Howard  Francis  Kane,  Professor  of  Obstetrics  and 
Gynecology,  George  Washington  University  Medical 
School,  Dr.  Foster  Standish  Kellogg,  Harvard  Med- 
ical School,  Dr.  George  W.  Kosmak,  Editor,  Amer- 
ican Journal  of  Obstetrics  and  Gynecology,  Dr. 
Esther  L.  Richards,  Associate  Professor  of  Psy- 
chiatry, The  Johns  Hopkins  University  School  of 
Medicine,  and  Dr.  Charles  Hendee  Smith,  Professor 
of  Pediatrics,  New  York  University  Medical  School. 
Acceptances  of  several  others  are  pending. 

The  American  Board  of  Obstetrics  and  Gyne- 
cology 

Will  hold  its  next  examinations  (written  and  re- 
view of  case  histories)  for  Group  B candidates  in 
various  cities  of  the  United  States  and  Canada  on 
Saturday,  November  6,  1937,  and  Saturday,  Feb- 
ruary 5,  1938.  Application  for  admission  to  these 
examinations  must  be  filed  on  an  official  application 
form  in  the  office  of  the  Secretary  at  least  sixty  days 
prior  to  these  dates. 

The  general  oral,  clinical  and  pathological  ex- 
aminations for  all  candidates  (Groups  A and  B) 
will  be  conducted  by  the  entire  Board,  meeting  in 
San  Francisco,  Calif.,  on  June  13  and  14,  1938, 
immediately  prior  to  the  meeting  of  the  American 
Medical  Association. 


Application  for  admission  to  Group  A exami- 
nations must  be  on  file  in  the  Secretary’s  Office  be- 
fore April  1,  1938. 

For  further  information  and  application  blanks 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pa. 

The  Southern  Branch  of  the  American  Pub- 
lic Health  Association 

Will  hold  its  annual  meeting  concurrently  with 
the  annual  conference  of  the  Southern  Medical  As- 
sociation in  New  Orleans  on  November  31st  and 
December  1st.  Those  interested  in  health  work  will 
find  this  meeting  well  worthwhile. 

Spring  Graduate  Course  at  Gill  Memorial 
Hospital. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, Roanoke,  Va.,  will  hold  its  twelfth  Annual 
Spring  Graduate  Course  April  4-9,  1938,  and  a num- 
ber of  doctors  of  national  reputation  will  appear  on 
the  program.  The  class  will  be  limited  strictly  to* 
fifty. 

Dr.  H.  Cantor, 

Petersburg,  Va.,  was  among  those  who  attended  the 
Clinical  Congress  of  the  American  College  of  Sur- 
geons in  Chicago. 

Former  Interns  of  Medical  College  of  Vir- 
ginia Honor  Dr.  Call. 

A portrait  of  the  late  Dr.  Manfred  Call  has  been 
given  the  Medical  College  of  Virginia  by  former  in- 
terns of  the  hospital  division,  with  the  formal  presen- 
tation to  take  place  in  the  spring  when  the  Ex- 
Interns’  Association  meets.  Dr.  Call  was  dean  of  the 
School  for  seven  years  and  served  as  professor  of 
clinical  medicine  for  about  thirty  years. 

Dr.  E.  K.  Disney, 

Recently  at  McClure,  Va.,  announces  that  he  is 
now  located  at  Whitman,  W.  Va. 

The  Pan  American  Medical  Association 

Is  progressing  nicely  with  plans  for  its  seventh 
cruise  congress  to  be  held  in  the  form  of  a cruise 
to  Cuba  and  the  West  Indies,  from  January  15  to- 
31,  1938.  Dr.  Joseph  Jordan  Eller,  director  gen- 
eral, 745  Fifth  Avenue,  New  York  City,  will  be  glad 
to  furnish  information  as  to  the  itinerary.  A num- 
ber of  eminent  doctors  from  all  parts  of  the  United 
States  will  give  scientific  addresses  in  Havana  on 


486 


Virginia  Medical  Monthly 


[November, 


various  medical  and  surgical  subjects.  Doctors  who 
have  been  on  previous  cruises  are  enthusiastic  in 
their  praise  of  them. 

Dr.  Malcolm  H.  Harris 

Has  been  named  one  of  the  directors  of  the  West 
Point,  Va.,  Kiwanis  Club  for  the  coming  year. 

Dr.  William  S.  Francis,  Jr., 

Recently  located  at  Marion,  Va.,  has  retired  from 
the  general  practice  of  medicine  and  has  accepted 
a commission  with  the  Medical  Corps  of  the  U.  S. 
Navy,  with  the  rank  of  Lieutenant  (j.  g.). 

Dr.  Eldridge  Cook  Simmons, 

Class  of  ’31,  University  of  Virginia,  Department 
of  Medicine,  has  located  in  Roanoke,  Va.,  where  he 
is  associated  with  Dr.  Linwood  D.  Keyser  in  the 
practice  of  diagnosis  and  surgery.  Dr.  Simmons  was 
formerly  resident  house  surgeon  of  the  New  York 
Post-Graduate  Hospital  and  was  also  with  the 
Morristown  Memorial  Hospital  at  Morristown,  N.  J. 

The  American  Association  of  Obstetricians, 
Gynecologists  and  Abdominal  Surgeons 

Held  its  semi-centennial  meeting  at  the  Homestead 
Hotel,  Hot  Springs,  Va.,  September  20th-22nd,  un- 
der the  presidency  of  Dr.  James  Kennedy  of  Phila- 
delphia. At  this  time,  Dr.  Paul  Titus  of  Pitts- 
burgh, succeeded  to  the  presidency,  Dr.  James  E. 
King  of  Buffalo,  N.  Y.,  was  named  president-elect, 
and  Dr.  James  R.  Bloss  of  Huntington,  W.  Va., 
was  re-elected  secretary.  It  was  decided  to  hold 
the  winter  clinical  meeting  in  Buffalo  at  sometime 
in  March,  1938. 

Books  Available  to  Readers. 

The  following  are  some  of  the  newer  additions 
to  the  Library  of  the  Medical  College  of  Virginia, 
Richmond,  and  may  be  had  upon  request  of  our 
readers,  the  only  charge  being  return  postage: 
Harvard  School  of  Public  Health. — The  environment  and 
its  effect  upon  man. 

Hauduroy  & Ehringer.- — Dictionnaire  des  bacterias  path- 
ogenes  pour  l’homme,  les  animaux  et  les  plantes. 
Heilbrun,  L.  V. — New  outline  of  general  physiology. 
Hickman,  C.  P. — Physiological  hygiene. 

Jenkins,  H.  P. — Terminology  of  operations  of  the  Uni- 
versity of  Chicago  Clinics. 

Johnson,  T.  C.,  Jr. — Scientific  interests  in  the  Old  South. 
Joslin,  E.  P. — Treatment  of  diabetes  mellitus. 

Keun,  O. — A foreigner  looks  at  the  TVA. 

Kronfeld,  R. — Dental  histology  and  comparative  dental 
anatomy. 


Lang,  O.  W. — Thermal  processes  for  canned  marine  prod- 
ucts. 

Levinson  & Mac  Fate. — Clinical  laboratory  diagnosis. 
Lowman,  C.  L. — The  technique  of  underwater  gymnastics. 
Lutz,  E. — A Richmond  album. 

McBride,  W.  C. — Juvenile  dentistry. 

Mackinney,  L.  C. — Early  medieval  medicine. 

May  & Leonard. — Competition  and  cooperation. 

Monroe,  M. — Children  who  cannot  read. 

Needham,  J.— Order  and  life. 

For  Sale — 

Westinghouse-Squire  cystoscopic  table,  complete 
with  X-ray  table  stand,  flat  Bucky  diaphragm  and 
headrest.  Like  new.  Latest  model.  Address  “W.  S. 
C.”,  care  this  journal,  1200  East  Clay  Street,  Rich- 
mond, Va. — (Adv.) 


Obituary  Record 


Dr.  Cicero  Frank  Griffin, 

Suffolk,  Va.,  died  of  coronary  thrombosis  on 
August  4th.  He  was  sixty-eight  years  of  age  and 
received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Baltimore,  in  1893.  Dr. 
Griffin  practiced  in  North  Carolina,  his  native 
State,  for  sometime  before  locating  in  Suffolk  where 
he  has  been  in  active  practice  for  nineteen  years. 
He  had  been  a member  of  the  Medical  Society  of 
Virginia  for  a number  of  years.  His  wife  and  five 
children  survive  him. 

Dr.  Claude  Jacob  Bradshaw, 

Carrsville,  Va.,  died  July  27th  in  a Suffolk 
hospital,  at  the  age  of  sixty-eight.  He  was  a grad- 
uate of  the  Medical  College  of  Virginia  in  1892. 
Dr.  Bradshaw  was  a member  of  the  Medical  So- 
ciety of  Virginia. 

Dr.  Nathan  Winslow, 

Baltimore,  Md.,  died  October  8th  in  a Richmond, 
Va.,  hospital  of  injuries  received  in  an  automobile 
accident  several  days  before.  He  was  returning 
from  North  Carolina  when  his  car  left  the  highway 
and  overturned.  Dr.  Winslow  graduated  in  medi- 
cine from  the  University  of  Maryland,  Baltimore, 
in  1901,  and  at  the  time  of  his  death  was  professor 
of  clinical  surgery  in  his  alma  mater.  During  the 
World  War,  Dr.  Winslow  was  stationed  at  Newport 
News  as  medical  officer. 


BETTER  CLINICALLY— 
and  a BETTER  INVESTMENT 


SIMPLE - 

selfstarting , burner 
lights  when  switch 
is  closed. 


SPEEDY- 

takes  less  time  to 
"'build  up”. 


* wisll 


FLEXIBLE  - 

lighter  in  weight. 
Mobility  is  in- 
creased. Easier  to 
operate. 


LOW-PRICED - 

ivell  within  the  pur- 
chasing power  of 
all  physicians. 


NO  need  to  discuss  with  you 
ultraviolet’s  therapeutic  ad- 
vantages; you  KNOW  what  this 
beneficial  radiation  accomplishes 
in  treatment  of  many  conditions 
which  you  meet  daily  — rickets, 
erysipelas,  varicose  ulcers,  sec- 
ondary anemia. 

You  KNOW  too  that  ownership 
of  a dependable,  efficient,  ultra- 
violet lamp  would  he  a WORTH- 
WHILE INVESTMENT  if  such  a 
lamp  was  purchased  at  a fair 
price  and  on  reasonable  terms. 
THERE  IS  SUCH  AN  APPARATUS 
— an  entirely  new  product.  It  is 
the  G-E  Model  "F”  Quartz-Mer- 
cury Lamp,  lower  in  price  but 
BETTER  in  every  way;  better 
from  the  viewpoint  of  both  phy- 
sician and  patient.  Certainly  it 
merits  YOUR  consideration. 

Won’t  you  mail  the  handy  cou- 
pon—today?  You  will  learn  from 
interesting  booklets  which  we  ll 
send,  what  a splendid  lamp  this 
is  and  how  much  it  would  mean 
to  YOU  to  own  it. 

NO  OBLIGATION— < 

GENERAL  (®  ELECTRIC 
X-RAY  CORPORATION 

Dept.  A-511,  2012  Jackson  Blvd.,  Chicago,  III. 

Please  send  me  the  booklets  dealing  with 
ultraviolet  and  the  G-E  Model  "F”  Lamp. 


Name. 


Address. 


25 

In  writing  advertisers’  please  mention  VIRGINIA  MEDICAL  MONTHLY. 


Gastric  Tissue  Juice  Extract 

ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 

ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 


It  is  made  ready  for  use,  simply  by  the  addition  of  water. 

These  are  simply  notes  of  clinical  application  during  many  years: 


ABSCESS  CAVITIES 
ANTRUM  OPERATION 
SINUS  CASES 
CORNEAL  ULCER 
CARBUNCLE 
RECTAL  FISTULA 


DIABETIC  GANGRENE 
AFTER  REMOVAL  OF  TONSILS 
AFTER  TOOTH  EXTRACTION 
CLEANSING  MASTOID 
MIDDLE  EAR 
CERVICITIS 


Originated  and  Made  by 

Fairchild  Bros.  & Foster 

New  York 


Physician’s  Steeline  Office  Furniture 


For  the  Thoroughly  Modern  Treatment  Room 


Southwestern  Virginia  Representative 

J.  C.  PARRISH,  JR. 

126  E.  Campbell  Ave.  Roanoke,  Va. 


A New  Conception  in  Physician's 
Fine  Office  Furniture 

Modern  Convenience  with  the  En- 
durance of  Steel 

Offered  in  Five  Duo-Tone  Color 
Combinations 


•a 


»• 


W.  O.  HESTER, 


3122  W.  Grace  Street,  Richmond,  Virginia 


Representative, 

A.  S.  ALOE  COMPANY, 
St.  Louis,  Mo. 


26 

In  writing:  advertisers,  please  mention  VIRGINIA  MEDICAL  MONTHLY. 


VIRGINIA 


i Hi  N.Y.  AC  AufcMY 
OF  MESiCJNE 


MEDICAL  MONTHLY 

OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  ¥H<0ITOi$  A 
69th  Annual  Meeting,  Medical  Society  of  Virginia,  Danville,  Fall  1938 


Vol.  64,  No.  9 
WHOLE  No.  1026. 


RICHMOND,  VA.,  DECEMBER,  1937 


$2.00  A YEAR 
25  CENTS  A COPY 


CONTENTS 


Hernia  in  Infants  and  Children.  John  S.  Horsley, 

Jr.,  M.  D.,  Richmond,  Va 

Some  Observations  on  Endocrine  Therapy.  E.  C. 

Hamblen,  M.  D.,  Durham,  N.  C 

The  Diagnostic  Significance  and  Clinical  Manage- 
ment of  Pulmonary  Hemorrhage.  Porter  P. 

Vinson,  M.  D.,  Richmond,  Va 

Tuberculous  Pericarditis.  A.  B.  Hodges,  M.  D., 


Norfolk,  Va. 494 

The  Use  of  Tuberculin  in  the  Diagnosis  and  Treat- 
ment of  Ocular  Tuberculosis.  Edwin  W.  Bur- 
ton, A.  B.,  M.  D.,  University,  Va 499 

The  Use  of  Drugs  in  the  Treatment  of  Urinary 
Tract  Infections.  A.  I.  Dodson,  M.  D.,  Rich- 
mond, Va. 501 

Management  of  Vascular  Hypertension.  J.  D. 

Willis,  M.  I).,  Roanoke,  Va 505 

Diabetic  Surgery  at  the  Garfield  Memorial  Hos- 
pital, From  January,  1924,  to  June,  1936,  Inclu- 
sive. Janvier  W.  Lindsay,  M.  D.,  E.  Clarence 
Rice,  M.  D.,  Maurice  A.  Selinger,  M.  D.,  and 
K.  Hammond  Mish,  M.  D.,  Washington,  D.  C — 507 


Congenital  Pyloric  Stenosis:  Report  of  a Case  in 
a Premature  Infant.  Thomas  E.  Oast,  M.  D., 

Portsmouth,  Va.  

Principles  and  Trends  in  the  Modern  Treatment 
of  Syphilis.  Mack  I.  Shanholtz,  M.  D.,  Bristol, 

Va. 

PUBLIC  HEALTH  STATISTICS  

PROCEEDINGS  OF  THE  MEDICAL  SOCIETY 

OF  VIRGINIA  

WOMAN’S  AUXILIARY  TO  THE  MEDICAL  SO- 
CIETY OF  VIRGINIA  

TRUTH  ABOUT  MEDICINE  

BOOK  ANNOUNCEMENTS 

EDITORIAL 

PRESIDENT’S  MESSAGE  

DEPARTMENT  OF  CLINICAL  AND  MEDICAL 
EDUCATION  OF  THE  MEDICAL  SOCIETY 

OF  VIRGINIA 

PROCEEDINGS  OF  SOCIETIES 

NEWS  NOTES  

OBITUARY  RECORD  


512 


516 

518 

520 

536 

537 

538 

539 

542 

543 

544 

545 
551 


INDEX  TO  ADVERTISERS— Advertising  Page  5 

Entered  as  Second  Class  Matter  at  the  Postoffice,  Richmond,  Va. 


Research,  Constant  Research 

continues  to  improve  the  quality  of  Mead’s 
Brewers  Yeast*  in  the  following  respects, 
without  increased  cost  to  the  patient: 

1.  Vitamin  B potency  raised  to  not  less  than  25  International  units  per  gram. 

2.  Bottles  now  packed  in  light-proof  cartons,  for  better  protection. 

3*  Improved  bacteriologic  control  in  harvesting  and  packing. 

4*  And  NOW,  since  August  1, 1936,  all  bottles  are  packed 
in  vacuum.  This  practically  eliminates  oxidation. 
Mead's  Yeast  stays  fresh  longer,  as  you  can  tell  by 
its  improved  odor  and  flavor ! 

★ A dietary  accessory  for  normal  persons,  for  the  prevention  and  treatment  of  conditions 
characterized  by  partial  or  complete  deficiencies  of  vitamins  Bi  and  G,  as  in  beriberi,  perni- 
cious vomiting  of  pregnancy,  anorexia  of  dietary  origin,  alcoholic  polyneuritis,  pellagra. 

Mead's  Brewers  Yeast  Tablets  in  bottles  of  250  and  lOOO.  Mead's  Brewers  Yeast  Powder 
in  6 oz.  bottles.  Not  advertised  to  the  public.  Samples  to  physicians,  on  request. 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

n lease  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 


ANTIMENINGOCOCCIC  SERUM 

Concentrated  and  Refined 

(Combined  Types) 

GILLILAND 

Standardized  according  to  the  requirements  of  the  National 
Institute  of  Health.  It  will  agglutinate  meningococci  of  the 
regular,  irregular  and  parameningococcic  groups  as  well  as 
representative  type  strains  of  the  Gordon  classification  in  a 
much  higher  dilution  than  the  minimum  requirements  for  the 
standard  serum. 

The  serum  has  been  refined  and  the  antibodies  so  concen- 
trated that  10  cc.  of  the  concentrated  serum  is  equal  to  at  least 
40  cc.  of  the  whole  ( unrefined ) serum. 

ADVANTAGES 

1.  High  antibody  concentration  makes  dose  smaller. 

2.  Inert  substances  have  been  removed. 

3.  Low  Viscosity — easily  injected. 

HOW  SUPPLIED 

10  cc.  Vial  Package. 

10  cc.  Vial  with  improved  injecting  apparatus. 

THE  GILLILAND  LABORATORIES,  INC. 

Marietta,  Pa. 


In  writing:  advertisers’  please  mention  VIRGINIA  MEDICAL  MONTHLY. 


Virginia  Medical  Monthly 

Official  Publication  of  the  Medical  Society  of  Virginia 


Vol.  64,  No.  9. 
WHOLE  No.  1026. 


RICHMOND,  VA.,  DECEMBER,  1937 


$2.00  A YEAR 
25  CENTS  A COPY 


HERNIA  IN  INFANTS  AND  CHILDREN.* 


John  S.  Horsley,  Jr.,  M.  D., 

Richmond,  Virginia. 


In  pediatric  surgery  the  term  hernia  commonly 
refers  to  the  protrusion  of  a portion  of  the  ab- 
dominal contents  through  the  abdominal  wall.  The 
embryological  development  and  detailed  anatomy 
are  essential  to  a thorough  knowledge  of  this  subject, 
but  of  secondary  importance  clinically.  A crying, 
sick  infant  or  child  with  a protruding  abdominal 
mass,  brought  in  by  a frightened  mother  or  grand- 
mother, is  a real  problem  for  diagnosis  and  treatment. 
The  history  of  the  onset  and  course,  a knowledge  of 
the  physical  and  environmental  condition  will  de- 
termine the  proper  treatment  and  probable  outcome. 
Only  one  dogmatic  rule  can  be  set  forth — that  stran- 
gulation and  intestinal  obstruction  are  true  surgical 
emergencies.  Otherwise,  the  best  results  are  ob- 
tained only  when  all  factors  are  evaluated  and  the 
treatment  instituted  which  is  best  for  the  individual 
case.  Some  small  hernias,  frequently  in  patients 
lacking  medical  or  pediatric  supervision,  may  re- 
quire immediate  operation,  whereas  a few  large 
hernias  are  properly  treated  by  a truss,  especially 
if  there  is  intelligent  cooperation  on  the  part  of 
the  parents.  Asthma,  bronchitis,  constipation,  re- 
cent exposure  to  whooping  cough,  and  severe  sec- 
ondary anemia  are  among  the  contra-indications  for 
operation. 

All  types  of  hernias  in  the  adult  may  occur  in 
pediatric  practice,  but  only  the  following  are  of 
any  practical  importance:  inguinal,  umbilical,  fe- 
moral, epigastric  and  postoperative.  The  latter 
three  are  relatively  rare,  with  obturator,  lumbar, 
perineal  and  ischiatic  hernias  extremely  rare.  Ap- 
proximately seventy  per  cent  of  hernias  seen  in 
pediatrics  are  inguinal  and  thirty  per  cent  umbilical. 
The  congenital  type  is  usual  and  the  acquired  rare. 

*From  the  Department  of  Surgery,  St.  Elizabeth's  Hos- 
pital. 

Read  before  the  Richmond  Pediatric  Society,  Richmond, 
Virginia,  January  7,  1937. 


The  greatest  incidence  is  in  the  first  year,  lessening 
toward  adolescence. 

The  contents  of  a hernia  in  an  infant  or  child 
differ  from  those  in  an  adult.  Omentum  is  rarely 
present  as  it  is  not  developed  well  in  children. 
Usually  the  sac  contains  intestine,  though  any  part 
of  the  abdominal  organs,  such  as  appendix,  liver, 
bladder,  ovary,  uterus,  or  undescended  testicle,  may 
also  be  found.  Strangulation  is  less  frequent  than 
in  adults.  The  symptoms  are  first  pain  referred  to 
an  irreducible  tumor  at  the  site  of  the  hernial  orifice. 
Examination  shows  a tense  mass,  tender  on  pres- 
sure, no  impulse  or  very  slight  on  coughing.  If 
strangulated  for  only  a short  time,  the  tumor  is  re- 
sonant on  percussion;  later  it  is  dull.  Occasionally 
pain  is  referred  to  the  navel  rather  than  to  the  her- 
nial tumor.  The  second  symptom  is  vomiting  which 
is  persistent  and  progressive  and  first  contains  gas- 
tric then  duodenal  and  bile,  and  finally  fecal 
material.  Complete  constipation  is  the  third 
symptom. 

Inguinal  Hernia 

Early  in  life  the  inguinal  canal  is  always  the  site 
of  a potential  hernia,  since  the  round  ligament  in 
the  female  and  the  spermatic  cord  in  the  male  pass 
out  of  the  abdomen  at  the  internal  ring,  carrying 
with  them  for  a varying  distance  a funnel  or  pouch 
of  peritoneum.  This  peritoneal  process  is  open  at 
birth  in  seventy  per  cent  of  male  babies. 

A soft  oval  or  roujided  mass  in  the  inguinal 
region  may  appear  suddenly  or  gradually.  It  may 
be  detected  at  birth  or  not  until  the  baby  begins  to 
crawl  or  walk.  Examination  is  essentially  the  same 
as  in  the  adult,  though  the  little  finger  should  b 
used  to  palpate  the  ring  in  infants  and  small 
children.  Gentleness  and  care  are  necessary  in  mak- 
ing the  examination  with  the  little  patient  relaxed 
and  also  straining.  The  hernial  mass  usually  con- 
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tains  intestine  filled  was  gas  and  semi-liquid  material 
easily  recognized  by  palpation,  auscultation  and 
transillumination.  Occasionally  the  omentum  may 
be  detected  as  a doughy  mass.  Transillumination 
is  a helpful  aid  in  differentiating  a hydrocele, 
though  sometimes  a hernial  sac  contains  only  clear 
peritoneal  fluid,  and  unless  this  can  be  reduced 
confusion  may  exist.  Passing  the  fingers  trans- 
versely back  and  forth  across  the  cord  will  help 
identify  a small  narrow  sac  in  the  absence  of  a mass. 
Quite  often  an  undescended  testicle  is  associated  with 
inguinal  hernia.  The  presence  and  position  of  both 
testes  should  always  be  determined. 

The  differential  diagnosis  of  inguinal  hernia  is 
chiefly  concerned  with  hydrocele,  though  enlarged 
lymph  glands  and  undescended  testicles  may  also 
be  troublesome  to  differentiate.  A hydrocele  is 
cystic,  more  tense,  irreducible,  more  movable  and 
globular  in  outline.  Its  upper  border  is  more 
definite  and  it  does  not  enter  the  abdomen.  A 
history  of  a swelling  with  no  changes  in  position  or 
size  after  straining,  no  general  symptoms,  and  a 
clear  transmission  of  light  usually  makes  certain  the 
diagnosis  of  a hydrocele.  A hernia  and  a hydro- 
cele may  exist  together.  The  reduction  of  a hernia 
must  be  attempted  gently  and  smoothly  without 
causing  pain  or  crying.  Infants  may  be  held  up 
by  the  ankles  and  the  weight  of  the  abdominal  con- 
tents allowed  to  reduce  the  hernia. 

Treatment.  The  treatment  of  inguinal  hernia 
is  either  by  truss  or  by  surgical  operation.  In- 
jection treatment  in  infants  and  children  is  even 
more  dangerous  than  in  adults  and  should  not  be 
attempted.  In  any  type  of  treatment  it  is  im- 
portant to  improve  the  general  health  as  much  as 
possible  and  also  to  reduce  to  a minimum  extra- 
intra-abdominal  pressure  factors,  such  as  gas  dis- 
tention, straining  caused  by  constipation,  crying, 
coughing,  etc.,  and  bladder  back  pressure  due  to 
phimosis  or  a partial  veil  obstruction  to  the  urethral 
meatus. 

T russ.  Proper  treatment  by  a truss  will  cure  many 
pediatric  hernias  if  they  are  reducible,  of  short 
duration,  and  there  is  available  careful,  intelligent 
and  constant  attention.  Cooperation  in  older 
children  is  essential.  The  truss  must  be  worn  for 
at  least  a year  and  very  often  eighteen  months  to 
two  years.  Infants  should  be  kept  prone  as  much 
as  possible  and  slight  elevation  of  the  foot  of  the 


bed  is  helpful.  When  the  truss  is  changed,  manual 
pressure  must  be  kept  over  the  inguinal  ring  to 
prevent  stretching.  Careful  attention  to  the  skin 
and  all  other  details  is  imperative’.  The  yarn  and 
the  belt  and  pocket  trusses  are  best  suited  for  infants 
and  small  children.  The  spring  truss  with  a 
leather  pad  gives  good  results  if  it  can  be  fitted 
properly  and  can  be  tolerated  by  the  child.  Infants 
and  young  children  must  wear  the  truss  at  all  times 
(day  and  night).  A truss  that  slips  or  does  not  hold 
back  the  contents  of  the  sac  is  worse  than  no  support 
at  all. 

Operation.  Less  than  a generation  ago  the  ma- 
jority of  hernias  in  children  were  treated  by  some 
form  of  truss  and  operation  was  seldom  done  ex- 
cept in  special  cases,  such  as  strangulation,  irre- 
ducible hernias,  associated  hydrocele,  or  cases  unable 
to  obtain  proper  mechanical  care.  Then  few  pa- 
tients were  ever  operated  upon  before  fours  years  of 
age.  Now  with  safer  and  greatly  improved  anes- 
thetics and  the  development  of  pediatric  surgery, 
operation  should  be  performed  in  most  cases  over 
two  years  of  age  and  even  in  young  infants  if  the 
hernia  is  not  well  controlled  by  a truss.  In  properly 
selected  cases  and  with  due  knowledge  and  considera- 
tion of  modem  pediatric  surgery,  operative  mortal- 
ity is  as  low  as  that  due  to  the  risk  of  anesthesia 
and  the  results  are  as  good  as  any  in  the  entire 
realm  of  surgery. 

The  treatment  of  irreducible  inguinal  hernias  is 
essentially  operation,  as  mechanical  measures  are 
unsatisfactory.  A special  spring  truss  with  a con- 
cave pad  may  aid  occasionally  when  it  is  necessary  to 
delay  operation  temporarily. 

Umbilical  Hernia 

Three  types  of  umbilical  hernia  exist:  (1)  true 
congenital  or  omphalocele,  (2)  infantile,  and  (3) 
adult  or  the  true  acquired.  The  first  is  present  at 
birth  and  is  due  to  faulty  union  of  visceral  plates 
in  the  midline.  The  umbilical  ring  is  either  ab- 
sent or  enlarged,  allowing  a varying  portion  of  ab- 
dominal viscera  to  protrude,  covered  only  by  a thin 
wall  of  umbilical  cord.  Occasionally  a low  cuff  of 
skin  may  surround  the  base.  The  prognosis  in  this 
type  is  quite  poor  and  only  early  recognition  and 
immediate  operation  will  save  the  infant’s  life.  The 
newborn  infant  will  often  stand  such  a procedure 
remarkably  well,  especially  if  operation  is  done 
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within  the  first  forty-eight  hours  after  birth.  The 
second  or  infantile  type  of  umbilical  hernia  occurs 
soon  after  birth  as  a result  of  a yielding  of  the 
navel  scar.  The  prognosis  here  is  very  good, . as 
there  is  seldom  strangulation  and  many  heal  spon- 
taneously or  with  the  aid  of  a truss.  A form  of 
epigastric  hernia  occurs  just  above  the  navel  and 
it  is  important  to  differentiate  the  two.  The  supra- 
umbilical  is  more  persistent  even  with  the  use  of 
a truss  and  consequently  more  often  requires  opera- 
tion for  a cure. 

The  best  type  of  truss  for  an  umbilical  hernia  is 
a flat  thin  disk  of  hard  material,  such  as  vulcanite, 
attached  to  a band  or  wide  piece  of  adhesive  which 
encircles  the  entire  body  and  adjusted  so  as  to  exert 
only  light  constant  pressure  over  the  entire  ring. 
The  use  of  small  concave  disks  or  buttons  or  the 
infolding  of  adjacent  skin  with  tight  adhesive  strips 
is  to  be  condemned,  as  these  measures  merely  tend 
to  dilate  the  ring.  Early  treatment  with  a truss  in 
the  smaller,  reducible  umbilical  hernias  usually 
produces  a cure  in  six  to  twelve  months.  The  ir- 
reducible and  larger  ones  should  be  operated  upon 
at  any  age  when  the  general  condition  permits. 
Those  that  persist  after  four  to  six  years  of  age 
should  also  be  treated  surgically. 

Femoral  Hernia 

Femoral  hernias  are  rare  in  pediatric  practice, 
yet  they  present  the  same  symptoms  and  signs  as  in 
the  adult.  The  neck  of  the  sac  is  external  to  and 
below  the  pubic  spine. 

Femoral  hernia  is  to  be  differentiated  from  the 
following : ( 1 ) enlarged  lymph  glands  which  have 
no  neck,  and  several  of  which  glands  are  more  or 
less  enlarged  with  no  detectable  gurgling,  irreducible 
and  no  impulse  on  straining;  (2)  psoas  abscess 
which  points  in  the  groin,  in  which  gurgling  is  ab- 


sent, spinal  symptoms  are  present,  deep  pressure  in 
the  iliac  fossa  will  detect  a tumor,  and  which  will 
often  have  an  impulse  on  straining  and  be  re- 
ducible; (3)  varix  of  femoral  or  saphenous  vein 
which  fills  from  below  and  is  rare  in  children;  (4) 
cysts  which  are  rare,  occasionally  reducible,  and 
give  no  impulse;  (5)  lipomas  which  are  bosselated, 
feel  doughy  and  have  no  impulse. 

The  treatment  of  femoral  hernia  by  a truss  is 
unsatisfactory  and  never  curable.  If  a truss  is  used 
as  a temporizing  measure,  care  must  be  taken  not 
to  compress  the  femoral  vein.  Operation  is  the 
necessary  procedure  for  cure. 

Epigastric  Hernia 

Epigastric  hernia  may  occur  at  any  point  between 
the  navel  and  the  tip  of  the  sternum.  It  is  a rare 
form  of  hernia  in  both  children  and  adults  and  is 
very  seldom  correctly  diagnosed  or  treated.  The 
symptoms  and  signs  are  similar  to  those  of  um- 
bilical hernias,  yet  this  type  of  hernia  is  not  amenable 
to  treatment  by  a truss  because  of  the  difference  in 
the  shape  and  character  of  the  hernial  ring.  Opera- 
tion should  be  performed  before  six  years  of  age 
and  may  be  safely  done  whenever  the  child’s  general 
condition  permits. 

Postoperative  Hernia 

The  postoperative  or  incisional  hernia  is  easily 
diagnosed.  Special  belts  and  trusses  give  only  pal- 
liative relief.  A carefully  planned  operation  is  re- 
quired for  cure.  Great  care  must  be  exercised  to  see 
that  proper  pre-operative  preparation  is  given,  that 
the  operation  is  skillfully  and  gently  performed, 
and  that  proper  postoperative  support  is  maintained 
along  with  the  development  of  good  nutrition  and 
improved  muscle  tone. 

617  West  Grace  Street. 


SOME  OBSERVATIONS  ON  ENDOCRINE  THERAPY.* 


E.  C.  Hamblen,  M.  D., 

From  the  Department  of  Obstetrics  and  Gynecology,  Duke  University  School  of  Medicine,  and  the 
Sex-Endocrine  Clinic,  Duke  University  Hospital. 

Durham,  N.  C. 


Endocrine  therapy  has  been  essentially  substitu- 
tional therapy.  The  therapeutic  achievements  with 

*Delivered  before  the  South  Piedmont  Medical  Society, 
Danville,  Va.,  November  24,  1936,  and  before  the  Section 
on  Obstetrics  and  Gynecology,  N.  C.  Medical  Society, 
Winston-Salem,  N.  C.,  May  4,  1937. 


thyroid  extract  and  with  insulin  are  regarded  as 
standards  for  comparison  of  the  efficiency  of  the 
newer  endocrine  principles.  A moment’s  reflection 
will  assure  us,  however,  as  to  the  temporary  effect 
of  each  of  these  two  principles  when  there  exist 
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serious  functional  aberrations  of  the  thyroid  or  of 
the  pancreas.  The  recognition  of  the  role  of  the 
anterior  pituitary  in  integrating  and  in  perhaps 
truly  stimulating  the  function  of  all  the  other  glands 
of  internal  secretion  has  fostered  the  hope  that  en- 
docrine therapy  might  become  stimulative  in  char- 
acter rather  than  substitutional  in  all  instances. 
Such  a therapeutic  Utopia  would  permit  the  clinical 
management  of  all  instances  of  hypofunctioning 
glands  of  internal  secretion  by  the  simple  medium 
of  physiologic  shocks  administered  from  some  power- 
ful-principle-containing-extract  prepared  from  the 
anterior  pituitary. 

Since,  in  gynecology,  there  was  an  eager  and  en- 
thusiastic reception  accorded  the  suggestion  arising 
from  translated  animal  data  that  the  human  ovary 
could  be  stimulated  or  physiologically  aroused  by 
such  an  extract  from  the  anterior  pituitary,  it  seems 
pertinent  to  consider  from  the  evidence  at  hand 
whether  our  therapeutic  hopes  have  been  fulfilled. 
There  should  be  no  scarcity  of  material,  for  during 
the  past  five  years  the  most  extensive  cooperative 
research  program  has  been  carried  on  by  almost 
every  woman  with  any  irregularity  of  menstruation 
and  by  almost  every  physician  who  treats  such  pa- 
tients. Such  a gigantic  research  study  has  been  aided 
and  abetted  willingly  by  the  unwarranted  claims  of 
some  co-called  “detail  men”  whose  trade  flourished 
thereby.  Before  a consideration  of  these  so-called 
“gonadotropic  principles”  of  the  pituitary,  a few 
general  observations  will  be  made  on  endocrine 
therapy  in  gynecology,  and  the  therapeutic  efficiency 
of  the  estrogenic  and  progestational  principles  of  the 
ovary  will  be  considered. 

Unfortunately,  some  of  us  have  become  so  en- 
docrine conscious  that  a patient  presenting  symptoms 
of  irregular  menstruation  immediately  qualifies  as 
a candidate  for  the  administration  of  glandular  ex- 
tracts. We  are  encountered  frequently  by  queries  as 
to  which  of  the  commercial  preparations  is  best  in 
treating  amenorrhea  or  menorrhagia.  Thus  it  is 
obvious  that  we  have  forgotten  the  medical  and 
gynecologic  associations  of  these  symptoms,  and  that 
we  rush  headlong  to  treat  these  symptoms  without 
exercising  sufficiently  our  diagnostic  acumen. 

Equally  unfortunate  is  our  intense  pharmaceutical- 
mindedness. We  overlook  the  other  ways  in  which 
the  functions  of  the  glands  of  internal  secretion  may 
be  influenced  and  altered  beneficially.  Some  of  these 
methods,  while  they  may  produce  less  prompt  and 
striking  results,  are  more  physiologic  and  yield  more 


lasting  effects.  Radium  and  the  roentgen  ray  may 
be  employed  to  depress  the  activity  of  hyperfunction- 
ing glands  or  to  stimulate  those  functioning  inade- 
quately. The  ability  to  obtain  stimulation  by  this 
treatment  is  not  as  yet  generally  accepted.  Surgery 
may  be  used  to  ablate  hyperfunctioning  glands  or 
those  whose  functions  disconcert  the  harmonious  ac- 
tivity of  other  glands.  Diet  alone  or  in  combination 
with  controlled  thyroid  therapy  for  its  calorogenic 
effects  may  bring  about  better  metabolism  and  in- 
crease thereby  the  individual’s  response  to  her  own 
hormones.  The  correction  of  constitutional  disease, 
under-nutrition,  anemia,  or  poor  hygienic  habits, 
may  result  in  a readjustment  of  endocrine  function 
at  a more  efficient  level. 

Attention  to  local  diseases  in  the  glands  them- 
selves or  in  adjacent  organs  is  followed  often  by  im- 
provement in  endocrine  function  which  has  been 
altered  by  such  disease.  The  ovary  has 'its  endocrine 
and  exocrine  function  hampered  by  various  local 
conditions  which  alter  ovarian  circulation  and  bring 
about  edema  and  thickening  of  the  ovarian  tunica, 
thereby  mechanically  interfering  with  ovulation  and 
predisposing  to  cyst  formation.  One  of  the  most  im- 
portant of  these  conditions  is  pelvic  congestion  which 
may  be  due  to  sedentary  habits,  constipation,  im- 
proper sex  hygiene,  pelvic  infection,  poor  pelvic 
support,  tumors  and  displacements  of  the  uterus, 
displacements  of  ovary,  et  cetera.  Medical  and 
gynecologic  attention  to  these  local  factors  often 
solves  many  “endocrine  problems.”  Such  treatment 
is  far  more  rational  than  that  of  attempting  to  stim- 
ulate by  gonadotropic  principles  these  ovaries  which 
are  unable  to  respond  normally  to  their  own  normally 
functioning  pituitary.  What  such  an  ovary  needs  is 
rest,  and  not  stimulation. 

The  theoretical  methods  of  endocrinal  therapy 
have  gone  yet  further  than  attempting  to  stimulate 
or  to  substitute.  The  doctrine  of  similia  similibus 
curantur  has  been  applied  to  build  up  antihormones 
against  hormones  produced  in  abnormal  amounts. 

Prior  to  the  initiation  of  active  sex  endocrine 
therapy  we  should  reflect  upon  the  limitations  of 
our  knowledge  of  sex  endocrine  physiology  and  sex 
endocrine  pathology,  and  we  should  be  aware  of  the 
limitations  of  the  commercial  preparations  available 
to  us  at  present. 

Estrogenic  Principles : There  are  numerous  such 
substances.  These  are  supposed  to  be  products  of 
granulosa  cell  activity.  These  principles  are  avail- 
able commercially  under  various  trade  names — 
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theelin,  amniotin,  progynon,  theelol,  emmenin,  et 
cetera.  Such  principles,  when  employed,  should  be 
expected  to  give  only  temporary  effects.  There  are 
two  conditions  in  which  such  therapy  seems  well 
established.  In  gonorrheal  vaginitis  of  children  and 
in  senile  vaginitis  it  has  been  shown  that  moderate 
doses  of  estrin,  over  a period  of  four  to  six  weeks, 
will  produce  active  vaginal  proliferation  and  corni- 
fication  attended  by  clinical  improvement.  It  is  be- 
lieved that,  in  the  first  instance  certainly,  the  benefit 
results  from  the  deposition  of  glycogen  and  the  in- 
crease in  vaginal  acidity.  In  severe  vasomotor  symp- 
toms of  menopause,  which  are  attributed  to  hyper- 
function of  the  gonadotropic  elements  of  the  anterior 
pituitary,  exhibition  of  estrogenic  principles  in  large 
doses  for  a week  or  two  is  followed  by  a decrease  in 
pituitary  function  and  by  an  amelioration  of  the 
distressing  symptoms.  In  both  of  these  two  generally 
accepted  indications  for  estrin  therapy  the  results 
are  temporary  and  the  effects  produced  soon  dis- 
appear after  treatment  is  stopped;  however,  the  con- 
ditions treated  are  self-limited  ones,  and  do  not 
require  continued  substitution  therapy.  Active 
endometrial  proliferation  can  be  produced  in  hypo- 
ovarian  conditions  by  such  therapy  in  large  doses, 
but  such  treatment,  even  when  complemented  with 
progestin  therapy,  is  too  expensive  to  be  employed 
for  the  maintenance  of  cyclic  endometrial  activity. 

Progestational  Principles : These  principles  are 
supposed  to  be  produced  by  activities  of  the  lutein 
cells.  Limited  quantities  of  preparations  of  these 
have  been  available  commercially  under  various 
trade  names — proluton,  progesterone,  lipo-lutein. 
Such  principles  when  employed  yield  temporary 
effects.  The  extreme  expense  of  such  has  hampered 
their  clinical  employment.  Success  has  been  reported 
as  attending  the  use  of  as  little  as  one  international 
unit  of  these  principles  three  times  a week  during 
the  course  of  pregnancy  in  the  treatment  of  habitual 
abortion.  The  work  of  J.  S.  L.  Browne  would  seem 
to  indicate  that  such  therapy  might  be  rational  if 
one  were  able  to  estimate  the  progestin  deficit  each 
day  and  substitute  accordingly  for  this.  Progestin 
alone  in  large  doses  in  patients  with  anovulatory 
abnormalities  of  ovarian  function  will  induce  some 
degree  of  progestational  reaction  in  the  endometria 
of  such  patients,  if  the  patients  are  not  bleeding  at 
the  time  of  treatment.  In  the  bleeding  phase  in  such 
conditions  large  doses  of  estrin  must  be  given  prior 
to  progestin  therapy.  Repeated  series  of  such  treat- 


ment will  lead  to  some  degree  of  tissue  shedding 
which  may  approach  the  mechanical  effect  of  a 
curettement.  Little  permanent  benefit  may  be  ex- 
pected from  such  treatment,  although  the  combined 
effects  of  large  doses  of  estrin  and  progestin  may 
result  in  a temporary  and  beneficial  depression  of 
pituitary  functions  and  thereby  permit  rest  and  re- 
covery of  the  ovaries.  Curettage  in  such  cases 
followed  by  combined  substitutional  therapy  with 
estrin  and  progestin  will  allow  the  conservative 
handling  of  many  young  patients  with  excessive 
bleeding  of  such  a nature.  Such  treatment  must  be 
repeated  cyclicly  and  the  expense  makes  it  unpracti- 
cal except  in  the  rarest  cases. 

Gonadotropic  Principles : There  are  two  general 
groups  of  such  principles, — those  prepared  from 
pregnancy  urine  and  from  the  placenta,  and  those 
prepared  direct  from  the  anterior  lobe.  Such  prin- 
ciples are  distinctly  different  and  show  many  pharma- 
cologic variations  in  the  experimental  animal. 
Principles  from  the  anterior  pituitary  have  not  been 
supplied  commercially  in  sufficient  strength  to  war- 
rant any  serious  consideration.  Those  from  preg- 
nancy urine  and  from  placenta  have  been  employed 
most  widely.  The  commercial  preparations  available 
are  supplied  as  extracts  containing  many  impurities 
and  are  of  varying  potencies— antuitrin-s,  follutein, 
APL,  et  cetera.  We  have  observed  some  of  these 
preparations  to  show  a 4000  per  cent  variation  in 
potency  despite  the  fact  that  they  contained  approx- 
imately their  stated  number  of  rat  units,  it  being  the 
rat  unit  that  varied. 

Such  principles  are  supposed  to  offer  a means  of 
physiologically  stimulating  ovaries  in  hypo-ovarian 
syndromes  and  in  hypofunctioning  states.  Since,  as 
we  have  observed  previously,  most  of  the  instances 
of  so-called  functional  amenorrhea,  menometror- 
rhagia  and  sterility  have  been  attributed  to  such 
hypofunctional  states,  large  amounts  of  these  prin- 
ciples have  been  employed  therapeutically. 

During  the  past  seven  years  we  have  attempted  to 
evaluate  the  so-called  specificity  of  these  principles 
in  the  human.  In  some  75  patients  during  this  period 
of  time,  we  have  had  opportunities  presented  to  make 
such  critical  observations.  From  these  studies  we 
have  not  been  convinced  that  these  principles  will 
induce  ovulation  and  corpus  luteum  formation  where 
those  conditions  are  not  occurring  spontaneously. 
Our  criteria  for  these  conclusions  has  been  the  failure 
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to  find  progestational  reaction  after  treatment  where 
there  had  been  an  arrested  interval  stage  or  an  en- 
dometrial hyperplasia  prior  to  treatment,  and  the 
failure  to  observe  recent  corpora  lutea  at  laporotomv 
in  patients  with  anovulatory  phases  of  the  ovaries, 
who  had  received  gonadotropic  therapy  before  oper- 
ation. Such  conclusions  seem  warranted  for  the 
preparations  available  to  us  at  present  when  they 
are  administered  by  hypodermic  one  to  four  times 
a day  in  daily  doses  as  high  as  8,000  rat  units  and 
in  total  doses  as  high  as  15,000  to  20,000  rat  units. 
If  these  principles  are  specific,  one  is  safe  in  saying 
that  a physiologic  dose  of  them  has  not  as  yet  been 
given. 


Summary 

Without  being  a therapeutic  nihilist,  one  must  be 
impressed  with  the  fact  that  the  active  principles  of 
the  ovary  and  the  gonadotropic  principles,  so-called, 
of  the  pituitary  do  not  offer  us  at  the  present  time 
a practical  solution  of  most  of  our  problems  pred- 
icated as  being  due  to  hypofunctioning  states  of  the 
ovary.  More  potent  and  less  expensive  preparations, 
a more  widespread  knowledge  of  sex  endocrine  physi- 
ology and  pathology,  a more  rational  and  pains- 
taking diagnostic  approach  in  these  cases,  and  a 
more  judicious  selection  of  means  of  influencing  en- 
docrine function  may  lead  to  a more  satisfying 
therapy. 


THE  DIAGNOSTIC  SIGNIFICANCE  AND  CLINICAL  MANAGE- 
MENT OF  PULMONARY  HEMORRHAGE. 


Porter  P.  Vinson,  M.  D., 

Richmond,  Virginia, 


One  of  the  most  dramatic  manifestations  of  pul- 
monary disease  is  the  occurrence  of  hemorrhage, 
especially  if  the  bleeding  is  large  in  amount.  The 
statement  has  often  been  made  that  as  a manifesta- 
tion of  early  pulmonary  tuberculosis  hemorrhage  is 
a favorable  sign  because  very  little  persuasion  is 
required  to  make  the  patient  realize  the  necessity 
for  proper  treatment. 

For  many  years  pulmonary  hemorrhage  was  con- 
sidered almost  synonymous  with  pulmonary  tuber- 
culosis but  with  imp-ovement  in  diagnosis  of  pul- 
monary diseases  it  becomes  increasingly  important 
to  consider  bleeding  from  the  respiratory  tract  not 
as  a diagnostic  sign,  but  as  an  indication  for  com- 
plete investigation.  This  symptom  should  bear  the 
same  relation  to  the  respiratory  tract  that  hematuria 
does  to  the  urinary  system. 

Many  patients  come  to  the  physician  with  the  com- 
plaint of  expectoration  of  small  amounts  of  blood 
and  are  uncertain  as  to  whether  it  has  come  from 
the  mouth  or  from  the  lower  air  passages.  When 
such  uncertainty  exists  in  the  mind  of  the  patient 
the  physician  can  usually  be  sure  that  the  bleeding 
is  from  the  nose,  nasopharynx  or  mouth  and  not 
from  the  lower  portion  of  the  respiratory  tract. 

It  is  rarely  difficult  to  distinguish  hemoptysis  from 
hematemesis,  and  bleeding  from  the  esophagus  or 
stomach  should  never  be  confused  with  that  arising 


from  the  respiratory  tract.  Unless  bleeding  from 
the  esophagus  is  copious  in  amount,  it  passes  into 
the  stomach  and  when  it  is  regurgitated  it  is  changed 
by  digestion.  In  instances  in  which  small  amounts 
of  bright  red  blood  appear  in  the  mouth  one  can  be 
sure  that  it  has  not  come  from  the  esophagus. 

Bleeding  from  the  nose  and  nasopharynx  is 
usually  easily  identified  but  in  cases  in  which  bright 
red  blood  is  expectorated  from  the  mouth  without 
cough,  the  point  of  origin  is  frequently  difficult  to 
determine.  I have  never  seen  bleeding  of  this  type 
arise  from  rupture  of  a varix  at  the  base  of  the 
tongue,  a condition  frequently  described  as  a cause 
of  the  expectoration  of  blood.  Enough  blood  can 
be  sucked  from  gums  which  bleed  easily  to  dis- 
color a fairly  large  amount  of  saliva  and  to  cause 
considerable  concern  to  an  apprehensive  patient. 

When  hemoptysis  arises  "from  the  larynx,  trachea 
or  bronchi  the  expectoration  of  blood  with  cough 
is  usually  described  accurately  by  the  patient  and 
it  becomes  the  duty  of  the  physician  to  ascertain 
the  cause  of  the  bleeding. 

In  about  one-third  of  the  number  of  patients 
with  active  pulmonary  tuberculosis  coughing  of 
blood  from  the  lungs  occurs  at  some  time  during  the 
course  of  the  disease.  The  presence  of  tuberculosis 
usually  can  be  identified  by  careful  physical  and 
roentgenoscopic  examination,  although  in  certain 
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rare  instances  these  examinations  may  reveal  noth- 
ing abnormal  when  hemoptysis  has  occurred  as  the 
result  of  ulceration  of  a tuberculous  lymphatic  node 
into  a large  bronchus.  As  pulmonary  tuberculosis 
is  the  most  frequent  chronic  pulmonary  disease,  a 
large  number  of  patients  who  cough  blood  do  so  as 
a result  of  this  infection. 

Half  of  the  number  of  patients  who  suffer  from 
chronic  bronchiectasis  expectorate  blood  and  at 
times  the  bleeding  may  be  large  in  amount.  In 
this  disease  bleeding  frequently  follows  physical 
effort  and  is  noted  particularly  after  swimming.  In 
many  cases  sudden  pulmonary  hemorrhage  may  oc- 
cur without  demonstrable  evidence  of  pulmonary 
disease  and  in  a few  instances  the  coughing  of 
small  amounts  of  blood  may  persist  for  several  days 
or  weeks  without  the  identification  of  a lesion.  In 
these  cases  the  bleeding  probably  arises  from  a small 
area  of  granulation  tissue  in  the  depths  of  a small 
bronchus. 

Bleeding  is  frequently  associated  with  pulmonary 
abscess  and  may  be  large  or  small  in  amount,  de- 
pending upon  the  size  of  the  blood  vessels  which 
are  eroded  in  the  vicinity  of  the  area  of  infection. 
The  majority  of  patients  with  benign  and  malignant 
lesions  in  the  trachea  or  bronchi  will  have  evidence 
of  bleeding  from  these  lesions.  Acute  infections  in 
the  lungs  and  bronchi,  vascular  accidents  in  the 
pulmonary  structures,  and  foreign  bodies  in  the  air 
passages  often  give  rise  to  pulmonary  bleeding. 
Pulmonary  congestion  secondary  to  cardiac  failure, 
especially  that  type  associated  with  stenosis  of  the 
mitral  valve,  may  be  associated  with  expectoration 
of  blood. 

Pulmonary  hemorrhage  demands  complete  physi- 
cal and  roentgenoscopic  examination  of  the  heart 
and  lungs,  careful  study  of  the  sputum  for  cells  and 
organisms,  and  direct  visualization  of  the  tracheo- 
bronchial tree  unless  sufficient  evidence  of  pulmo- 
nary tuberculosis  is  present  so  that  it  may  be  con- 
sidered the  likely  cause  of  the  bleeding. 

Because  of  the  alarm  occasioned  by  bleeding  from 
the  lung,  patients  need  all  the  comfort  and  assurance 
that  a physician  can  provide.  The  use  of  sedatives 
in  small  amounts  may  be  indicated  for  a few  ex- 
citable patients  but,  unless  there  is  marked  appre- 
hension, the  value  of  the  administration  of  opiates 
is  questionable.  If  bleeding  is  small  in  amount 
sedatives  are  not  necessary  and  if  bleeding  is  profuse 


the  cough  reflex  should  be  maintained  in  order  that 
clotted  blood  may  not  accumulate  in  the  bronchi 
and  produce  atelectasis  of  the  lung.  The  patient 
should  be  kept  quiet,  but  little  is  gained  by  the  em- 
ployment of  any  particular  posture  in  bed. 

Physical  examination  should  be  made  with  caution 
until  roentgenoscopic  study  of  the  thorax  has  failed 
to  reveal  gross  evidence  of  tuberculous  disease.  If 
no  evidence  of  tuberculous  infiltration  is  present  in 
the  lungs,  visualization  of  the  tracheobronchial  tree 
may  be  advisable  at  the  time  that  bleeding  is  active. 
If  bronchoscopy  is  delayed  until  bleeding  has  ceased, 
little  or  no  evidence  of  residual  pulmonary  disease 
may  be  visualized. 

Immediate  surgical  collapse  of  the  lung  is  rarely 
indicated  to  control  bleeding  from  tuberculous  pul- 
monary disease,  although  it  is  advisable  more  often 
in  this  condition  than  in  any  other  pulmonary  dis- 
ease associated  with  bleeding.  Collapse  therapy  is 
never  indicated  in  cases  in  which  hemoptysis  arises 
from  neoplasm  or  ulceration  of  lymphatic  nodes  into 
the  lumen  of  a bronchus. 

In  bronchiectasis  with  bleeding,  collapse  of  the 
lung  is  seldom  necessary.  Prolonged  bleeding  ceases 
in  many  cases  after  bronchoscopy  and  the  intro- 
duction of  an  aspirating  tube  into  the  affected  bron- 
chus. Even  when  pulmonary  hemorrhage  is  the 
result  of  tuberculosis,  bronchoscopy  may  become 
necessary  to  determine  the  site  of  the  hemorrhage  in 
order  that  the  affected  lung  may  be  collapsed. 

Pulmonary  hemorrhage  is  rarely  severe  enough  to 
necessitate  transfusion  of  blood.  The  intravenous 
administration  of  horse  serum,  hypertonic  saline 
solution  or  other  substances  designed  to  control 
bleeding  seldom  produces  beneficial  results.  Very 
few  patients  succumb  as  the  result  of'  pulmonary 
hemorrhage,  and  in  those  instances  in  which  fatal 
hemoptysis  has  occurred  nothing  could  have  been 
done  to  control  it. 

Conclusions 

Many  lesions  in  the  lungs  other  than  tuberculosis 
produce  pulmonary  hemorrhage.  In  cases  of  bleed- 
ing from  the  lung  complete  physical  and  careful 
roentgenoscopic  examination  of  the  thorax  should 
be  made.  Unless  the  lesion  is  definitely  tuberculous 
in  character,  bronchoscopy  should  be  employed  to 
determine  the  cause  of  the  bleeding.  Expectoration 
of  blood  from  the  mouth,  usually  consisting  of 
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blood-stained  saliva,  without  cough,  is  rarely  signifi- 
cant. Hematemesis  and  hemoptysis  are  rarely  con- 
fused. 

For  the  control  of  pulmonary  hemorrhage  when  the 
cause  is  unknown,  the  patient  should  be  kept  quiet 
but  large  amounts  of  sedative  should  be  avoided. 


Bronchoscopy  at  the  time  at  which  bleeding  is  active 
is  frequently  indicated.  Immediate  collapse  of  the 
lung  for  bleeding  from  any  cause  is  seldom  required, 
but,  when  indicated,  bronchoscopy  may  be  necessary 
to  determine  the  site  of  the  hemorrhage. 

Medical  Arts  Building. 


TUBERCULOUS  PERICARDITIS.* 


A.  B.  Hodges,  M.  D., 

Norfolk,  Virginia. 


Recently  we  have  had  an  opportunity  of  following 
a case  of  tuberculous  pericarditis  from  a period 
shortly  after  its  onset  to  its  termination,  and  post- 
mortem examination.  It  was  very  interesting  to 
watch  the  evolution  of  this  process  and  to  see  it 
run  its  course.  Our  interest  being  aroused,  the  recent 
literature  on  the  subject  was  reviewed  and  the  records 
of  the  Norfolk  General  Hospital  were  searched  for 
all  cases  of  acute  pericarditis  in  the  institution  from 
1923  until  the  present  time.  This  search  was  made 
necessary  because  the  cases  of  pericarditis  are  not 
filed  according  to  etiology,  but  on  a very  vague 
pathological  basis,  such  terms  as  acute  fibrinous 
pericarditis,  sero- fibrinous  pericarditis,  etc.,  being 
used.  During  this  period  there  were  67,100  admis- 
sions. We  were  surprised  to  find  that  the  diagnosis 
acute  pericarditis  appeared  only  twenty-two  times 
and  eight  of  these  were  very  doubtful  cases.  Of  the 
fourteen  remaining  cases  three  were  rheumatic,  five 
tuberculous,  one  typhoid,  one  pneumococcal,  one 
traumatic,  and  four  terminal  in  chronic  nephritis. 
Obviously,  these  figures  are  of  no  value  in  a study 
of  the  incidence  of  the  disease,  but  were  of  interest 
to  us  because  they  confirmed  our  impression  that 
tuberculous  pericarditis  occurred  in  this  hospital  as 
frequently,  if  not  more  frequently,  than  acute  rheu- 
matic pericarditis. 

A better  idea  of  the  true  incidence  of  the  disease 
can  be  obtained  from  studies  of  larger  groups  of 
cases.  Kornblum,  Bellet,  and  Ostrum  reported 
seventeen  cases  of  tuberculous  pericarditis  at  the 
Philadelphia  General  Hospital  during  a period  of 
two  years.  Keefer  reported  twenty  cases  from  the 
Boston  City  Hospital  which  were  recorded  during  a 
period  of  several  years, — the  exact  number  of  years 
is  not  given.  The  incidence  as  given  by  other  writers 

•Read  at  a meeting  of  the  Norfolk  County  Medical  So- 
ciety on  May  17,  1937,  at  Norfolk,  Virginia. 


is  a little  less  than  1 per  cent,  and  it  has  been  esti- 
mated that  tuberculous  involvement  of  the  peri- 
cardium occurs  in  4 per  cent  of  all  tuberculous  pa- 
tients. It  is  evident  then  that  the  disease  occurs 
more  frequently  in  institutions  admitting  large  num- 
bers of  tuberculous  patients  than  in  a hospital,  such 
as  the  Norfolk  General  Hospital,  where  few  tuber- 
culous patients  are  admitted.  Nevertheless,  the 
truth  is  that  the  disease  is  not  so  infrequent  and 
probably  the  diagnosis  is  often  missed. 

The  disease  occurs  at  any  age.  However,  unlike 
tuberculosis  of  the  pleura  and  peritoneum,  it  is  more 
likely  to  occur  after  forty  than  before.  Eighty  per 
cent  of  Keefer’s  cases  occurred  after  the  age  of  forty. 
The  ages  of  our  cases  were  as  follows:  Fourteen, 
forty-one,  forty-three,  forty-seven,  and  sixty-one.  It 
seems  to  occur  more  frequently  in  males  than  fe- 
males. The  colored  race  is  particularly  susceptible 
and  it  strikes  this  group  at  an  earlier  period  of  life. 

The  disease  is  usually  fatal,  a few  surviving.  In 
those  dying,  the  duration  is  from  two  to  four  months. 
All  of  our  patients  died  and  of  Keefer’s  twenty 
cases,  eighteen  followed  the  same  course. 

While  tuberculous  pericarditis  may  produce  a 
variety  of  clinical  pictures,  the  reaction  in  the  peri- 
cardium is  much  the  same  in  all  cases.  The  autopsy 
findings  depend  upon  the  type  of  invasion  and  the 
duration  of  the  disease.  The  organisms  may  reach 
the  pericardium  by  way  of  the  blood  stream,  the 
lymphatics  or  by  direct  extension.  Let  us  first  con- 
sider acute  miliary  tuberculosis.  Occasionally  in  this 
process  a number  of  small  tubercles  will  be  found 
scattered  over  the  surfaces  of  the  pericardium.  These 
lesions  are  only  incidental  findings,  and  produce  no 
physical  signs  and  the  diagnosis  of  pericarditis  is 
made  at  the  post-mortem  table.  The  so-called  pri- 
mary tuberculous  pericarditis  is  thought  by  some  to 
be  blood  born,  but  if  this  ever  occurs  it  must  be  very 
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rare.  Most  of  these  cases  are  due  to  the  rupture  of 
a caseating  mediastinal  gland  into  the  pericardial 
sac.  Many  examples  of  this  have  been  described.  It 
is  easily  understood  how  involvement  can  take  place 
from  a tuberculous  pleurisy,  a neighboring  area  of 
pulmonary  tuberculosis  or  from  tuberculous  peri- 
tonitis. 

In  the  early  stage  of  tuberculous  pericarditis  there 
is  usually  a fibrinous  exudate  over  the  surfaces. 
Later  there  is  often  an  effusion  which  in  some  cases 
reaches  great  proportions.  The  fluid  may  be  straw 
colored,  amber,  hemorrhagic  or  purulent.  The  fibrin 
content  is  high.  The  cells  are  increased.  The  poly- 
morphonuclear cells  may  predominate  but  usually 
the  monocytes  and  lymphocytes  are  found  in  greater 
numbers.  The  organism  can  usually  be  demon- 
strated in  the  pericardial  fluid  either  by  smears,  cul- 
tures or  guinea  pig  inoculation.  Sometimes  the 
fibrinous  exudate  becomes  very  thick,  and  occasion- 
ally pools  of  fluid,  serum  or  pus,  are  formed  here 
and  there,  the  so-called  loculated  pericarditis.  The 
inflammatory  process  may  extend  beyond  the  peri- 
cardium, involving  the  mediastinum,  pleura  and 
diaphragm,  producing  the  well-recognized  picture 
of  constricting  pericarditis.  If  the  patient  lives  long 
enough  organization  may  take  place,  producing  a 
fibrous  pericarditis  or  even  it  may  go  on  to  calcifi- 
cation. An  accompanying  tuberculosis  of  the  medi- 
astinal glands  is  common.  This  lesion  may  precede 
the  pericardial  one  or  be  secondary  to  it.  Terminal 
miliary  tuberculosis  is  very  common. 

When  the  effusion  becomes  large  or  adhesions 
form  there  may  be  interference  with  the  diastolic 
filling  of  the  heart,  producing  congestive  heart  fail- 
ure with  peripheral  edema,  ascites,  and  pleural 
effusions.  However,  it  is  well  to  bear  in  mind  that 
these  pleural  and  peritoneal  effusions  may  also  be 
tuberculous.  Adhesions  often  begin  first  at  the  base 
of  the  heart  around  the  great  vessels.  A few  very 
interesting  cases  have  been  reported  in  which  these 
adhesions  have  constricted  the  large  vessels,  especial- 
ly the  superior  vena  cava,  causing  a very  unusual 
clinical  picture  of  obstruction  of  this  vessel.  A few 
cases  have  been  reported  in  which  the  inflammatory 
process  has  rather  deeply  invaded  the  myocardium 
and  has  even  involved  the  coronary  arteries. 

Tuberculous  pericarditis  is  protean  in  its  clinical 
manifestations.  The  outstanding  features  depend 
upon  the  pathogenesis,  the  mode  of  spread,  the  type 
of  pathological  process  causing  the  functional  dis- 


turbance and  the  duration  and  stage  of  the  disease. 
Solely  for  the  purpose  of  description,  Keefer  divided 
his  cases  into  five  groups.  It  should  be  remembered 
that  these  groups  are  not  fixed,  and  that  in  the 
course  of  the  disease  a case  may  shift  from  one 
group  to  another.  The  groups  are : 

1.  Patients  with  symptoms  and  signs  of  a wasting 
disease  and  obscure  fever. 

2.  Patients  with  symptoms  and  signs  suggesting 
heart  failure  with  congestion. 

3.  Patients  with  symptoms  and  signs  of  multiple 
serous  membrane  tuberculosis. 

4.  Patients  with  symptoms  and  signs  of  massive 
pericardial  effusion. 

5.  Patients  with  symptoms  and  signs  of  miliary 
tuberculosis. 

Group  I.  A Wasting  Disease  with  Obscure 
Fever. — These  patients  have  the  symptoms  and  signs 
which  are  common  to  any  chronic  infection  (fever, 
progressive  weakness,  loss  of  weight,  anorexia,  ma- 
laise, etc.).  In  addition,  there  may  be  symptoms  ref- 
erable to  the  chest,  with  pain  and  constriction  over 
the  precordium  and  shortness  of  breath.  The  physi- 
cal examination  may  reveal  a pericardial  friction 
rub,  but  the  chief  features  may  be  signs  which  are 
compatible  with  a thickening  of  the  pericardium, 
i.  e.,  feeble  apex  beat,  distant  heart  sounds,  and  an 
increase  in  the  transverse  diameter  of  the  heart. 
Signs  of  congestive  heart  failure  are  not  present. 
Autopsy  usually  shows  a thick  fibrinous  pericarditis 
with  little  evidence  of  tuberculosis  elsewhere,  except, 
perhaps,  the  mediastinal  glands.  This  type  is  often 
found  in  the  elderly.  None  of  our  five  cases  fall 
into  this  group. 

Group  II.  Symptoms  and  Signs  of  Cardiac  In- 
sufficiency.— When  there  is  a compression  of  the 
heart  or  great  vessels  resulting  from  an  exudate  in 
the  pericardium,  there  is  an  obstruction  to  the  inflow 
of  venous  blood,  and  circulatory  failure  with  con- 
gestion follows.  When  pericardial  disease  appears 
in  the  elderly  there  is  often  another  disease  present, 
namely,  coronary  arteriosclerosis.  The  changes  in 
the  circulation  which  follow  pericardial  diseases 
often  increase  the  difficulty  of  supplying  sufficient 
blood  to  the  heart.  The  low  mean  arterial  pressure, 
the  low  cardiac  output,  and  low  stroke  volume  will 
all  tend  to  decrease  coronary  circulation.  It  is  not 
surprising,  then,  that  once  circulatory  failure  sets 
in,  it  is  progressive  and  there  is  rarely  any  improve- 
ment. These  patients  complain  of  a sense  of  con- 
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striction  in  the  chest  on  exertion  that  is  relieved  by 
rest.  They  exhibit  edema,  breathlessness,  cough  and 
progressive  weakness.  Early  in  the  course  of  the 
disease  there  may  be  little  pulmonary  congestion,  but 
this  later  develops.  Pleural  effusions  and  ascites 
occur,  but  it  must  always  be  remembered  that  they 
are  frequently  tuberculous.  Finally,  the  disease  is 
not  infrequently  terminated  by  miliary  tuberculosis. 
Fever  occurs  in  about  half  the  cases.  None  of  our 
cases  fall  into  this  group. 

Group  III.  Symptoms  and  Signs  of  Multiple 
Serous  Membrane  Tuberculosis. — It  is  common 
knowledge  that  tuberculous  infections  of  the  serous 
membranes  are  very  often  multiple.  Our  small  series 
of  cases  confirms  this,  for  two  fall  into  this  group. 
The  first  was  a white  woman,  forty-seven  years  of 
age.  Chronic  fibroid  pulmonary  tuberculosis  had 
been  present  for  many  years.  Two  years  before  ad- 
mission the  infection  involved  the  peritoneum,  and 
only  a few  days  before  death  did  the  pericardium  be- 
come involved.  At  that  time  a pericardial  friction 
rub  because  audible.  Here  it  is  clear  that  the  peri- 
carditis was  a terminal  event.  The  second  case  was 
a colored  man,  sixty-one  years  of  age,  who  had  also 
an  old  pulmonary  tuberculosis.  The  peritoneum  was 
involved  and  there  was  a large  serosanguineous  effu- 
sion into  the  pericardial  sac,  in  which  tubercle 
bacilli  were  found  by  smear.  Death  occurred  eleven 
days  after  entering  the  hospital. 

Group  IV.  Symptoms  and  Signs  of  a Massive 
Pericardial  Effusion. — Three  of  our  cases  fall  into 
this  group.  All  had  fever  and  two  showed  circulatory 
failure  in  the  latter  part  of  the  illness.  In  these  two 
cases  the  serofibrinous  pericarditis  changed  to  fibrin- 
ous and  there  was  definite  constriction  of  the  heart. 
Death  in  these  two  cases  was  due  to  heart  failure. 
The  third  case  will  be  presented  in  detail  later. 

Group  V.  Patients  in  Whom  Tuberculosis  of  the 
Pericardium  is  Followed  by  Miliary  Tuberculosis.— 
Our  case  also  beautifully  exemplifies  this  terminal 
event. 

There  are  a number  of  general  features  which 
might  be  commented  upon.  Fever  is  usually  present, 
especially  in  cases  with  effusions.  It  is  irregular, 
but  there  is  nothing  characteristic  about  its  curve. 

Anemia,  if  present,  is  not  a prominent  feature,  and 
there  may  or  may  not  be  a leucocytosis. 

Premature  beats  are  common  and  auricular  fibril- 
lation often  occurs.  The  electrocardiogram,  especial- 


ly in  the  presence  of  fluid,  shows  a low  voltage  with 
inversion  of  the  T waves. 

When  one  attempts  to  describe  the  physical  signs 
of  the  disease,  it  is  better  to  deal  with  the  patho- 
logical processes  separately. 

In  the  early  stage,  when  there  is  only  a small 
amount  of  fibrin  present,  the  only  sign  may  be  a 
pericardial  friction  rub.  This  is  often  variable  in 
quality,  position  and  degree.  It  is  usually  increased 


Fig.  1. — X-ray  film  made  February  19,  1937.  Note  the  large, 
bottle-shaped  supracardiac  shadow. 


by  pressure  with  the  stethoscope.  Fremitus  over  the 
precordium  may  be  felt  only  rarely.  As  the  fibrin 
increases  in  amount  the  friction  rub  may  disappear 
and  then  one  may  detect  an  increase  in  the  relative 
cardiac  dullness.  At  this  stage  the  sounds  are  dis- 
tant. 

With  the  presence  of  fluid  in  the  pericardial  sac 
there  is  an  absence  of  the  apex  impulse.  In  fact, 
there  may  be  a complete  absence  of  all  precordial 
activity.  There  is  an  increase  in  the  transverse 
diameter  of  the  heart,  with  an  obtuse  cardiohepatic 
angle.  The  sounds  are  distant.  As  the  effusion  in- 
creases an  area  of  dullness  associated  with  tubu- 
lar breathing  may  be  present  posteriorly,  below  the 
inferior  angle  of  the  left  scapula.  This  is  due  to 
pressure  upon  the  lung.  The  left  lobe  of  the  liver 
may  be  depressed.  When  pressure  interferes  with 
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the  diastolic  filling  of  the  heart,  the  venous  pressure 
increases  and  there  may  be  inspiratory  filling  of  the 
jugular  veins.  An  increase  in  pressure  on  the  root 
of  the  aorta,  with  the  descent  of  the  diaphragm, 
accounts  for  pulsus  paradoxus.  The  systolic  blood 
pressure  is  low  and  the  pulse  pressure  is  small.  An 
X-ray  and  fluoroscopic  examination  is  of  consider- 
able aid.  The  supracardiac  shadow  assumes  the 
characteristic  bottle  or  gourd  shape.  There  is  a 
diminution  or  absence  of  the  excursions  of  the 
borders  with  systole  and  diastole. 

When  adhesions  have  formed  and  embarrass  the 
heart’s  activity,  in  addition  to  the  signs  of  com- 
pression, which  have  just  been  enumerated,  there 
may  be  added  the  diastole  shock,  partial  or  complete 
immobility  of  the  heart,  systolic  retraction  at  the 
apex,  and  Broadbent’s  sign.  The  X-ray  is  also  help- 
ful in  determining  the  immobility,  and,  in  addition, 
one  may  find  that  the  diaphragm  does  not  move  away 
from  the  heart  on  inspiration,  and  that  the  left  side 
of  the  diaphragm  is  fixed.  Also,  the  edges  of  the 
pericardium  are  not  sharp  but  fade  off  into  the 
lungs. 

Little  need  be  said  about  treatment.  When  the 
effusion  is  large,  causing  pressure,  it  should  be  as- 
pirated. This  can  be  done  with  safety  by  inserting 
the  needle  through  the  fifth  interspace,  just  outside 
the  apex,  or  in  the  angle  formed  by  the  ensiform  and 
the  right  costal  cartilages.  There  are  some  who  think 
that  the  injection  of  air  into  the  pericardial  cavity, 
after  withdrawing  fluid,  is  helpful.  They  maintain 
that  it  prevents  the  formation  of  adhesions,  delays 
the  reaccumulation  of  fluid,  promotes  the  healing  of 
the  process  and  prevents  pain.  Theoretically,  this 
seems  sound.  Time  does  not  permit  a discussion  of 
the  surgical  treatment  of  adhesive  pericarditis. 

The  case  to  be  presented  is  that  of  a colored 
longshoreman,  forty-one  years  of  age,  who  was  ad- 
mitted to  the  Norfolk  General  Hospital  on  January 
8,  1937,  and  died  on  April  2nd  of  this  year.  His 
father  and  mother  were  dead,  but  neither  had  tuber- 
culosis. Six  brothers  and  sisters  were  living  and 
well.  To  the  patient’s  knowledge  there  was  no  pro- 
longed contact  with  open  tuberculosis.  He  had  had 
gonorrhea  and  syphilis  but  otherwise  had  been 
healthy.  His  illness  began  four  weeks  before  ad- 
mission, when  he  was  forced  to  stop  working  be- 
cause of  weakness,  breathlessness  on  exertion,  after- 
noon fever  and  night  sweats.  Soon  he  began  to 
cough  and  expectorate  a little  whitish  sputum,  and 


he  suffered  from  pain  in  the  region  of  his  heart. 
During  these  four  weeks  he  had  lost  about  twenty 
pounds  in  weight. 

The  physical  examination  showed  a temperature 
of  100.6,  pulse  90,  and  respiratory  rate  of  20.  He 
was  still  well-nourished  but  rather  listless.  The 
jugular  veins  were  not  distended.  The  apex  im- 
pulse of  the  heart  was  neither  visible  nor  palpable. 
There  was  no  fremitus  over  the  precordial  region 
and  no  diastolic  shock.  The  relative  cardiac  dull- 
ness was  increased  4 cm.  to  the  left  and  about 


Fig.  2. — X-ray  film  made  Mar  h 16,  1937.  The  supracardiac 
shadow  is  larger  than  in  Fig.  1.  There  is  a small  amount 
of  fluid  in  the  right  pleural  cavity. 


2 cm.  to  the  right.  The  cardiohepatic  • angle  was 
obtuse.  The  sounds  were  distant.  No  murmurs  were 
present,  but  a to  and  fro  friction  rub  was  audible 
along  the  left  border  of  the  sternum.  This  was 
increased  in  intensity  by  pressure  with  the  stetho- 
scope. The  blood  pressure  was  104  systolic  and  74 
diastolic.  The  radial  arteries  were  not  abnormally 
thickened.  The  lungs,  were  clear  and  there  was  no 
area  of  dullness  on  the  left  posteriorly.  Otherw'ise 
the  examination  showed  no  abnormalities. 

The  urine  contained  a very  faint  trace  of  albumin. 
Hgb.  83  per  cent;  W.B.C.  3,100;  P.M.N.  71  per 
cent.  The  blood  Wassermann  was  4,  4,  4,  4,  4,  0. 
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Culture  of  the  blood  showed  no  growth  and  no 
tubercle  bacilli  were  found  in  the  sputum. 

A fluoroscopic  examination  showed  a wide  su- 
pracardiac  shadow  which  was  bottle  shaped,  and 
the  excursions  of  the  shadows  were  very  slight. 

All  the  evidence,  therefore,  favored  the  diagnosis 
of  pericarditis  with  effusion. 

Four  days  after  admission  the  pericardial  sac 
was  tapped  and  about  100  cc.  of  slightly  bloody, 
yellowish  fluid  was  withdrawn.  More  could  have 
been  obtained.  The  cellular  content  was  high.  No 
tubercle  bacilli  were  found  in  a smear  of  the  sedi- 
ment and  the  fluid  was  cultured  for  these  organ- 
isms. 


Fig.  3. — X-ray  film  made  March  26,  1937.  The  heart  is  not  en- 
larged. Air  and  a small  amount  of  fluid  are  in  the  Pericardial 
sac.  No  adhesions  seen.  The  parietal  pericardium  is  thick- 
ened. Early  miliary  tuberculosis  of  the  lungs. 

On  February  5th  the  pericardial  friction  sound 
had  disappeared.  The  venous  pressure  was  88  mm., 
which  is  within  normal  limits.  An  intracutaneous 
tuberculin  reaction,  using  .01  mg.  of  tuberculin  was 
positive.  The  temperature  had  varied  about  one 
degree  on  either  side  of  101,  and  the  pulse  rate 
had  steadily  increased,  averaging  about  130. 

On  the  13th  of  February  the  blood  pressure  was 
92/76  and  he  was  complaining  of  substernal  pres- 
sure. The  sac  was  again  aspirated  and  about  200 
cc.  of  fluid  removed.  On  the  19th,  the  first  X-ray 


film  was  made  which  showed  the  large  cardiac 
shadow  with  characteristics  of  pericardial  effusion. 

On  February  26th  a note  was  made  stating  that 
the  disease  seemed  to  be  at  a standstill.  An  elec- 
trocardiographic tracing  showed  low  voltage  through- 
out, T]  diphasic  downward  and  T2  a straight  line. 

On  March  2nd  the  pericardial  sac  was  again  as- 
pirated, 200  cc.  of  cloudy  amber  fluid  obtained, 
and  tubercle  bacilli  were  found  in  the  sediment. 

On  March  14th,  his  condition  having  been  with- 
out change  for  nine  weeks,  he  had  a severe  chill  and 
his  temperature,  rose  to  105  degrees.  The  next  day 
the  right  side  of  the  face  was  edematous,  there  was 
flatness  over  the  right  side  of  the  chest  below  the 
third  rib,  with  distant  bronchial  breathing,  and  the 
lower  margin  of  the  liver  was  felt  4 cm.  below  the 
costal  border  in  the  right  mid-clavicular  line.  The 
left  border  of  relative  cardiac  dullness  had  not 
greatly  changed.  Two  hundred  cc.  of  clear,  straw- 
colored  fluid  with  characteristics  of  a transudate 
were  removed  from  the  right  pleural  cavity  and  the 
pericardial  sac  was  again  aspirated. 

On  March  15th  another  X-ray  film  was  made, 
after  which  300  cc.  of  cloudy,  yellow  fluid  was  re- 
moved from  the  pericardial  sac.  The  film  showed 
a small  amount  of  fluid  at  the  right  costo-phrenic 
angle  and  a large  pericardial  effusion. 

Nine  days  later  the  general  condition  of  the  pa- 
tient was  much  worse,  the  temperature  had  been  high 
and  the  pulse  rate  rapid.  One  thousand  cc.  of 
cafe  an  lait  colored  fluid  was  removed  and  300  cc. 
of  air  injected  into  the  pericardial  cavity.  The 
third  film,  made  after  this,  showed  a greatly  thick- 
ened parietal  pericardium,  but  no  adhesions.  At 
this  time  the  spleen  was  definitely  enlarged  and 
easily  palpable.  A miliary  tubercle  was  seen  in 
the  fundus  of  one  eye.  From  then  on  the  patient’s 
condition  became  worse,  with  high  fever,  rapid  heart 
rate,  stupor,  and  on  the  second  of  April  he  died. 
We  believe  that  just  preceding  the  chill  there  was  a 
widespread  dissemination  of  tubercle  bacilli  and  the 
beginning  of  miliary  tuberculosis.  There  might 
have  been  some  pleurisy  on  the  right  but  we  did 
not  think  so  at  the  time  of  aspiration. 

Briefly,  the  autopsy  showed  the  following:  Tuber- 
culous peritonitis  was  not  present.  There  were 
fibrinous  adhesions  between  each  lung  and  the 
pericardial  sac,  also  between  the  latter  and  the 
sternum.  Miliary  tubercles  were  scattered  over  the 
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visceral  pleura,  which  was  rather  dull  and  slightly 
roughened  in  places.  The  pleural  cavities  contained 
no  fluid.  The  pericardial  sac  contained  about  200 
cc.  of  pus.  The  surfaces  were  covered  with  thick 
flbrino-purulent  exudate,  but  there  were  no  adhe- 
sions. There  were  three  enlarged  lymph  nodes  ad- 
herent to  the  pericardium  near  the  diaphragm.  The 
heart  was  moderately  enlarged.  Both  lungs  showed 
miliary  tuberculosis  and  the  left  was  partially  con- 
solidated. The  peribronchial  and  tracheobronchial 
lymph  nodes  were  enlarged.  The  spleen  was  about 
thrice  its  normal  size  and  showed  many  miliary 
tubercles. 

We  present  this  case  then  as  an  example  of  so- 
called  primary  tuberculous  pericarditis  with  terminal 
miliary  tuberculosis.  Certainly  the  pericarditis  was 
the  oldest  lesion  giving  clinical  signs.  However,  it 


is  quite  evident  that  the  infection  sprang  from  a 
tuberculous  mediastinal  gland. 
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THE  USE  OF  TUBERCULIN  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  OCULAR  TUBERCULOSIS.* 


Edwin  W.  Burton,  A.  B.,  M.  D., 

University,  Virginia. 


Ocular  tuberculosis  has  received  increased  recog- 
nition during  the  past  thirty  years,  and,  as  a result, 
many  problems  concerned  with  the  diagnosis  and 
treatment  of  the  disease  have  arisen.  The  rule 
played  by  allergy  is  particularly  important,  both  in 
the  types  of  lesions  produced,  and  in  the  diagnosis 
and  treatment  of  them,  but  only  one  phase  of  allergy 
will  be  discussed,  viz.,  the  diagnostic  and  thera- 
peutic use  of  tuberculin.  The  employment  of  tuber- 
culin, especially  in  the  treatment  of  ocular  tubercu- 
losis, is  extremely  important  to  the  ophthalmologist 
since  its  use  in  the  treatment  of  other  forms  of  the 
disease  has  been  practically  discarded. 

The  Diagnostic  Value  of  the  Tuberculin  Test. — 
The  question  arises  as  to  the  diagnostic  value  of 
the  tuberculin  test.  Reference  will  particularly  be 
made  to  the  quantitative  intracutaneous  test  (Man- 
toux  test),  as  we  have  used  this  method  almost  ex- 
clusively. The  flexor  surface  of  the  forearm  is 
sterilized,  and  0.1  c.c.  each  of  1:1,000,000,  1:100,- 
000  and  1:10,000  solutions  of  O.  T.  are  injected 
intracutaneously,  several  centimeters  apart.  A con- 

*Read before  the  Virginia  Society  of  Oto-Laryngology 
and  Ophthalmology,  at  Staunton,  Va.,  May  8,  1937. 


trol  test  of  normal  saline  is  also  injected.  The  pa- 
tient is  then  observed  for  48  hours  at  the  end  of 
which  time  the  results  are  recorded.  If  no  reaction 
has  taken  place,  then  0.1  c.c.  of  the  1 : 1,000  solution 
is  employed.  Stronger  solutions  up  to  1 mgm.  have 
been  used  by  some  in  the  attempt  to  get  a response. 
We  feel  that  there  are  two  main  objections  to  ex- 
tremely large  doses  of  tuberculin:  in  the  first  place, 
the  test  is  not  as  sensitive  and,  therefore,  loses  some 
of  its  diagnostic  significance,  and,  secondly,  a severe 
focal  reaction  may  result.  We  try  to  avoid  a focal 
reaction,  as  it  may  lead  to  disastrous  consequences, 
particularly  when  the  posterior  segment  of  the  eye 
is  involved.  The  test  is  usually  regarded  as  negative 
when  no  reaction  is  produced  by  the  1 : 1 ,000  solution 
within  48  hours.  I can  recall  several  instances  in 
which  even  the  1 : 10,000  solution  produced  a mark- 
edly indurated,  erythematous  area  several  cm.  in 
diameter.  The  reaction  may  be  delayed  until  after 
48  hours.  I have  seen  marked  reactions  take  place 
after  an  interval  of  one  week.  Reactions  appearing 
before  48  hours  are  usually  pseudo  reactions.  They 
disappear  more  quickly  and  may  be  due  to  the 
glycerin  broth  which  the  tuberculin  contains. 


500 


Virginia  Medical  Monthly 


[December, 


It  is  known  that  the  test  may  become  negative 
under  certain  conditions,  e.  g.,  during  the  late  stage 
of  miliary  tuberculosis  and  during  febrile  conditions. 
Some  infections,  such  as  measles  and  influenza,  tend 
to  produce  a negative  test. 

The  presence  of  syphilis  or  a focus  of  infection 
may  be  responsible  for  the  ocular  pathology,  but 
their  presence  does  not  exclude  the  possibility  that 
it  may  be  tuberculosis. 

There  is  not  complete  agreement  among  authori- 
ties as  to  the  significance  of  the  Mantoux  test.  Thus, 
Braun,1  after  an  analysis  of  the  reaction  in  two  hun- 
dred cases,  concluded  that  it  was  without  value  in 
the  diagnosis  of  ocular  tuberculosis.  A different 
opinion  has  been  recorded  by  Friedenw'ald  and 
Dessoff.2  These  authors  made  a careful  study  of 
fifty  cases  of  uveitis  in  which  the  affected  eye  was 
enucleated  and  in  which  a quantitative  intracutan- 
eous  tuberculin  had  been  performed  at  a time  when 
the  intraocular  inflammation  was  clinically  active. 
The  cases  were  chosen  irrespective  of  the  clinical 
diagnoses  and  irrespective  of  the  result  of  the  tuber- 
culin test.  They  concluded  (1)  Among  patients 
suffering  from  proven  ocular  tuberculosis  more  than 
half  show  extreme  hypersensitivity  to  tuberculin 
(positive  reaction  to  1/1000  mg.);  (2)  moderate 
hypersensitivity  to  tuberculin  (positive  reaction  to 
1/100  or  1/10  mg.)  is  of  no  diagnostic  value  in 
relation  to  ocular  tuberculosis;  (3)  the  absence  of 
hypersensitivity  to  tuberculin  (positive  reaction  to 
1 mg.  or  completely  negative  reaction)  does  not  com- 
pletely rule  out  the  possibility  of  ocular  tubercu- 
losis; and  (4)  that  in  all  cases  the  significance  of 
the  intracutaneous  test  can  only  be  evaluated  when 
weighed  in  relation  to  all  other  clinical  data. 

While  we  have  been  unable  to  make  a comparably 
accurate  study  on  our  own  series  of  cases,  we  feel 
that  the  above  conclusions  about  coincide  with  our 
impressions  as  to  the  value  of  the  test.  The  only 
sure  way  to  establish  a diagnosis  is  by  microscopical 
examination  of  the  pathological  tissue.  Since  this  is 
impossible  in  many  cases,  reasonable  doubt  as  to 
the  exact  nature  of  the  process  may  at  times  be  justi- 
fied. 

The  Treatment  of  Ocular  Tuberculosis. — The 
usual  symptomatic  measures  which  are  employed  in 
the  treatment  of  ocular  tuberculosis  will  not  be  dis- 
cussed in  any  detail.  Atropinization  of  the  eye,  par- 
ticularly when  the  iris  and  ciliary  body  are  involved, 
hot  compresses  and  dionin  are  all  useful  adjuvants. 


The  systemic  condition  of  the  patient  should  be 
thoroughly  investigated,  and  the  presence  of  tuber- 
culosis in  other  parts  of  the  body  should,  if  possible, 
be  ascertained.  Although  in  the  majority  of  the 
cases  of  ocular  tuberculosis  the  pulmonary  lesion 
is  quiescent  or  insignificant,  the  reverse  may  be  true, 
and  consultation  with  an  internist  may  be  advisable. 
Fresh  air,  rest,  proper  food  and  mental  encourage- 
ment are  essential.  Some  results  have  been  reported 
following  auto-hemotherapy  according  to  the  method 
of  Schieck.3  With  this  procedure  and  with  radio- 
therapy I have  had  no  experience. 

Undoubtedly,  the  therapeutic  use  of  tuberculin 
exerts  a favorable  influence  on  the  course  and  dur- 
ation of  the  disease  in  many  instances  when  used 
writh  caution.  Unfortunately,  there  is  also  another 
side  to  the  picture.  All  foci  of  infection  should  be 
eradicated  if  possible.  If  the  skin  tests  have  shown 
a hypersensitivity  to  tuberculin,  and  there  are  no 
contraindications  to  its  use,  tuberculin  therapy  may 
be  begun.  Since  the  absorption  of  tuberculin  is  more 
rapid  when  given  subcutaneously  than  when  given 
intracutaneously,  the  initial  dose  used  in  the  treat- 
ment should  be  considerably  weaker  than  the  diag- 
nostic dose  which  caused  a reaction.  Our  usual  pro- 
cedure is  to  start  with  0.1  c.c.  of  the  1:1,000,000 
solution  (.0001  mg.)  of  O.  T.  subcutaneously,  but 
it  must  be  borne  in  mind  that  tuberculosis  is  a com- 
plex disease  and  that  other  factors  may  influence 
treatment.  It  may  be  advisable  in  individual  cases 
to  start  with  much  smaller  doses.  The  injections 
are  given  twice  a week,  in  the  beginning  of  treatment, 
later  every  week,  the  amount  being  gradually  in- 
creased each  time  provided  no  reaction  has  taken 
place.  In  many  of  the  clinic  patients  who  live  a 
long  distance  from  the  hospital  the  injections  are 
given  once  a week  at  the  start.  When  a dosage  of 
.9  c.c.  of  the  1 : 1,000, 000  solution  has  been  reached, 
the  next  dose,  .1  c.c.  of  the  1:100,000  solution  is 
begun,  and  so  on.  If  a reaction  is  produced,  the  dose 
should  be  decreased  and  then  gradually  increased 
again.  The  treatments  are  continued  for  some  months 
under  constant  supervision.  Recurrences  could  prob- 
ably be  reduced  if  the  patients  were  examined  for  a 
return  of  allergy  some  months  following  the  termi- 
nation of  the  treatment. 

Results  of  Tuberculin  Treatment. — Opinions  like- 
wise differ  as  to  the  therapeutic  value  of  tuberculin. 
Numerous  reports  dealing  with  the  results  obtained 
from  its  use  have  been  recorded,  only  a few  of  which 
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will  be  referred  to.  Even  at  best,  statistics  are  apt 
to  be  misleading.  Three  questions  may  be  logically 
asked:  How  many  so-called  “cures”  resulting  from 
the  use  of  tuberculin  would  have  taken  place  under 
other  treatment  alone?  What  proportion  of  cases 
which  have  failed  to  respond  to  the  usual  treatment 
are  benefited  after  the  use  of  tuberculin?  How  do 
the  results  compare  in  two  series  of  cases,  in  one 
of  which  tuberculin  is  used  and  in  the  other  tuber- 
culin is  withheld?  An  answer  to  the  first  question 
must,  for  obvious  reasons,  be  omitted.  As  to  the 
second,  much  valuable  information  may  be  obtained. 
Cases  falling  under  this  category  seem  common 
enough  to  remove  all  doubts  as  to  the  value  of  tuber- 
culin. My  own  limited  experience  has  convinced  me 
of  the  efficacy  of  tuberculin  when  other  methods 
have  failed.  King4  reported  four  cases  in  detail,  on 
whom  observations  had  been  made  for  a number  of 
years,  both  during  the  time  in  which  no  tuberculin 
had  been  used,  and  after  it  had  been  begun.  The 
results  point  conclusively  to  the  value  of  tuberculin 
treatment.  Concerning  the  third  question,  Hartig’s5 
analysis  deserves  especial  notice.  This  author  made 
observations  for  a period  of  one  year  on  38  patients 
treated  with  tuberculin  and  on  14  other  patients  with 
ocular  tuberculosis  who  did  not  receive  tuberculin. 
While  26.3  per  cent  of  the  patients  treated  with 
tuberculin  were  healed,  not  one  of  the  untreated 
patients  was  healed. 


In  1928,  Woods  and  Rones6  reported  42  carefully 
studied  cases  of  ocular  tuberculosis  which  had  been 
treated  with  tuberculin.  Of  this  series,  45  per  cent 
of  the  cases  appeared  healed,  45  per  cent  showed  a 
definite  improvement  and  10  per  cent  showed  no 
improvement.  About  25  per  cent  had  definite  re- 
currences of  the  ocular  disease  after  an  initial  heal- 
ing or  improvement. 

The  assumption  that  tuberculin  holds  an  im- 
portant place  in  the  diagnosis  and  treatment  of  ocular 
tuberculosis  seems  entirely  justified. 
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THE  USE  OF  DRUGS  IN  THE  TREATMENT  OF  URINARY 
TRACT  INFECTIONS.* 


A.  I.  Dodson,  M.  D., 
Richmond,  Va. 


The  ever  increasing  list  of  urinary  antiseptics 
attests  the  limitations  of  drugs  in  the  treatment  of 
urinary  tract  infections.  There  are,  however,  a few 
preparations  with  definite  therapeutic  value  when 
given  in  sufficient  dosage  and  under  favorable  con- 
ditions. The  behavior  of  chemical  compounds  is 
usually  influenced  by  the  chemical  or  physical 
nature  of  the  menstruum  in  which  they  are  dis- 
solved. Hexamethylenamine  (methenamine,  urotro- 
pin,  citarin,  formin,  etc.)  when  eliminated  in  strong- 
ly acid  urine  produces  formaldehyde  which  is  an 
excellent  urinary  antiseptic.  In  alkaline  urine 

*From  Urological  Service  of  Hospital  Division  of  Med- 
ical College  of  Virginia  and  St.  Elizabeth’s  Hospital. 


methenamine  is  eliminated  unchanged  and  has  no 
antiseptic  value.  Likewise,  mandelic  acid  prescribed 
as  sodium  or  ammonium  mandelate  is  effective  only 
when  eliminated  in  urine  with  a high  degree  of 
acidity.  Hexylresorcinol  is  also  more  effective  in 
acid  urine  and  when  the  fluid  intake  is  limited, 
offering  an  increased  surface  tension;  conversely, 
acri flavine  is  more  effective  when  the  urine  is  alka- 
line. The  same  is  probably  true  of  sulfanilamide. 
Certainly  it  is  not  detrimental  to  its  usefulness.  Mer- 
curochrome  and  neosalvarsan  are  not  influenced  by 
the  recaction  of  the  urine.  The  above-mentioned 
drugs  are  the  most  useful  agents  in  the  treatment  of 
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urinary  tract  infections  and  will  be  discussed  in 
greater  detail. 

Other  factors  to  be  considered  when  administer- 
ing urinary  antiseptics  are  the  nature  of  the  in- 
fection, whether  acute  or  chronic,  the  morphology 
of  the  infecting  organism,  the  functional  value  of 
the  kidneys  and  the  presence  or  absence  of  obstruc- 
tive lesions. 

In  my  opinion,  the  oral  administration  of  urinary 
antiseptics  is  rarely  helpful  in  the  treatment  of  acute 
infections  of  the  urinary  tract,  especially  when  there 
are  toxic  symptoms,  such  as  high  fever  and  nausea. 
In  the  first  place,  the  drug  is  apt  to  increase  the 
nausea  and  frequently  is  not  tolerated;  furthermore, 
a large  intake  of  fluids  is  the  important  feature  in 
the  treatment  of  such  cases,  and  the  urinary  anti- 
septic, if  given,  is  so  diluted  that  it  cannot  produce 
any  bactericidal  effect. 

During  the  toxic  period  of  acute  infections,  alka- 
lies may  be  counted  upon  to  combat  acidosis,  lessen 
nausea,  and  at  times  alleviate  bladder  distress  re- 
sulting from  sensitiveness  to  acid  urine.  The  degree 
of  alkalinity  that  can  be  produced  in  the  body  will 
not  affect  the  growth  of  bacteria.  The  urine  can  be 
brought  to  a degree  of  acidity  decidedly  effective  in 
combating  certain  organisms.  In  acute  cases,  as 
soon  as  the  toxic  effects  of  the  infection  have  sub- 
sided and  the  patient  can  take  a fairly  liberal  diet, 
recovery  will  be  hastened  by  rendering  the  urine  as 
acid  as  possible.  In  many  cases  there  has  been  a 
marked  decrease  of  pus  and  in  some  it  has  entirely 
disappeared  before  further  medication  was  instituted. 
It  has  been  our  custom,  before  administering 
methenamine  or  mandelic  acid,  to  produce  an  acidity 
of  Th  5.2  by  an  acid  ash  diet  and  giving  ammonium 
chloride,  eighty  grains  a day,  or  concentrated 
nitrohydrochloric  acid,  ten  drops  in  a glass  of  water 
every  four  hours. 

An  adequate  diet  is  very  important  in  the  treat- 
ment of  both  acute  and  chronic  infections  of  the 
urinary  tract.  Food  intake  should  be  as  liberal  as 
the  patient  will  tolerate.  There  is  no  occasion  for 
administering  only  liquid  food  while  there  is  a fever, 
nor  should  meats  and  other  protein  foods  be  restricted 
because  of  pyelitis.  This  practice  among  some 
physicians  probably  results  from  confusion  of  in- 
fections of  the  kidney  with  nephritis.  Of  course,  the 
two  may  exist  together  and  decrease  in  renal  func- 
tion indicates  adjustments  of  the  diet  and  medication 
accordingly.  I have  recently  seen  a patient  wrho, 


having  suffered  with  severe  pyelitis  for  six  weeks, 
developed  edema  of  both  feet  because  of  serum 
albumin  deficiency  resulting  from  restricted  diet. 
The  function  of  the  kidneys  was  only  slightly 
diminished  and  the  cause  of  the  edema  was  readily 
recognized  by  serum  albumin  and  serum  globulin 
determinations. 

In  most  cases  acute  infections  of  the  urinary  tract 
will  subside  with  rest  in  bed,  forced  fluids,  and  free 
intestinal  elimination.  In  a few  instances,  because 
of  low  resistance,  a virulent  infection,  or  poor  drain- 
age, other  measures  must  be  instituted.  In  these 
cases,  if  drainage  is  adequate,  we  can  depend  upon 
the  intraverous  administration  of  neosalvarsan  or 
mercurochrome  to  be  of  decided  benefit.  Neosalvar- 
san is  recommended  in  coccal  infections,  but  I have 
found  it  so  frequently  helpful  that  I rarely  bother  to 
determine  the  predominant  bacteria,  realizing  that 
in  so  many  cases  a mixed  infection  exists.  The  dose 
is  .3  gram  and  may  be  repeated  in  four  days.  I 
have  never  seen  a reaction  and  have  frequently  seen 
the  temperature  return  to  normal  and  remain  so 
following  the  administration  of  one  dose.  Mercuro- 
chrome is  more  effective  in  colon  infections.  Geisin- 
ger1  uses  2.5  mgs.  per  kilogram  of  body  weight.  A 
one  per  cent  solution  is  used  and  the  number  of 
cubic  centimeters  required  is  determined  by  dividing 
the  patient’s  body  weight  by  8.8.  Because  of  the 
severe  reaction  of  mercurochrome,  I have  not  used 
it  often,  though  in  a few  very  sick  patients  it  has 
been  decidely  helpful.  Braasch  and  Bumpus2  found 
mercurochrome  most  efficient  of  all  chemotherapeutic 
agents.  Of  twenty-six  patients  who  developed  acute 
pyelonephritis  either  during  preparation  for  or  fol- 
lowing prostatectomy,  the  fever  dropped  immediately 
to  normal  in  twenty-five  and  in  nine  of  these  there 
was  no  subsequent  rise.  Of  a group  of  patients  treated 
during  the  febrile  period  of  chronic  pylonephritis, 
the  fever  returned  to  normal  and  remained  so  in  50 
per  cent  of  the  cases.  The  drug  was  not  effective  in 
eradicating  infection  in  chronic  cases.  Neither  of 
these  drugs  is  beneficial  unless  there  is  free  drainage 
of  urine.  When  obstructive  lesions  exist  drainage 
must  be  instituted  either  by  cystoscopic  methods  or 
operations.  Obstruction  is  usually  recognized  by  ex- 
cessive tenderness  and  muscle  spasm  over  the  kidney 
and  by  intermittent  fever;  often  accompanied  by 
chills. 

In  acute  cases  when  the  toxic  symptoms  have  sub- 
sided and  in  chronic  infections  urinary  antiseptics 
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may  be  administered  by  mouth  with  decided  benefit 
in  many  instances.  It  must  be  borne  in  mind,  how- 
ever, that  benefit  will  not  be  obtained  unless  the 
kidney  has  sufficient  function  to  eliminate  the  drug, 
and  furthermore,  that  the  greatest  benefit  is  ob- 
tained when  the  urinary  tract  is  free  from  obstruc- 
tive lesions.  I would  not  insist  that  every  patient 
suffering  with  infection  of  the  urinary  tract  undergo 
a complete  urological  examination  before  treatment 
is  begun,  but  certainly  a patient  who  has  failed  to 
improve  following  adequate  chemotherapeutic  treat- 
ment for  a period  of  ten  days  deserves  such  exam- 
ination. 

Hexamethylenamine 

Hexamethylenamine  (methenamine,  formin,  uro- 
tropin,  citarin)  was  first  introduced  as  a urinary 
antiseptic  by  Nicolaier  in  1890  and  is  now  probably 
more  generally  used  than  any  other  drug  for  treat- 
ing infections  of  the  urinary  tract.  Helmholtz  and 
Field3  found  it  more  effective  than  either  hexylresor- 
cinol  or  mercurochrome  in  treating  experimental 
pyelitis  produced  in  rabbits  by  intravenous  injection 
of  colon  bacilli  and  staphylococci.  They  kept  the 
acidity  of  the  urine  between  Ph  4.5  and  Ph  5.5 
The  staphylococci  were  more  susceptible  than  the 
colon  bacilli.  Burnam,4  in  1912,  showed  that 
hexamethylenamine  in  the  test  tube  has  no  anti- 
septic action  but  that  formaldehyde  proved  very 
germicidal.  He  stated  that  it  was  possible  to  secure 
a solution  of  1-6000  dilution  of  formaldehyde  in  the 
urine  after  the  oral  administration  of  hexa- 
methylenamine. He  also  found  that  patients  taking 
the  drug  in  five  or  ten  grain  doses  did  not  eliminate 
formaldehyde  in  more  than  20  per  cent  of  the  cases, 
but  a large  percentage  of  them  showed  it  when  the 
dose  was  increased  to  twenty  to  thirty  grains  every 
four  to  six  hours.  Hinman,5  in  1913,  showed  that 
fifteen  grains  of  hexamethylenamine  three  times  a 
day  would  produce  antiseptic  bladder  urine  in  30  per 
cent  of  the  cases.  He  believed  that  a formaldehyde 
concentration  of  1-15000  would  inhibit  most  of  the 
bacterial  growths.  Thomas  and  Wang6  demon- 
strated that  formaldehyde  would  inhibit  the  growth 
of  staphylococcus  aureus  in  1-20000  dilution  and 
colon  bacillus  in  1-15000  dilution,  and  would  com- 
pletely destroy  both  in  a dilution  of  1-5000.  When 
urine  was  used  as  a diluent  the  antiseptic  value  was 
reduced  about  25  per  cent.  They  found  that  formal- 
dehyde appeared  in  the  urine  thirty  minutes  after 
the  administration  of  fifteen  grains  of  hexamethyl- 


enamine and  the  urine  became  bacteriostatic  in  15 
per  cent  of  sixty  urine  specimens  examined  when 
fifteen  grains  was  given  three  time  a day.  High 
concentration  of  formaldehyde  was,  as  a rule,  de- 
tected in  urine  specimens  whose  Ph  values  were 
between  4.55  and  5.65.  Where  the  Ph  was  above 
seven  formaldehyde  was  invariably  absent.  It  should 
be  noted  that  the  dose  administered  by  Thomas  and 
Wang  is  slightly  more  than  half  that  which  can  be 
tolerated  by  the  average  individual.  It  has  been  my 
custom  to  give  20  grains  four  times  a day  for  four 
or  five  days  at  a time,  allowing  a rest  period  of 
forty-eight  hours  at  that  time,  or  earlier  if  there  is 
evidence  of  irritation  of  the  bladder  as  evidenced  by 
blood  cells  in  the  urine,  or  frequency  or  burning  on 
urination.  Scholl  and  Derning7  showed  by  quanti- 
tative analysis  that  there  is  a definite  relationship 
between  the  amount  of  formaldehyde  eliminated  from 
hexamethylenamine  and  the  acidity  of  the  solution. 

We  are,  therefore,  justified  in  concluding  that 
hexamethylenamine  can  be  counted  upon  as  a val- 
uable urinary  antiseptic  when  given  in  sufficiently 
large  doses,  provided  the  urine  is  sufficiently  acid. 
It  is  my  custom  to  acidify  the  urine  by  eliminating 
as  far  as  possible  alkaline  ash  foods  and  adminis- 
tering ammonium  chloride,  fifteen  to  twenty  grams 
four  times  a day.  When  the  Ph  of  the  urine  is  5.5 
or  less,  hexamethylenamine  is  given  in  combination 
with  sodium  acid  phosphate. 

Anhydromethylenecitric  acid  forms  the  basis  of 
two  drugs,  helmitol  and  citarin.  These  drugs  have 
been  advocated  as  urinary  antiseptics  with  the  claim 
that  they  would  liberate  formaldehyde  in  an  alkaline 
solution.  Paul  J.  Hanzlik8  in  a series  of  experi- 
ments showed  that  the  degree  of  alkalinity  necessary 
for  the  elimination  of  formaldehyde  from  anhydro- 
methylenecitric acid  was  Ph  13.06  which  is  probably 
not  attainable  during  life.  Therefore,  helmitol  and 
citarin  are  of  no  value  as  urinary  antiseptics.  He 
concludes  that  the  rational  use  of  hexamethylenamine 
as  a urinary  antiseptic  remains  unsurpassed  among 
this  class  of  agents. 

Mandelic  Acid 

Mandelic  acid  has  bactericidal  properties  similar 
to  those  of  beta-oxybutyric  acid  which  is  excreted 
in  the  urine  during  the  ingestion  of  the  ketogenic 
diet.  The  adult  dose  usually  prescribed  in  the  form 
of  the  sodium  or  ammonium  salt  is  180  to  200  grains 
a day  given  in  divided  doses.  The  fluid  intake 
should  be  reduced  and  the  Ph  of  the  urine  kept  at 
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or  below  5.2  by  the  use  of  an  acid  ash  diet  and  the 
administration  of  ammonium  chloride  or  nitro- 
hydrochloric  acid.  The  drug  is  decidedly  effective 
in  the  treatment  of  infections  produced  by  the  colon 
group  of  organisms.9  In  a large  group  of  cases 
treated  on  the  wards  of  the  hospital  division  of  the 
Medical  College  of  Virginia,  pus  and  bacteria  have 
usually  disappeared  from  the  urine  in  a week  to 
ten  days.  Cases  were  selected  with  no  complicating 
disease  of  the  urinary  tract  and  with  good  kidney 
function. 

When  mandelic  acid  is  administered  over  a pro- 
longed period  definite  evidence  of  renal  irritation 
may  be  noted.  This  is  shown  by  the  presence  of 
granular  and  hyaline  casts  and  an  occasional  red 
blood  cell  in  the  urine.  When  the  drug  is  discon- 
tinued all  evidence  of  irritation  rapidly  disappears. 
It  has  the  further  disadvantage  of  being  rather  un- 
palatable and  to  some  patients  nauseating.  These 
disagreeable  features  have  been  overcome  to  some 
extent  by  a number  of  drug  houses  who  dispense  it 
in  the  form  of  a syrup  or  an  elixir. 

Proflavine  and  Acriflavine 

Edwin  F.  Davis10  in  a series  of  experiments  de- 
termined that  proflavine  and  acriflavine  given  in  0.1 
gram  and  0.5  gram  doses  to  normal  individuals 
rendered  the  urine  an  unfit  culture  medium  for  the 
colon  bacillus  and  the  staphylococcus,  provided  the 
urine  was  alkaline  in  reaction.  The  antiseptic  action 
was  evident  in  two  hours  and  persisted  for  eight 
hours.  When  given  to  animals  in  much  larger  doses 
these  drugs  showed  no  toxic  effects.  It  is  evident 
that  proflavine  and  acriflavine  may  be  safely  ad- 
ministered in  one  grain  doses  to  individuals  with 
alkaline  urine  with  the  expectation  of  beneficial 
results.  Acriflavine  can  be  obtained  in  one-half 
grain  enteric-coated  tablets. 

Sulfanilamide 

Recently  sulfanilamide  has  been  found  useful  in 
the  treatment  of  urinary  infections.  H.  F.  Helm- 
holtz11 reports  that  experimental  studies  demonstrate 
that  the  urine  of  patients  taking  sulfanilamide  de- 
velops definite  bactericidal  power  for  the  organisms 
commonly  found  in  infections  of  the  urinary  tract. 
The  dosage  was  fifteen  grains  five  times  a day. 
Russell  D.  Herrold,12  following  the  use  of  the  drug 
in  sixteen  patients  with  gram  negative  bacillus  in- 
fection, with  twelve  cures,  and  four  patients  with 
staphylococcic  infection  with  three  cures,  concluded 


that  sulfanilamide  is  a valuable  addition  to  the  group 
of  urinary  antiseptics.  He  gave  thirty  grains  a day 
and  the  patients  were  free  of  infection  in  from  ten 
days  to  three  weeks. 

I have  used  sulfanilamide  with  good  results  in 
several  cases.  One  patient  with  a fever  and  a pyuria 
that  had  not  responded  to  other  antiseptics  or  to 
irrigations  of  the  kidney  pelves  was  free  of  symptoms 
and  the  urine  free  of  pus  after  eighty  grains  a day 
had  been  administered  for  three  days.  In  other  cases 
improvement  has  been  satisfactory  but  less  spectac- 
ular. Such  large  doses  can  be  given  only  over  a 
very  short  period  of  time.  I usually  reduce  the  dose 
to  sixty  grains  a day  after  forty-eight  hours  and 
then  to  forty  grains  a day  at  the  end  of  a week.  The 
drug  when  given  in  adequate  dosage  is  decidedly 
toxic  to  some  individuals.  Careful  watch  must  be 
kept  for  toxic  symptoms,  such  as  nausea,  dizziness, 
lassitude,  cyanosis  resulting  from  methemoglobin- 
emia, leukopenia,  and  skin  rash.  Toxic  symptoms 
rapidly  subside  when  the  drug  is  discontinued  and 
fluids  are  forced.  The  drug  is  rendered  less  toxic 
and  probably  more  effective  by  the  administration 
of  alkalies.  Individuals  vary  greatly  in  their  toler- 
ance of  this  drug  and  it  should  be  used  cautiously 
and  with  close  observation  of  the  patient  until  more 
is  known  of  the  necessary  dosage  and  its  possible 
ultimate  toxic  effects. 
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MANAGEMENT  OF  VASCULAR  HYPERTENSION.* 


J.  D.  Willis,  M.  D., 

Roanoke,  Virginia. 


My  assignment  in  this  treatment  symposium  on 
the  “Management  of  Vascular  Hypertension”  offers 
the  opportunity  to  write  extensively  on  the  subject 
because  of  so  great  a lack  of  definite  knowledge  and 
consequently  such  latitude  in  reasoning  in  regard  to 
the  application  of  treatment.  I will,  however,  not 
take  advantage  of  the  opportunity  to  write  extensively 
for  the  same  reason  that  I might  do  so  and  that  is 
because  of  the  lack  of  definite  knowledge. 

Many  of  our  previous  conceptions,  which  have 
influenced  treatment  in  recent  years  have  been  ma- 
terially changed.  Rest  and  relaxation  have  a ten- 
dency to  keep  blood  pressure  low  and  for  that  reason 
should  be  insisted  upon.  Since  fatigue,  physical 
exertion,  nervous  strain  and  worry  cause  blood  pres- 
sure to  rise,  these  conditions  should  be  reduced  to  a 
minimum,  if  not  possible  for  them  to  be  avoided. 
Diet  is  not  considered  now  to  play  very  much  of  a 
part  in  the  treatment.  There  are  still  some  who 
contend  that  low  salt  diet  is  of  value.  It  is  of  great 
importance  to  remove,  insofar  as  is  possible,  recog- 
nizable foci  of  infection.  An  effort  to  combat  tox- 
emia in  all  forms  should  be  made.  Exercise  in 
moderation  where  it  does  not  interfere  with  rest  and 
relaxation  nor  produce  fatigue  should  not  be  denied. 
To  aid  in  the  elimination  of  emotional  stress  it  is 
important  that  the  case  having  hypertension  should 
live  in  a congenial  atmosphere  and  be  relieved  of 
serious  responsibility.  It  can  often  be  shown  that 
vascular  tension  will  drop  as  much  as  50  milli- 
meters in  30  minutes  time,  as  result  of  rest  in  the 
recumbent  position;  the  pressure  can  resume  its  for- 

*Read as  part  of  a symposium  on  “Treatment”  before 
the  Southwestern  Virginia  Medical  Society  at  Pulaski, 
on  April  9,  1937. 


mer  level  when  the  upright  position  is  resumed.  This 
suggests  the  importance  of  two  or  more  periods  of 
relaxation  in  the  recumbent  position  for  an  hour  or 
more  at  a time  during  the  day.  A week-end  or  every 
other  week-end  in  bed  additional  is  often  indicated. 

In  cases  where  there  are  sequelae,  such  as  cardiac 
decompensation,  arterio-sclerotic  kidney  or  cerebral 
accidents,  of  course  the  treatment  indicated  will 
chiefly  concern  these  ailments.  Certain  medicines 
are  of  value;  for  instance  mild  sedatives  such  as 
amytal,  and  phenobarbital  should  be  used  at  times 
to  aid  in  bringing  about  rest  and  relaxation  which 
means  so  much  in  maintaining  a lowered  pressure. 
At  times  the  nitrites  serve  a definite  purpose  in  the 
reduction  of  the  pressure.  Mistletoe  has  been  used 
in  France  and  Germany  extensively  but  in  this 
country  it  has  not  been  found  to  be  of  particular 
value.  Citrine  or  watermelon  seed  extract  has  been 
used  in  this  country  since  being  advocated  by  Barks- 
dale in  1926.  It  is  considered  to  be  of  some  value 
in  maintaining  a lower  pressure  if  continued  over 
a very  long  period  of  time.  What  has  been  of  great 
help  to  me  in  reducing  very  high  pressures  to  a safer 
and  lower  level  is  liver  extract,  containing  the  de- 
pressor principle  of  the  liver.  Major  and  McDonald 
were  pioneers  in  this  field  of  therapy.  There  are 
many  times  where  a cerebral  accident  might  be  ex- 
pected from  a sudden  high  rise  of  pressure  that  it 
can  be  avoided  by  judicious  use  of  liver  depressor 
substance.  I have  used  for  many  years  the  Harrower 
product  called  anabolin.  One  c.c.  given  hypoder- 
mically will  generally  reduce  a very  high  pressure 
20  millimeters,  which  drop  will  be  maintained  for 
10  to  24  hours.  It  may  be  desirable  to  give  a second 


506 


Virginia  Medical  Monthly 


[December, 


one  c.c.  at  6 to  10-hour  intervals  to  bring  about 
a pressure  drop  compatible  with  safety.  Where  this 
remedy  is  effective,  and  it  oftentimes  is  spectacular 
in  its  effect,  the  rate  of  pressure  drop  slows  as  it 
approaches  a high  normal  reading.  I do  not  believe 
the  depressor  substances  in  liver  extract  will  reduce 
a normal  pressure  appreciably. 

During  the  past  two  years  a surgical  procedure 
has  been  developed  by  which  splanchnic  and  lum- 
bar sympathectomy  is  accomplished,  that  offers  hope 
of  a return  of  normal  pressure  in  selected  cases. 

In  my  further  discussion  of  this  method  of  treat- 
ment statements  made  and  information  set  forth  will 
have  been  assembled  almost  entirely  from  abstracts 
of  articles  by  A.  W.  Adson  and  E.  V.  Allen  as  pub- 
lished in  the  January  6 and  February  3,  1937,  issues 
of  staff  meetings  of  the  Mayo  Clinic.  They  classify 
hypertension  for  treatment  purposes  into  two  gen- 
eral types,  namely,  primary  or  essential  hypertension, 
and  secondary  hypertension.  The  primary,  which 
is  estimated  to  represent  85  per  cent  of  all  cases,  is 
divided  into  four  groups.  Group  1 represents  a 
moderate  increase  in  blood  pressure,  which  ordinarily 
becomes  normal  as  a result  of  rest.  There  is  mild 
sclerosis  of  the  retinal  arteries.  Group  2 has  moder- 
ate to  severe  hypertension  with  moderate  sclerosis  of 
the  retinal  arteries.  Occasionally  there  is  venous 
thrombosis  and  arteriosclerotic  retinitis.  Group  3 
has  moderate  to  severe  hypertension  and  angiospas- 
tic retinitis.  Group  4 has  severe  hypertension,  angio- 
spastic retinitis,  and  edema  of  the  optic  disks. 

The  secondary  hypertension,  which  is  estimated 
to  represent  15  per  cent  of  all  cases,  is  considered  to 
have  resulted  from  one  of  the  following  conditions: 

1.  Coarctation  of  the  aorta 

2.  Glomerular  nephritis 

3.  Tumors  of  suprarenal  glands 

4.  Hyperthyroidism 

5.  Arteriosclerosis 

6.  Traumatic  arteriovenous  fistula 

7.  Aortic  heart  disease. 

The  treatment  indicated  in  secondary  cases  should 
be  symptomatic,  except  for  treatment  applied  directly 
to  the  pathology  responsible  for  the  hype rtension. 

Adson  and  Allen  do  not  consider  the  division  of 
essential  cases  in  the  four  groups  entirely  satis- 
factory because  it  fails  to  indicate  the  importance 
of  the  rapidity  of  progression.  A case  may  be  classi- 
fied in  group  1 or  2 and  in  a short  time  may  be 
suitable  for  classification  in  group  3 or  4.  They 


state  that  medical  treatment  in  group  1 is  usually 
satisfactory.  Group  4 cases  do  not  respond  satis- 
factorily to  medical  treatment.  Some  cases  in  groups 
2 and  3 respond  fairly  well  to  medical  treatment 
and  some  do  not.  The  medical  treatment  follows 
the  lines  of  rest  and  relaxation,  with  due  attention 
to  diet.  For  instance,  an  obese  person  should  be 
dieted,  with  reduction  in  weight  in  mind.  A person 
who  is  not  obese  may  have  a more  general  type  of 
diet.  They  do  not  consider  the  restriction  of  salt 
or  protein  to  be  of  effective  help  in  the  treatment  of 
essential  hypertension.  Sedative  drugs,  particularly 
the  barbiturates,  are  of  the  most  value.  Some  of 
their  patients  who  have  not  responded  well  to  medi- 
cal treatment  have  been  operated  upon,  using  the 
Adson  technic  for  extensive  sympathectomy.  They 
have  reported  on  results  obtained  from  this  pro- 
cedure in  38  cases  in  the  February  3,  1937,  issue 
of  staff  meeting  proceedings.  Seven  of  these  cases 
were  within  the  postoperative  period  of  three  months 
and  were  not  included  in  the  following  analysis, 
which  includes  31  of  the  38  cases.  Clinical  im-. 
provement  was  considered  excellent  in  14  cases,  good 
in  10,  fair  to  poor  in  3,  and  failure  in  4.  Blood 
pressure  results  in  the  same  group  were  considered 
excellent  in  9 cases,  good  in  8,  fair  to  poor  in  8, 
failure  in  6. 

These  authors  analyze  the  ability  to  work,  of  these 
31  cases,  eliminating  the  seven  which  were  within  the 
postoperative  period  of  three  months.  Of  this  31, 
thirteen  had  returned  to  their  former  occupation, 
9 were  able  to  carry  on  gainful  occupations,  7 were 
able  to  do  light  work,  1 had  since  died,  and  1 was 
bed-fast.  They  state  that  there  were  no  postoperative 
deaths  in  the  38  cases.  All  of  the  patients  included 
in  the  group  were  young  persons  who  had  progressive 
hypertension  of  an  advanced  degree  at  the  time  they 
were  first  examined  at  the  clinic.  They  state  that 
the  operation  of  splanchnic  resection  and  removal 
of  lumbar  ganglions  reduces  the  blood  pressure  and 
may  cause  the  disappearance  of  retinitis,  may  cause 
the  inverted  T w'aves  in  the  electrocardiogram  to 
become  upright,  may  decrease  the  size  of  the  heart, 
may  bring  about  a disappearance  of  albumin  from 
the  urine,  and  may  relieve  the  symptoms  resulting 
from  hypertension. 

They  state  further  that,  although  the  interval 
from  the  date  of  operation  to  their  review  of  cases 
is  still  comparatively  short,  they  believe  that  they 
are  justified  in  expressing  an  opinion  that  extensive 
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subdiaphragmatic  sympathectomy  has  been  of  value 
in  relieving  patients  of  clinical  symptoms  and  in 
permanently  lowering  blood  pressures.  They  con- 
sider the  operative  measures  most  effective  when 
applied  to  young  persons  who  are  in  the  early  stages 
of  the  disease,  and  consider  in  such  cases  that  the 


operation  can  be  carried  out  safely  and  without 
detriment  to  the  health  of  the  patients. 

Report  of  this  work  by  Adson  and  Allen  indicates 
that  progress  has  been  made  in  the  surgical  treat- 
ment of  hypertension. 

905  Medical  Arts  Building. 


DIABETIC  SURGERY  AT  THE  GARFIELD  MEMORIAL  HOSPITAL, 
FROM  JANUARY,  1924,  TO  JUNE,  1936,  INCLUSIVE. 


Janvier  W.  Lindsay,  M.  D., 
E.  Clarence  Rice,  M.  D., 
Maurice  A.  Selinger,  M.  D., 

and 

K.  Hammond  Mish,  M.  D., 

Washington,  D.  C. 


The  fact  that  there  are  approximately  2,500,000 
people  in  the  United  States  who  will  have  diabetes 
before  they  die,  and,  as  Joslin1  states,  every  other 
diabetic  is  a surgical  diabetic  before  he  dies,  in- 
dicates the  importance  of  an  effort  toward  the  anal- 
ysis of  our  hospital  work,  viz.,  surgery  in  the 
diabetic  patient  at  the  Garfield  Memorial  Hospital. 

Since  the  discovery  of  insulin  in  1922,  more  dia- 
betics are  reaching  advanced  years,  and,  conse- 
quently, more  diabetics  are  becoming  surgical  cases. 

The  diabetic  mortality  for  surgical  cases  at  Joslin’s 
clinic  at  the  New  England  Deaconess  Hospital,  for 
1931  to  1935  was  6 per  cent,  whereas  the  medical 
diabetic  mortality  during  the  same  period  was  1.7 
per  cent.  It  is  apparent  from  these  figures  that  the 
surgical  diabetic  represented  more  than  three  times 
as  great  a risk  as  did  the  medical  diabetic  during 
that  period. 

The  following  report  covers  the  diabetic  surgery 
at  the  Garfield  Memorial  Hospital  during  the  12.5 
year  period  from  January,  1924,  through  June, 
1936. 

During  this  time  there  were  85  operations  per- 
formed on  72  patients,  of  whom  56  were  white  and 
16  colored.  Their  ages  varied  from  13  to  81  years, 
and  of  these,  30  were  males  and  42  females.  Dental 
operations  and  pregnancies  are  not  included. 

The  total  number  of  deaths  was  13,  giving  a mor- 
tality percentage  of  15.29  for  the  entire  series  of 
cases.  These  cases  have  been  further  divided  into 
two  groups  of  6 and  6.5  years  each.  It  will  be  noted 
from  Table  I that  during  the  six-year  period  from 


Table  1. 

Summary  Diabetic  Surgery 
12.5  Year  Period  (1924-1936) 


Total  number  of  patients 72 

Sex:  Males 30 

Females 42 

Color:  White  56 

Colored  16 

Total  number  of  operations 85 

Total  number  of  deaths 13 

Total  mortality 15. 29  per  cent 

Number  of  operations:  1924-1929 28 

Number  of  deaths:  1924-1929 7 

Mortality:  1924-1929 25  percent 


Number  of  Operations:  1930-1936  (June)__  57 
Number  of  deaths:  1930-1936  (June) — 6 

Mortality:  1930-1936  (June) 10. 52  percent 

1924-1929  there  were  28  operations  with  7 deaths, 
or  a mortality  of  25  per  cent,  whereas  during  the 
six  and  one-half-year  period  from  January,  1930,  to 
June,  1936,  inclusive,  there  were  57  operations  with 
6 deaths,  or  a mortality  percentage  of  10.52.  From 
this  it  will  be  observed  that  during  the  second  six- 
year  period,  there  were  twice  as  many  operations 
performed,  but  the  number  of  deaths  was  reduced 
by  over  50  per  cent. 

In  Table  II,  we  have  indicated  the  types  of  oper- 
ations, the  number  of  cases  of  each,  as  well  as  the 
mortality  percentage  of  each.  Gangrene  of  a foot  or 
toe  has  been  by  far  the  most  frequent  cause  for  sur- 
gical interference,  constituting  more  than  one-third 
of  all  the  cases  in  this  series.  In  many  instances, 
the  number  of  certain  types  of  cases  is  too  small  to 
make  any  definite  deductions  of  value.  It  should 
be  noted  that  the  only  patient  operated  on  for  re- 
moval of  a cataract  died.  However,  a fractured 
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Table  II. 

Classification  of  Surgical  Processes  According  to 
Mortality  Rates 

Surgical  Diagnosis  Number  No.  deaths  Mortality 


of  Cases 

Per  Cent 

Diabetic  acidosis  mistakenly 
diagnosed  as  perforated 

gastric  ulcer 

1 

1 

100.0 

Infection  of  hand 

1 

1 

100.0 

Cataract 

1 

1 

100.0 

Carbuncle 

2 

1 

50.0 

Acute  appendicitis 

6 

2 

33.3 

Hypertrophy  of  prostate 

3 

1 

33.3 

Diabetic  gangrene  of  foot  or 

toe 

36 

6 

16.6 

Thyrotoxicosis 

4 

0 

0.0 

Hysterectomy 

4 

0 

0.0 

Chronic  appendicitis  

3 

0 

0.0 

Therapeutic  abortion 

3 

0 

0.0 

Chronic  cholecystitis 

3 

0 

0.0 

Acute  cholecystitis 

2 

0 

0.0 

Abscess 

2 

0 

0.0 

Cellulitis 

2 

0 

0.0 

Osteomyelitis 

2 

0 

0.0 

Urethral  stricture 

2 

0 

0.0 

Chronic  salpingitis 

1 

0 

0.0 

Exostosis 

1 

0 

0.0 

Infection  of  scalp  and  face  * 

1 

0 

0.0 

Adamantinoma  of  mandible 

1 

0 

0.0 

Acute  pancreatitis 

1 

0 

0.0 

Calculus  in  parotid  duct 

1 

0 

0.0 

Hernia  . 

1 

0 

0.0 

Tonsillectomy 

Table 

1 

IIa. 

0 

0.0 

Total  Cases  by  Years 


Year 

Cases 

Deaths 

Mortality 

Percentage 

1924 

2 

0 

0.0 

1925  

6 

0 

0.0 

1926  

3 

2 

66.6 

1927  

_ 5 

3 

60.0 

1928  

2 

0 

0.0 

1929 

_ _ 10 

2 

20.0 

1930 

2 

0 

0.0 

1931  . . _ . 

2 

0 

0.0 

1932 

_ 6 

0 

0.0 

1933  

11 

3 

27.2 

1934  _ _ _ 

16 

0 

0.0 

1935  

7 

1 

14.3 

1936 

_ 9 

2 

22.2 

femur  was  a serious  complication  in  this  very  elderly 
patient.  Another  type  of  operation,  showing  a 100 
per  cent  mortality,  is  a laparotomy  in  a case  of  dia- 
betic acidosis,  mistakenly  diagnosed  as  a perforated 
gastric  ulcer.  Although  there  was  also  only  one  case 


of  this  nature,  the  mortality  figure  is  probably  near 
the  true  one  for  such  a surgical  error. 

Table  III  indicates  the  changes  that  have  taken 
place  in  regard  to  the  minimum  and  maximum  doses 
of  insulin  given  in  infections  and  gangrene,  from 
the  early  use  of  insulin,  up  to  the  present  time.  Dur- 
ing the  first  few  years  after  the  discovery  of  insulin 
the  doses  were  usually  quite  small,  i.  e.,  not  exceed- 
ing 20  units  during  the  24-hour  period.  The  average 
minimum  and  maximum  dose  for  the  first  six-year 
period  was  8 units  and  36  units  respectively,  with 
very  few  patients  receiving  more  than  the  average 
maximum  of  36  units.  In  the  second  six-year  period 
the  figures  were  10  units  and  51  units,  with  many 
patients  receiving  much  more  than  the  average  max- 
imum of  51  units,  it  not  being  uncommon  to  give 
as  much  as  200  or  more  units  daily.  This  increase 
in  insulin  dosage,  along  with  other  improvements 
in  the  pre-operative  and  post-operative  care  of  in- 
fections and  gangrene,  has  contributed  to  the  lower 
mortality  of  the  second  six-year  period  as  compared 
with  the  first  six-year  period. 

Table  IV  shows  the  duration  of  diabetes  as  re- 
gards vascular  complications.  Of  the  32  cases  listed, 
nine  were  of  less  than  five  years’  duration,  thirteen 
were  of  more  than  five  years’  duration,  and  ten  were 
of  unknown  duration.  The  average  was  seven  years. 
Of  these  latter  ten  cases,  it  is  very  probably  that 
most  of  them  fell  into  the  group  of  more  than  five 
years’  duration,  since  the  patients,  in  most  instances, 
stated  that  the  diabetes  had  been  present  for  “many 
years.” 

The  shortest  duration  of  diabetes  as  regards  vas- 
cular complications  in  this  series  was  nine  months. 
This  occurred  in  two  instances — one  the  case  of 
a 64-year  old  white  male  with  gangrene  of  the  fourth 
and  fifth  left  toes;  the  other,  a 64-year  old  colored 
male  with  gangrene  of  the  right  foot. 

The  longest  duration  of  diabetes  was  30  years, 
this  being  the  case  of  a white  female,  63  years  old, 
with  gangrene  of  the  left  foot. 


Table  III. 

Comparison  of  the  Minimum  and  Maximum  Doses  of  Insulin  Given  in  Infections  and  Gangrene  by  Years 


1924 

1925 

1926 

1927 

1928 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

0-20 

5-10 

10-40 

0-10 

0-30 

14-19 

0-10 

0-15 

0-  5 

0-25 

12-46 

0-24 

5-15 

5-20 

0-36 

20-50 

0-15 

8-42 

0-98 

22-40 

0-29 

20-40 

15-35 

6-28 

8-18 

10-25 

68 

51-242 

8-92 

20-40 

10-45 

30-60 

15-24 

18-115 

15-105 

6-56 

5-10 
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during  the  eighth  decade.  The  youngest  patient  was 
a white  female,  aged  46  years,  with  gangrene  of  the 
right  foot,  and  the  oldest,  a white  male,  aged  78 
years,  with  gangrene  of  the  left  great  toe. 

In  Table  V,  we  have  presented  a comparison  of 
the  pre-operative  and  post-operative  orders  in  the 
surgical  diabetic,  by  years.  It  will  be  noted  that 
from  1924  through  1926,  the  pre-operative  prepa- 
ration of  the  diabetic  patient  for  surgery  was  in  no 
way  different  from  that  of  the  non-diabetic.  They 
received  no  nourishment  after  midnight  of  the  night 
preceding  operation,  and,  if  time  permitted,  there 
was  a restriction  of  carbohydrate  for  several  days 
prior  to  the  operation,  in  an  attempt  to  reduce  the 
glycosuria.  In  order  to  relieve  hunger  thus  created, 
an  excess  of  protein  and  fat  was  given,  thereby 
favoring  acidosis. 

Beginning  in  1927,  a few  cases  began  to  receive 
liquid  carbohydrate  and  other  fluids  by  mouth  until 
a few  hours  before  operation.  With  this  improve- 
ment in  pre-operative  care  came  a reduction  in  the 
mortality.  This  continued  until  1933,  when,  in  ad- 
dition to  carbohydrate  by  mouth,  many  of  the  patients 


Table  V. 

Comparison  of  Pre-Operative  and  Post-Operative  Orders  by  Years 


Year 

Number  of 
Cases 

Pre-Operative  Orders 

Post-Operative  Orders 

1924 

2 

Routine 

Glucose  p.  r. 

1925 

6 

Routine 

Glucose  p.  r. 

Tap  water  p.  o. 

1926 

3 

Routine 

Glucose  p.  r. 

Tap  water  p.  o. 

1927 

5 

Routine  (5) 

Liquid  CHO  (1) 

Murphy  drip. 

Glucose  p.  r. 

1928 

2 

Liquid  CHO  (1) 

Fluids  until  1 hr.  before 
op.  (1) 

Glucose  p.  r. 

Liquid  CHO  p.  o. 

1929 

10 

Liquid  CHO  p.  o.  until  a few 
hours  before  op. 

Glucose  p.  r. 

N-saline  sub-q. 

1930 

2 

Liquid  CHO  p.  o.  until  a few 
hours  before  op. 

Glucose  p.  r. 

Liquid  CHO  p.  o. 

1931 

2 

Liquid  CHO  p.  o.  until  a few 
hours  before  op. 

Liquid  CHO  p.  o. 

1932 

6 

Liquid  CHO  p.  o.  until  a few 
hours  before  op. 

Liquid  CHO  p.  o. 

Glucose  i.-v. 

1933 

11 

Liquid  CHO  p.  o.  until  a few 
hours  before  op. 

Force  fluids. 

Glucose  i.-v. 

Glucose  i.-v. 

Retention  enemata  tap  water. 
Liquid  CHO  p.  o. 

1934 

1935 

1936 

32 

Same 

Same 

Table  IV. 

Relation  of  Vascular  Complications  to  the  Duration 
of  Diabetes 

Total  Number  of  Cases 32 

Duration  in  Years  Cases 

Less  than  one  year  2 

1 1 

2 2 

3 4 

5 3 

6 1 

7 2 

10  3 

12  3 

30  1 

Unknown  10 

Summary: 

Duration  less  than  5 years 9 

Duration  5 to  10  years 9 

Duration  more  than  10  years 4 

Average  duration  7 years 

Age  of  Patients  at  Onset  of  Vascular  Complications 
Age  Group  Number  of  Cases 


cases 

cases 

cases 


40-50 

50-60 

60-70 

70-80 


3 

11 

12 

6 


This  table  also  shows  the  age  of  the  patients  at 
the  onset  of  vascular  complications.  Of  the  32  cases, 
23  of  them  occurred  during  the  sixth  and  seventh 
decades,  only  three  during  the  fifth  decade,  and  six 
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began  receiving  glucose  intravenously,  with  a further 
reduction  in  mortality. 

The  post-operative  treatment  of  these  patients 
from  1924  through  1927  consisted  of  glucose  and 
tap  water  by  rectum,  and  practically  nothing  by 
mouth  for  twenty-four  hours  after  operation.  In 
1928,  the  administration  of  liquid  carbohydrate  by 
mouth  was  begun  as  soon  as  possible  after  operating. 
Since  1932  glucose  has  been  used  intravenously  as 
well  as  carbohydrate  by  mouth. 

In  Table  VI  we  have  listed  the  types  of  anes- 
thetics used  in  these  85  cases.  It  is  our  belief  that 
the  selection  of  the  anesthetic  and  the  method  of 

Table  VI. 

Types  of  Anesthetics  Used 

No0  Ethylene 

o’2  N20  and 

Ether  Ether  O.,  Avertin  O.,  Spinal  Local 


1924  0 1 1 0 0 0 0 

1925  0 0 1 0 4 1 0 

1926  0 0 0 0 2 0 1 

1927  1 0 0 0 4 0 0 

1928  0 0 0 0 2 0 0 

1929  0 0 1 0 7 0 1 

1930  0 0 1 0 0 0 0 

1931  0 0 0 0 0 2 0 

1932  0 0 0 1 5 0 1 

1933  0 0 1 2 6 2 2 

1934  i 0 13  19  2 1 

1935  0 0 0 0 3 1 2 

1936  0 0 2 1 1 5 1 


Totals 1 2 10  5 43  13  9 


administration  are  important  factors  in  determining 
the  favorable  outcome  of  operations  upon  diabetic 
patients. 

The  lack  of  favor  in  which  ether  is  held  is  illus- 
trated by  the  fact  that  in  only  one  case  during  this 
12. 5 -year  period  was  it  used  alone,  and  that  with 
a fatal  termination.  Ether  given  to  normal  indi- 
viduals gives  rise  to  hyperglycemia  and  acidosis, 
and,  what  is  most  serious  to  the  diabetic,  tempor- 
arily diminishes  the  excretion  of  urine,  nitrogen, 
glucose  and  acetone  bodies.  The  nausea  which  so 
frequently  ensues  after  the  administration  of  ether 
is  of  even  greater  importance,  because  it  interferes 
for  many  hours  with  the  intake  of  food  and  even  of 
liquids.  In  two  other  cases  in  this  series,  ether  was 
used  to  supplement  nitrous  oxide-oxygen  anesthesia. 
One  of  these  also  resulted  fatally. 

Among  the  disadvantages  of  nitrous  oxide-oxygen 
anesthesia  are  the  poor  muscular  relaxation,  cyanosis 
and  the  unusual  skill  and  experience  required  of 


the  anesthetist  for  abdominal  surgery.  This  type  of 
anesthesia  was  used  in  ten  cases  with  no  deaths. 

Ethylene  was  used  in  forty-three  operations,  and 
was  apparently  very  satisfactory.  There  were  seven 
deaths  in  this  group. 

Avertin  was  used  for  basal  anesthesia  in  five  cases. 
One  death  occurred.  Clinically,  avertin  is  believed 
to  be  a dangerous  anesthetic  for  diabetics,  as  the 
period  of  unconsciousness  is  prolonged,  with  the 
production  of  hyperglycemia  and  acidosis  in  greater 
degree  than  with  the  commonly  used  gas  anesthetics. 
It  is  probable  that  resynthesis  of  glycogen  in  skeletal 
muscles  is  delayed  under  avertin  anesthesia. 

Local  anesthesia  frequently  works  very  well,  and 
in  clean  cases  where  the  blood  supply  to  the  part  is 
adequate  it  may  be  successfully  used.  Nine  of  these 
cases  were  operated  upon  under  local  anesthesia 
with  only  one  death,  and  in  that  case  (removal  of  a 
cataract)  there  was  a fractured  femur  as  a compli- 
cation. 

Spinal  anesthesia  was  used  in  only  three  cases 
from  1924  through  1932.  From  1933  through  June, 
1936,  it  was  used  in  ten  more  cases,  five  of  these 
being  in  the  first  six  months  of  1936,  and  constitut- 
ing fifty  per  cent  of  the  operations  performed  on 
diabetics  during  this  period.  It  is  by  far  the  most 
satisfactory  type  of  anesthesia  in  amputations  of 
gangrenous  legs  and  toes.  This  and  caudal  or  sacral 
anesthesia  represent  the  anesthetic  of  choice  in  opera- 
tions on  the  lower  abdomen  and  pelvis,  as  there  is 
no  disturbance  of  the  acid-base  balance  of  the  blood. 
There  were  three  deaths  with  this  type  of  anesthesia. 
However,  the  anesthetic  did  not  appear  to  be  re- 
sponsible for  the  fatal  outcome.  The  complications 
in  these  three  cases  were  as  follows: 

(1)  Coronary  disease  and  hypertension; 

(2)  Nephritis  with  acidosis,  which  existed  prior 
to  admission; 

(3)  Nephritis  and  myocardial  degeneration  in 
an  elderly  patient. 

Although  cyclopropane  anesthesia  was  not  used  in 
any  of  these  cases,  Neff  and  Stiles,2  reviewing  30 
cases  in  which  it  was  used  on  controlled  diabetic 
patients,  report  an  average  rise  in  blood  sugar  of 
only  7 milligrams  per  cent,  and  a decrease  in  the 
carbon  dioxide  combining  power  of  the  plasma  of 
less  than  two  volumes  per  cent,  suggesting  the  value 
of  cyclopropane  anesthesia  in  surgery  on  the  diabetic 
patient.  Bogan,3  analyzing  the  use  of  this  anesthetic 
in  over  300  cases  at  Garfield  Memorial  Hospital, 
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cites  the  case  of  an  84-year  old  diabetic  operated 
on  for  gangrenous  appendicitis,  with  an  uneventful 
recovery. 

In  Table  VII,  we  have  attempted  to  compare  the 
mortality  figures  obtained  at  other  institutions  with 
that  obtained  at  the  Garfield  Memorial  Hospital. 
In  Joslin's  clinic  at  the  New  England  Deaconess 


Conlin,7  at  the  University  of  Nebraska  Hospital, 
reviewing  the  diabetic  surgery  for  a thirteen-year 
period  of  1920-1932,  found  12  deaths  in  104  oper- 
ations, a rate  of  11.53  per  cent. 

A study  of  101  operations  at  the  Royal  Victoria 
Hospital,  McGill  University,  Montreal,  by  Mason8 
showed  18  deaths,  or  17.82  per  cent,  from  1916  to 


Table  VII. 

Comparison  of  Hospital  Statistics — Diabetic  Surgery 


Hospital 

Years 

Number  of 
Operations 

Number  of 
Deaths 

Mortality 

Per  Cent 

Garfield  Memorial,  Washington,  D.  C. 

1924-1929 

28 

7 

25 

1930-1936  (June) 

57 

5 

25.00 

New  England  Deaconess,  Boston,  Mass. 

1923-1926 

? 

? 

11.5 

1931-1935 

798 

48 

6.01 

Cleveland  Clinic,  Cleveland,  Ohio 

? 

648 

? 

Gross  7.70 

Cor- 
rected 5.80 

Mavo  Clinic,  Rochester,  Minn. 

1921-1932 

2,086 

69 

3.30 

George  Washington  University,  Washington,  D.  C. 

1925-1929 

64 

12 

18.75 

University  of  Nebraska 

1920-1932 

104 

12 

11.53 

Roval  Victoria,  McGill  University,  Montreal 

1916-1924 

101 

18 

17.82 

Mary  Immaculate,  Jamaica,  N.  Y. 

1930-1935 

108 

27 

25.00 

Table  VIIa. 

Types  of  Complications  Arising  After  Operation 
Parotitis  Septicemia 

Coronary  occlusion  Uremia 

Broncho-pneumonia  Pneumonitis 

Non-healing  of  stump  Pleural  effusion 

Infected  stump  Peritonitis 

Infected  stamp  with  B.  welchii 

Hospital,  the  mortality  for  their  surgical  cases  from 
1923  to  1926  was  11.5  per  cent.  From  1931  to  1935, 
there  were  798  operations  with  48  deaths,  a mor- 
tality of  6.01  per  cent.  John4  reports  648  diabetic 
operations  from  the  Cleveland  Clinic  with  gross  mor- 
tality of  7.7  per  cent,  and  corrected  mortality  of  5.8 
per  cent.  Walters,  Myerding,  Judd  and  Wilder5 
report  2,086  operations  upon  4,800  diabetic  patients 
for  the  period  from  October,  1921,  to  1932,  in- 
clusive, consisting  of  1,028  major  and  1,058  minor 
surgical  procedures,  with  a total  of  69  deaths,  a 
mortality  of  3.3  per  cent. 

These  figures,  however,  are  from  institutions 
where  the  care  of  surgical  diabetics  is  highly  special- 
ized, and  are  by  no  means  representative  of  the 
results  which  are  obtained  elsewhere. 

At  the  George  Washington  University  Hospital, 
Reed,6  reporting  on  64  operations  during  the  five- 
year  period  from  1925  to  1929,  found  a total  mor- 
tality of  18.75  per  cent  (12  deaths). 


1924,  an  unusually  good  record  for  the  pre-insulin 
period. 

Levin  and  Dealy,9  reporting  on  108  operations 
at  the  Mary  Immaculate  Hospital,  Jamaica,  New 
York,  for  the  six-year  period  of  1930-1935,  found 
a total  of  27  deaths,  or  25  per  cent. 

The  factors  contributing  to  the  better  results  in 
the  second  six-year  period  have  been,  first,  an  early 
diagnosis  and  operation;  second,  the  administration 
of  carbohydrate  and  fluids  before  operation;  third, 
adequate  post-operative  care  of  the  patient;  and, 
fourth,  properly  selected  anesthesia. 

This  brings  us  finally  to  some  suggestions  for  the 
betterment  of  results  in  diabetic  surgery.  Even  when 
the  patient’s  carbohydrate  metabolism  is  under  con- 
trol, various  factors  concerned  with  the  operation 
may  be  expected  to  lower  the  tolerance  for  carbo- 
hydrate and  increase  the  insulin  requirements.  It 
is  of  great  advantage,  therefore,  to  store  carbo- 
hydrate in  the  body,  and  glycogen  in  the  liver  and 
muscles,  before  an  operation.  This  will  be  accom- 
plished by  feeding  the  patient  up  to  within  a few 
hours  before  operation.  If  it  is  impossible  to  do 
this  by  mouth,  then  subcutaneous  or  intravenous  ad- 
ministration of  glucose  may  be  resorted  to.  It  is 
also  much  to  the  advantage  of  the  diabetic  to  supply 
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him  liberally  with  fluids  in  the  twenty-four  hours 
preceding  the  operation,  rather  than  to  attempt  to 
introduce  them  only  post-operatively.  These  may 
be  supplied  in  the  form  of  solutions  of  dextrose  or 
sodium  chloride,  intravenously  or  subcutaneously, 
as  indicated. 

The  post-operative  care  of  the  patient  must  be 
such  that  hyperglycemia  and  its  attending  acidosis 
will  be  prevented.  This  is  accomplished  by  begin- 
ning to  feed  the  patient  within  three  hours  after  the 
operation  if  possible,  using  orange  juice,  oatmeal 
water  gruel,  ginger  ale  or  skimmed  milk  by  mouth.  In 
addition,  glucose,  subcutaneously  or  intravenously, 
with  enough  insulin  to  insure  its  utilization  should 
be  given. 

The  choice  of  an  anesthetic  has  much  to  do  with  a 
favorable  outcome  in  diabetic  surgery.  In  these 
cases,  for  abdominal  work,  ethylene  and  oxygen  has 
proven  very  satisfactory,  and  it  appears  that  cyclo- 
propane will  give  similar  results.  In  amputation 
of  an  extremity,  the  use  of  spinal  anesthesia  is  be- 
coming more  widespread,  as  witnessed  by  the  fact 
that  in  the  first  half  of  1936  it  was  used  in  all  the 
cases  requiring  amputation,  and  in  50  per  cent  of 
all  other  types  of  operations  in  diabetic  cases. 

Gangrene,  which  accounted  for  six  of  the  thirteen 
deaths  in  this  series  of  cases,  deserves  special  men- 
tion. It  is  usually  preceded  by  trivial  infections, 
resulting  from  slight  traumata  which  have  been 
neglected,  or  a burn  from  a hot  water  bottle  or  electric 
pad.  On  account  of  the  impaired  circulation  of  the 
extremity,  due  to  narrowing  of  the  vessels,  osteo- 
myelitis and  necrosis  of  bone  results.  It  is  im- 
portant, therefore,  to  decide  whether  the  primary 
cause  of  the  lesion  is  infection  in  a foot  with  a good 
blood  supply,  or  whether  it  is  primarily  due  to  a 
deficient  blood  supply.  If  the  gangrene  is  of  the  dry 
type  and  is  becoming  localized,  operation  should  be 
deferred  until  demarcation  is  complete.  If,  on  the 
other  hand,  the  gangrene  is  of  the  moist  type,  and 


is  rapidly  spreading,  immediate  operation  is  impera- 
tive. In  those  conditions  which  are  remaining 
stationary,  operation  is  indicated,  because  of  the 
constant  danger  of  septicemia  due  to  the  reactivation 
of  a quiescent  focus. 

Summary 

1.  Surgery  in  the  diabetic  patient  represents  a 
definitely  increased  risk  as  compared  with  that  in 
the  non-diabetic.  However,  the  chances  of  a success- 
ful outcome  are  directly  proportionate  to  the  amount 
of  pre-operative  and  post-operative  diabetic  medical 
care  given  the  patient. 

2.  With  improvement  in  diabetic  therapy  and  the 
use  of  anesthetics  having  little  or  no  effect  on  meta- 
bolism, it  has  been  possible  to  reduce  the  surgical 
mortality  from  25  per  cent  to  10.52. 
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CONGENITAL  PYLORIC  STENOSIS: 
Report  of  a case  in  a Premature  Infant. 


Thomas  E.  Oast,  M.  D., 

Portsmouth,  Virginia. 

In  presenting  this  subject,  I do  so  merely  with  and  to  report  what  to  me  has  been  a most  interest- 
the  thought  of  refreshing  your  memory  on  some  ing  case. 

points  which  I know  are  familiar  to  many  of  you  The  history  of  pyloric  stenosis  is  peculiar  in  that 
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as  the  years  advance,  the  earlier  it  seems  this  condi- 
tion was  known.  Osier1  reported  a case  of  Beards- 
ley’s, of  New  Haven,  occurring  in  1788,  and  this 
was  considered  the  original  report  for  a long  time. 
Then  Foote1  called  attention  to  a case  described  by 
Armstrong  in  1777.  Next  Still1  discovered  one 
recorded  by  Weber  in  1758.  In  1930  Caulfield2  re- 
ported one  by  Patrick  Blair  in  1717.  Recently  Kel- 
lett  has  gone  one  better  and  given  us  a case  by 
Hildamus  as  early  as  1627. 

Our  present  interest,  however,  dates  from  1887 
when  Hirschsprung1  aroused  enthusiasm  in  Germany, 
and  again  in  1896  when  Finkelstein  called  attention 
to  a palpable  tumor  present  in  pyloric  stenosis. 

Etiology  : There  has  been  no  agreement  as  to  the 
cause  of  this  condition,  with  considerable  controversy 
relative  to  its  being  a pylorospasm  or  a true  stenosis. 
Pfaundler3  considered  them  distinct  entities,  one  in- 
volving a congenital  lesion  and  the  other  a func- 
tional disturbance.  In  support  of  its  being  a con- 
genital malformation,  Richter4  cites  a case  by  Caut- 
ley,  occurring  in  a seventh  month  fetus.  Also  Feer5 
stated  that  the  muscular  hypertrophy  was  no  greater 
in  the  cases  of  long  standing  than  in  the  recent  ones. 

The  theory  that  it  is  a post-natal  affair,  the  hyper- 
trophy caused  by  a spasmodic  condition  causing 
overwork,  is  attributed  to  Thomson  by  Fraser6  in 
these  words:  “The  muscle  is  hypertrophied  because 
it  has  been  worried,  from  an  early  period  in  its  de- 
velopment, into  overgrowth  by  constantly  recurring 
overaction  such  as  would  result  from  a slight  degree 
of  habitual  incoordination.”  This  is  based  on  an 
imbalance  between  the  vagus  and  sympathetic  nerves 
to  this  region.  In  support  of  this  theory  is  the  fact 
that  symptoms  never  begin  until  several  weeks  after 
birth. 

Haas7  regards  pylorospasm  and  stenosis  as  the 
dominant  feature  of  a general  state  of  hypertonicity 
in  the  infant.  Concurring  in  this  opinion  is  Arthur 
Shawkeys  who  mites  of  a spastic  sphincter,  as  re- 
vealed by  rectal  examination,  along  with  the  pyloro- 
spasm. 

Other  theories  are  those  of  Stolte9  who  claims  that 
a growth  producing  substance  passes  in  utero  from 
mother  to  infant,  causing  hypertrophy.  In  females 
the  hypertrophy  occurs  in  the  uterus  and  in  males 
it  takes  place  at  the  pylorus.  In  this  way  he  explains 
the  larger  incidence  in  boys. 

Pirie10  has  suggested  an  overactivitv  of  the  adrenals 
as  being  the  causative  factor. 


Baver,11  noting  a seasonal  incidence,  mentioned  the 
possibility  of  its  being  a form  of  spasmophilia. 

Rowe12  calls  attention  to  an  allergic  basis  in  some 
instances,  and  reports  several  cases  relieved  by  anti- 
allergic measures. 

Moore,13  Brodie,  et  al.,  have  produced  pyloric 
obstruction  in  rats  by  a diet  deficient  in  anti-neuritic 
vitamin  B complex,  the  motor  nerves  to  pyloric 
region  showing  myelin  degeneration.  This,  they 
claim,  offers  a basis  for  the  theory  of  imbalance  in 
the  autonomic  nervous  system. 

Thus  there  are  many  explanations  but  no  definite 
proof  to  show  whether  we  are  dealing  with  an  hyper- 
trophy which  is  congenital  and  increased  by  a spasm 
secondarily,  or  whether  primarily  a spasm  of  the 
muscle  leading  to  an  hypertrophy. 

Pathologically  all  agree  that  there  is  an  hyper- 
trophy of  the  musculature  of  the  pylorus  and  par- 
ticularly of  its  circular  fibers.  Richter14  describes 
it  as  “appearing  as  a hard,  firm,  rounded  or  olive 
shaped  tumor  mass  sharply  demarcated  from  the  dis- 
tended stomach  above  and  the  empty  duodenum  be- 
low, with  the  firmness  of  fibrous  or  cartilaginous 
tissue.” 

Incidence:  This  condition  occurs  more  frequent- 
ly in  the  male  than  female,  some  giving  an  incidence 
as  high  as  6 to  1 (Wallace  and  Weevil.)15  It  can 
occur  in  any  race  but  Garrett16  reports  it  particularly 
rare  in  the  negro.  We  too  have  found  this  true 
in  a rather  large  negro  clinic.  It  occurs  more  in 
the  breast  fed  and  is  usually  the  first  born.  There 
have  been  numerous  reports  of  it  among  infants  in 
the  same  family  (A.  Bratusch-Marrian)  ,17 

Symptoms:  The  cardinal  symptom  is  vomiting, 
which  is  rapidly  followed  by  constipation,  diminished 
urinary  output,  visible  peristalsis  and  loss  of  weight 
to  the  point  of  marasmus. 

The  vomiting  usually  begins  from  the  second  to 
the  fourth  week,  starting  mildly  enough  but  quickly 
becoming  projectile  in  type,  without  a preceding 
nausea;  so  projectile  in  fact  that  the  stomach  con- 
tents may  be  projected  out  over  the  crib.  Occasional 
feedings  may  be  retained  only  to  be  lost  at  the  suc- 
ceeding one  with  the  entire  accumulation.  The 
vomitus  is  never  bile  stained  and  this  is  important 
in  differentiation. 

Constipation  is  a natural  sequence  to  the  vomiting 
and  this  goes  on  to  obstipation  where  the  stool  is 
dark  bile  stained  mucus  with  little  fecal  matter. 

Visible  peristalsis,  while  not  pathogonomonic,  is 
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very  suggestive  of  either  a pylorospasm  or  a true 
stenosis.  Here  the  wave  is  seen  to  form  in  the  left 
side  of  the  abdomen  and  pass  over  the  stomach  to 
the  right.  There  are  succeeding  waves  with  a new 
one  forming  before  the  previous  wave  has  passed  off. 
If  a tumor  is  palpable,  it  is  found  at  the  lower  border 
of  the  liver  at  just  about  the  point  where  the  wave 
seemed  to  end.  This  is  a variable  finding  and  its 
absence  does  not  mean  lack  of  hypertrophy,  Gar- 
rett18 reported  40  per  cent  with  palpable  tumor  in  a 
series  of  cases.  The  peristaltic  waves  are  best  ob- 
served while  the  baby  is  nursing,  and  it  is  usually 
followed  immediately  by  vomiting. 

The  loss  of  weight  is  marked,  depending  upon  the 
frequencv  of  vomiting  and  the  measures  used  to 
overcome  the  dehydration.  Frequently  in  neglected 
cases  the  infant  presents  the  picture  of  starvation. 

Diagnosis:  Recognition  of  this  condition  should 
not  be  difficult.  Most  of  our  errors  arise  from  not 
keeping  it  in  mind  and  not  taking  the  trouble  to  ob- 
serve the  undressed  baby  while  taking  the  formula 
or  nursing.  Too  frequently  (and  usually  by  phone) 
the  formula  has  been  changed  from  one  type  feeding 
to  another  because  of  the  vomiting.  This  condition 
should  be  thought  of  in  any  baby  previously  well, 
who  begins  to  vomit  from  the  second  to  the  fourth 
week,  showing  the  symptoms  given  previously.  If  a 
tumor  is  palpable,  the  diagnosis  is  certain.  The  real 
difficulty  lies  in  distinguishing  pylorospasm  from  true 
hypertrophic  stenosis.  The  use  of  atropine  and  thick 
cereal  feedings  will  usually  overcome  the  functional 
spasm.  If  still  in  doubt,  recourse  to  X-ray  will  prove 
of  value.  Garrett19  gives  the  following  as  to  the 
criterion  of  diagnosis: 

“Pyloric  Stenosis. 

1.  Onset  at  two  to  four  weeks. 

2.  Mostly  in  breast  fed.  Most  in  males.  Rarely  in 
colored. 

3.  Projectile  vomiting.  Vomitus  never  bile  stained. 

4.  Poor  nutrition  and  marked  loss  of  weight. 

5.  Visible  peristalsis  from  left  to  right. 

6.  Pyloric  tumor  palpable  in  40  to  60  per  cent. 

7.  Diminished  stools. 

8.  Not  amenable  to  medical  treatment. 

9.  X-ray  shows  60  to  80  per  cent  retention. 

“Pylorospasm. 

1.  Onset  at  or  soon  after  birth. 

2.  Occurs  equally  in  both  sexes. 

3.  Vomiting  not  so  projectile  or  explosive. 

4.  Nutrition  is  fair. 


5.  Mild  or  no  peristaltic  waves. 

6.  No  palpable  pyloric  tumor. 

7.  Stools  are  ample  or  loose. 

8.  Amenable  to  medical  treatment. 

9.  X-rav  shows  30  to  40  per  cent  retention.” 

Treatment:  Various  medicinal  agents  have  been 

advocated  but  atropine  is  the  one  mostly  used.  Haas20 
popularized  its  use  and  gave  up  to  1/25  gr.  in 
twenty-four  hours.  The  usual  method  now  is  to  give 
1/1000  gr.  in  drop  doses  up  to  the  point  of  flushing 
and  dilatation  of  pupils  if  necessary.  In  addition  to 
atropine,  phenobarbital  gr.  1 /8  may  also  be  given. 

It  is  customary  to  use  dietetic  measures  in  con- 
junction with  atropine.  These  consist  of  frequent, 
small,  concentrated  feedings  along  the  lines  brought 
fourth  by  Sauer,21  using  the  thick  farina  type  feed- 
ing either  through  the  slit  Hygeia  nipple  or  with  a 
spoon. 

X-ray  has  been  used  in  treatment  as  reported  by 
Carl  Weiner22  who  claims  its  successful  use  in  treat- 
ing six  cases.  He  used  10  per  cent  skin  unit  dose 
through  3-4  m.m.  aluminum  filter  at  a distance  of 
40  cm.,  directed  at  the  pylorus. 

Wm.  Pepper,23  in  Keating’s  Encyclopedia  of  Dis- 
eases of  Children  in  1890,  wrote  “In  any  case  of 
pyloric  obstruction,  operation  is  to  be  attempted  with 
the  distinct  understanding  that  the  procedure  is  but 
the  chance  of  a forlorn  hope.”  This  was  back  in 
the  days  of  the  dangerous  gastroenterostomy.  Today 
the  operation  of  choice  is  the  Rammstedt  modification 
of  the  Fredet  pyloroplasty.  This  procedure  has  cut 
the  mortality  from  well  over  50  per  cent  to  less  than 
1 per  cent.  (Abt).24 

There  have  been  and  perhaps  still  are  advocates  of 
one  of  these  methods  of  treatment  to  the  exclusion 
of  the  others.  But  today  the  usual  procedure  is  to 
give  the  baby  the  benefit  of  atropine,  thick  feedings 
for  a period  up  to  a week,  depending  on  the  response 
and  condition,  and  then,  if  losing  ground,  immediate- 
ly to  call  in  a surgeon  experienced  with  the  Ramm- 
stedt operation.  There  is  no  doubt  that  some  of  the 
high  mortality  figures  in  the  past  were  due  to  waiting 
too  long  before  calling  the  surgeon. 

The  postoperative  care  is  very  important  with  these 
infants.  It  is  vitally  necessary  to  keep  them  warm 
during  the  operation  and  on  return  from  the  operat- 
ing room.  It  is  customary  to  give  gradually  increas- 
ing quantities  of  fluid,  beginning  at  half-hour  in- 
tervals, with  one  dram  of  water  about  three  hours 
following  operation.  This  is  followed  by  breast  milk 
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or  formula.  The  feeding  interval  is  lengthened  to 
one  hour  and  finally  to  two  hours,  with  the  quantity 
of  liquid  gradually  increased  to  one  or  two  ounces 
by  the  third  day.  Saline  solution  is  given  under  the 
skin  as  soon  as  the  baby  is  returned  to  its  crib  and, 
if  there  is  continued  vomiting,  a 10  per  cent  solution 
of  glucose  is  frequently  given  at  eight-hour  intervals, 
by  way  of  the  superior  longitudinal  sinus. 

The  case  to  be  reported  (Susan  M.)  is  that  of  a 
white  female  infant,  born  June  8,  1934,  at  seven 
months.  She  was  the  first  born  of  a nineteen-year- 
old  mother.  The  baby  was  referred  to  me  by  Dr. 
A.  J.  Russo  because  of  its  prematurity.  She  pre- 
sented nothing  unusual  at  this  time,  and  was  in 
good  condition  for  a premature.  There  was  no 
breast  milk  so  a simple  formula  of  cow’s  milk,  water 
and  lactose  was  used.  Showing  no  interest  in  nurs- 
ing a bottle,  recourse  was  had  first  to  a Breck  Feeder 
and  finally  to  gavage.  The  weight  fell  gradually  to 
four  pounds  by  June  16th,  at  which  time  projectile 
vomiting  began,  and  a picture  typical  of  pyloric 
stenosis  ensued.  There  was  visible  peristalsis  and 
obstipation,  but  not  palpable  tumor.  Vomiting  of 
explosive  type  continued  in  spite  of  atropine.  Thick 
cereal  feedings  were  not  used  because  she  was  still 
being  fed  by  gavage.  One  June  20th  the  weight  had 
fallen  to  three  pounds  ten  ounces,  and  her  general 
condition  seemed  to  be  getting  worse  rapidly.  At 
this  time  Dr.  J.  D.  Collins  was  called  in  and  decided 
to  operate.  He  did  so  under  ether  anesthesia  and 
found  a typical  pyloric  tumor,  performing  the  usual 
Rammstedt  operation. 

The  convalesence  was  stormy  with  temperature 
reaching  104  for  several  days.  There  was  some 
vomiting  but  not  as  explosive  as  before  and,  during 
this  period  from  June  21st  to  June  24th,  10  per  cent 
glucose  from  10  to  15  cc.  was  given  twice  daily  by 
longitudinal  sinus.  The  same  formula  of  cow’s  milk, 


water  and  lactose  was  used  post-operativelv  as  pre- 
viously, with  gradually  increasing  quantities  and 
lengthening  of  interval.  She  had  the  first  normal 
stool  eight  days  after  operation.  From  that  time,  im- 
provement was  steady  and  at  one  year  of  age  her 
weight  was  twenty  pounds  six  ounces,  and  at  two 
years  she  presents  the  picture  of  a normal  baby  with 
weight  of  twenty-five  and  one-half  pounds. 
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PRINCIPLES  AND  TRENDS  IN  THE  MODERN  TREATMENT 

OF  SYPHILIS.* 


Mack  I.  Shanholtz,  M.  D.,t 
Bristol,  Virginia. 


Some  one  has  said  that  an  ounce  of  enthusiasm 
is  worth  a pound  of  knowledge  in  the  treatment  and 
endeavors  to  control  syphilis  today.  It  was  on  the 
strength  of  that  statement  that  I agreed  to  give  this 
paper.  I am  interested  in  the  subject  and,  having 
been  fortunate  in  having  some  post-graduate  train- 
ing and  experience  in  recent  clinics,  I feel  that  I am 
in  a position  to  endeavor  to  digest  information  from 
the  outstanding  clinical  investigative  groups.  Not  all 
physicians,  by  any  means  boast  of  either  exceptional 
knowledge  or  interest  in  the  treatment  of  syphilis. 
It  was  recently  estimated  that  55  per  cent1  of  private 
physicians  over  the  nation  as  a whole  do  not  treat 
syphilis  at  all.  The  reasons  some  of  these  doctors  do 
not  treat  the  disease  is  because  they  claim  no 
knowledge  of  modern  methods  of  treatment  while 
others  do  not  wish  to  treat  in  their  offices  this  type 
of  case.  The  result  has  been  a great  demand  for 
clinic  treatment  of  neglected  cases.  As  the  public 
becomes  more  enlightened  as  to  the  prevalence  and 
proper  methods  of  treatment,  this  demand  for  services 
will  increase.  Even  now  more  than  50  per  cent  of  all 
syphilis  treated  is  done  in  clinics,  operated  either  by 
State  or  City  Departments  of  Health,  hospitals  or 
private  clinics  sponsored  by  charitable  organizations. 
Yet  facilities  for  treating  the  vast  numbers  affected 
by  the  disease  are  still  very  meager  and,  with  the 
increasing  knowledge  of  the  disease  which  is  being 
given  out  to  the  public  through  the  present  educa- 
tional program,  the  means  will  become  less  and  less 
efficient  until  the  medical  program  is  developed  in 
proportion. 

It  is  up  to  the  medical  profession  to  show  in- 
creasing interest  in  modern  means  of  case  finding, 
diagnosis  and  treatment  of  syphilis.  In  a word,  the 
modern  trend  is  to  find  more  of  the  lurking,  un- 
suspected cases  of  syphilis  and  bring  them  under 
treatment.  Modern  methods  of  treatment  call  for 
longer  courses  of  anti-luetic  drugs  given  continuously 
and  regularly.  For  specific  principles  and  methods 

*Read  as  part  of  a symposium  on  “Treatment,”  before 
the  Southwestern  Virginia  Medical  Society  in  Pulaski,  on 
April  9,  1937. 

tFormerly  Health  Officer  with  the  Bristol-Washington 
County  Health  Unit,  but  now  at  the  School  of  Hygiene 
and  Public  Health  of  the  Johns  Hopkins  University,  Balti- 
more, Md. 

1.  Survey  of  the  United  States  Public  Health  Service. 


of  treatment  reference  is  made  to  the  recent  studies 
of  the  Cooperative  Clinical  Group.2  This  study  in- 
cluded the  records  of  seventy-five  thousand  patients 
with  syphilis  who  have  been  treated  in  one  or  the 
other  five  cooperating  clinics.  Out  of  these  studies 
has  come  an  evaluation  of  the  different  methods  of 
treatment  along  with  certain  principles  and  special 
aspects  of  the  disease  which  must  be  accepted  as  our 
most  authoritative  and  valuable  guide  at  the  present 
time.  No  doctor  should  willfully  deviate  from  these 
principles  or  methods  until  something  better  is  de- 
veloped. 

Principles  of  Treatment 

I.  Early  Syphilis: 

1.  Less  than  twenty  injections  of  an  arsenical 
(arsphenamine  or  neoarsphenamine)  and  twenty  of 
a heavy  metal  (preferably  bismuth)  is  considered 
inadequate  treatment.  Shorter  courses  lead  to  sero- 
logic and  infectious  relapse  and  make  of  the  patient 
a likely  candidate  for  the  manifestations  of  late 
syphilis  including  nervous  and  cardio-vascular  in- 
volvement. 

2.  Curative  treatment  should  include  a minimum 
of  thirty  doses  of  an  arsphenamine  and  30-40  of 
bismuth.  The  chance  of  failure  in  treatment  is  great 
enough  when  the  best  known  method  is  used. 

3.  A continuous  method  of  treatment  invites  the 
best  results  and  prognosis.  The  arsenical  and  bis- 
muth may  be  given  concurrently  or  in  alternating 
courses.  No  rest  period  should  be  allowed  until 
treatment  is  completed. 

4.  Serologic  reports  (even  with  an  early  reverse 
to  negative)  must  not  alter  the  course  of  treatment 
which  should  be  carried  out  over  a period  of  15-18 
months.  Syphilis  is  the  greatest  of  all  when  it  comes 
to  relapses.  A negative  blood  today  may  be  positive 
tomorrow  if  treatment  has  been  inadequate. 

5.  Even  where  “cure”  is  apparent,  periodic  re- 
examinations and  blood  tests  should  be  carried  out 
over  a period  of  five  years  (better  for  life)  after 
treatment  is  discontinued,  again  to  guard  against 
relapse. 

2.  Syphilis  clinics  of  the  Mayo  Clinic,  Johns  Hopkins 
University,  University  of  Pennsylvania,  University  of 
Michigan,  Western  Reserve  University  with  the  United 
States  Public  Health  Service. 
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6.  A spinal  fluid  examination  should  be  done  dur- 
ing the  first  six  months  of  treatment  and  again  at  the 
end  of  the  course.  Asymptomatic  neuro-syphilis  may 
occur  early  in  the  disease. 

7.  The  cooperative  clinical  studies  further  tend 
to  prove  that: 

(a)  The  earlier  in  the  course  of  the  disease  that 
treatment  is  started,  the  fewer  the  manifestations 
of  late  syphilis,  including  clinical  neuro-syphilis. 
Best  results  are  shown  when  treatment  is  begun  dur- 
ing the  sero-negative  primary  stage. 

(b)  Adequate  treatment  by  the  continuous  method 
offers  the  best  results  and  prognosis.  The  incidence 
of  asymptomatic  neuro-syphilis  is  lowest  when  this 
method  is  used,  and  tendency  to  relapse  is  reduced. 

(c)  Irregular  treatment  offers  the  poorest  results. 
Reversal  of  the  blood  Wassermann  test  is  reduced 
28  per  cent  in  cases  where  as  much  as  one  month’s 
rest  is  allowed  during  the  first  year  of  treatment. 

(d)  Wassermann — fastness  is  more  significant 
(though  much  less  frequent)  in  early  than  late 
syphilis. 

(e)  Bismuth  is  considered  a better  drug  than 
mercury,  especially  as  to  the  prevention  of  relapse 
in  early  syphilis. 

II.  Latent  Syphilis: 

1.  A case  should  never  be  called  latent  until  a 
complete  physical  examination  with  particular  at- 
tention to  the  cardio-vascular  system  is  done  along 
with  the  examination  of  the  spinal  fluid. 

2.  The  treatment  of  early  latency  (less  than  four 
years’  duration)  should  approach  that  outlined  for 
early  syphilis  with  the  exception  of  beginning  the 
course  of  treatment  with  bismuth. 

3.  For  late  latency  (more  than  four  years’  dur- 
ation) one  year  of  continuous  treatment  similar  to 
that  described  above  should  be  given  plus  a year  of 
intermittent  treatment.  A total  of  twenty-four  doses 
of  an  arsphenamine  and  fifty  of  bismuth  should  be 
given. 

III.  Prenatal  and  Congenital  Syphilis: 

It  would  be  an  easy  accomplishment  to  eliminate 
congenital  syphilis  if  every  pregnant  mother  would 
report  early  to  her  doctor  for  pre-natal  care,  pro- 
vided he  or  any  person  practicing  obstetrics  would 
do  routine  blood  tests.  There  is  gross  neglect  in 
both  instances.  It  is  known  that  four  out  of  five 
children  born  of  an  untreated  syphilitic  mother  will 
be  diseased.  It  is  also  known  that  if  treatment  is 
begun  before  the  fifth  month  of  pregnancy,  the 


chance  of  disease  in  the  child  is  very  small.  A mini- 
mum of  ten  doses  of  an  arsphenamine  and  ten  doses 
of  bismuth  (more  if  treatment  is  begun  earlier) 
should  be  given  to  every  pregnant  syphilitic  woman 
and  should  be  repeated  as  many  times  as  she  may 
become  pregnant  regardless  of  blood  reaction  or 
previous  treatment. 

For  the  syphilitic  child  treatment  is  less  conserva- 
tive than  in  the  past.  The  plan  of  treatment  for 
early  syphilis  with  an  arsenical  and  bismuth  is  in- 
dicated in  certain  cases  such  as  acute  eye  involve- 
ment. In  certain  resistant  forms  of  congenital 
syphilis  fever  therapy  may  be  a necessary  adjunct. 
Bismuth  is  a valuable  drug  in  congenital  syphilis. 
Congenital  syphilis,  in  the  main,  is  late  syphilis  and 
a “preparatory”  course  of  bismuth  at  the  beginning 
of  treatment  is  usually  desirable. 

IV.  Late  Syphilis: 

Large  textbooks  are  inadequate  for  a discussion 
of  the  treatment  of  late  syphilis,  so  no  attempt  can 
be  made  here.  In  passing,  it  might  be  said  that  a 
thorough  examination  of  the  patient  is  important. 
Treatment  should  be  conservative  in  many  instances. 
Respect  should  be  shown  for  the  action  of  the 
arsphenamines.  Use  them  with  caution.  Contra- 
indications to  tryparsamide  (optic  atrophy,  etc.) 
should  be  known  and  observed.  A word  further 
might  be  said  concerning  two  of  the  more  frequent 
and  serious  manifestations  of  late  syphilis.  They 
are  cardio-vascular  and  nervous  tissue  involvement. 
To  treat  successfully  a luetic  heart,  one  must  be  both 
cardiologist  and  syphilologist.  Such  measures  as 
rest,  digitalis,  etc.,  where  indicated,  should  be  car- 
ried out  along  with  proper  anti-luetic  treatment. 
Conservative  treatment  is  best  so  as  to  avoid  thera- 
peutic paradox  or  shock.  Some  syphilologists  con- 
sider any  cardiac  involvement  a contra-indication 
for  the  arsenicals.  This  is  certainly  true  where  there 
are  any  signs,  symptoms  or  electrocardiographic  evi- 
dences of  coronary  involvement.  The  iodides  are  of 
great  value  in  treating  luetic  heart  lesions.  Bismuth 
is  also  used  to  a good  advantage  in  many  cases. 
Since  the  treatment  is  usually  carried  out  over  a 
period  of  several  years,  some  water  soluble  salt,  as 
sodium  bismuth  tartrate,  is  desirable  to  avoid  cumu- 
lative effects. 

After  all  is  said  and  done,  the  best  treatment  for 
cardio-vascular  syphilis  is  preventive,  that  is,  with 
regular  continuous  and  efficient  treatment  of  early 
syphilis.  This  holds  true  for  all  the  late  manifes- 
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tations  of  the  disease,  including  neuro-syphilis. 
Here  the  treatment  ranges  from  intensive  courses 
of  an  arsenical  and  bismuth  in  early  cases  to  the 
multiple  therapeutic  attack  including  fever  therapy 
in  the  advanced  cases.  Fever  therapy  by  means  of 
electrical  apparatus  (diathermy,  etc.),  of  which  we 
hear  so  much  at  the  present  time,  must  be  still  con- 
sidered experimental. 

V.  Reactions: 

Especially  in  early  syphilis  where  the  arsenicals 
are  used  freely,  we  are  likely  to  run  into  one  or  the 
other  of  many  drug  reactions.  This  often  upsets  our 
proposed  standardized  method  of  treatment.  The 
more  serious  types  of  reactions  are  most  likely  to 
occur  during  the  early  weeks  of  treatment  and  are, 
briefly : 

( 1 ) Hemorrhagic  encephalitis 

(2)  Exfoliative  dermatitis 

(3)  Severe  liver  damage  with  jaundice 

(4)  Aplastic  anemia 

(5)  Purpura  hemorrhagica 

(6)  Accidents  (acid  606,  etc.). 

The  so-called  minor  reactions  are: 

( 1 ) Gastro-intestinal  upsets 

(2)  Nitritoid  reaction 

(3)  Headaches,  joint  pains,  etc. 

(4)  Chills,  fever 

(5)  Pruritus 

(6)  Slight  skin  eruption 

( 7 ) Stomatitis 

(8)  Diarrhea. 

Although  the  minor  reactions  may  not  prove  serious 
in  themselves,  they  are  a frequent  cause  of  the 
patient’s  discontinuing  treatment  which  in  turn  may 
lead  to  serious  consequences. 

VI.  General: 

This  paper  so  far  has  been  more  or  less  in  the 
form  of  “do’s”  in  the  treatment  of  syphilis,  taken, 
in  the  most  part,  from  conclusions  drawn  from  the 
Cooperative  Clinical  Group  studies.  A few  “don’ts” 
will  now  be  listed  which  represent  the  more  frequent 
types  of  errors  or  deviations  from  the  principles  set 
forth : 

1.  Don’t  fail  to  have  a long,  frank  talk  with  the 
patient  on  his  first  visit  for  treatment.  Go  into  detail 
as  to  the  nature  and  seriousness  of  the  disease.  Ex- 
plain the  importance  of  regular,  continuous  and  ade- 
quate treatment. 

2.  Don't  give  an  arsenical  without  first  doing  a 
complete  physical  examination. 

3.  Don’t  fail  before  giving  the  second  dose  of  an 


arsenical  to  inquire  for  any  type  of  reaction,  es- 
pecially itching  of  the  skin  or  rash. 

4.  Don’t  begin  treatment  on  weak  positive  blood 
reactions  without  additional  evidence  of  disease. 

5.  Don't  use  a one-system  treatment  for  all. 

6.  Don’t  use  a “one  track”  or  one  drug  type  of 
treatment. 

7.  Don’t  use  short  “intensive”  or  “abortive” 
courses  of  treatment. 

8.  Don’t  discontinue  treatment  at  the  first  nega- 
tive blood  report. 

In  conclusion  I would  like  to  say  to  the  doctors 
who  confess  to  being  a “bit  rusty”  on  the  subject  of 
syphilis  that  I hope  this  paper  may  stimulate  their 
interest  and  that  they  will  take  enough  “time  out” 
to  study  up  on  the  modem  treatment  for  one  of  the 
most  serious  of  all  diseases. 


Public  Health  Statistics 

I.  C.  Ricgin,  M.  D., 

State  Health  Commissioner  of  Virginia. 

The  report  of  the  State  Health  Department’s 
bureau  of  communicable  diseases,  as  compiled  for 
the  month  of  October,  shows  the  following  cases 
compared  with  the  same  month  in  1936. 

193?  1936 


Typhoid  and  Paratyphoid 41  99 

Diphtheria 272  268 

Scarlet  Fever 212  149 

Measles  118  25 

Meningitis : 12  19 

Poliomyelitis 6 9 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever 0 2 

Undulant  Fever 1 0 

Tularaemia 0 1 

Smallpox  0 0 


Mosquito  Control 

During  the  present  year  a cooperative  program 
of  malaria  control  drainage  has  been  in  progress  in 
Virginia.  The  participants  were  the  United  States 
Public  Health  Service,  the  State  Department  of 
Health,  the  Works  Progress  Administration  and 
local  government. 

Most  of  the  activity  took  place  in  the  Tidewater 
region.  It  involved  the  installation  of  salt  marsh 
and  upland  drainage  over  a wide  area  as  well  as 
oiling,  the  latter  work  being  intensified  from  March 
to  October. 

In  Norfolk  City  one  hundred  and  seventy  miles 
of  ditch  work  were  completed.  Portsmouth  began 


1397] 


Virginia  Medical  Monthly 


519 


its  generalized  activity,  including  drainage  of 
swamps,  ponds  and  marshes  and  oiling,  in  March, 
1937.  Other  localities  in  which  supervised  work 
was  accomplished  were  Accomac  and  parts  of  Nor- 
folk County.  Activity  at  Virginia  Beach  was  con- 
ducted by  a mosquito  commission;  funds  for  this 
local  campaign  were  raised  by  Virginia  Beach, 
Princess  Anne  County,  private  contributions  and 
WPA.  In  Norfolk  City  75,000  gallons  of  oil  were 
used,  135,000  inspections  were  made  by  the  regular 
crew,  and  80,000  house-to-house  investigations  con- 
ducted. 

The  coincident  education  of  the  public  on  the  ad- 
vantages of  this  type  of  control  is  being  relied  upon 
tD  sustain  maintenance  work — an  important  phase 
of  the  program. 

In  1931  and  1932,  the  United  States  Public 
Health  Service  made  a survey  to  determine  the  ex- 
tent of  the  mosquito  problem.  In  1933,  federal 
funds  became  available.  At  that  time  the  Public 
Health  Service  sent  experienced  men  to  that  district 
to  organize  the  program  in  cooperation  with  the  State 
Department  of  Health.  Latterly  this  activity  be- 
came one  of  the  largest  single  projects  of  the  entire 
relief  program  in  Tidewater  Virginia.  Local  com- 
munities in  that  section  already  have  contributed 
more  than  $40,000  toward  the  operation. 

In  addition  to  the  engineering  and  maintenance 
activities,  successful  emphasis  has  been  placed  upon 
the  inspection  and  oiling  of  man-made  mosquito 
breeding  places  such  as  fire  barrels,  cans,  pails,  cess- 
pools, et  cetera. 

It  is  expected  that  this  work  in  modified  form  will 
be  an  important  part  of  the  Department’s  program 
during  1938. 

Syphilis  Control  Activities 

Thirty-nine  clinics  for  the  treatment  of  venereal 
diseases,  with  emphasis  upon  syphilis,  now  are 
operating  under  the  Department’s  cooperation 
throughout  the  State.  Of  this  number  nineteen  have 
been  organized  since  January  1,  1937. 

The  average  aggregate  monthly  clinic  attendance 
is  18,500  with  an  average  of  1,000  new  cases  thus 
coming  under  treatment  every  thirty  days. 

Post-Graduate  Training  of  Physicians  in 
Venereal  Disease  Control 

A course  for  the  post-graduate  training  of  health 
officers  and  physicians  in  venereal  disease  control 


is  being  offered  at  Johns  Hopkins  University. 
Trainees  may  be  recruited  from  health  officers  of 
local  health  departments  or  from  the  group  of  phy- 
sicians cooperating  with  the  State  and  local  health 
departments’  venereal  disease  control  program. 

Opportunities  are  available  for  full-time  practical 
work  in  a large  syphilis  clinic.  This  work  includes 
diagnosis,  treatment  and  management  of  patients, 
field  work  in  public  health  and  clinical  and  experi- 
mental research  in  syphilis.  Nominations  of  trainees 
should  be  made  directly  to  the  Commissioner  of 
Health. 

Similar  training  for  Negro  physicians  has  been 
provided  through  an  arrangement  with  the  Howard 
University  Medical  School  at  Washington,  D.  C. 
The  course  of  instruction  extends  over  a period  of 
three  months  and  is  being  repeated  for  successive 
periods  during  the  next  year.  Each  entering  class  is 
limited  to  fifteen  members.  The  first  class  was  or- 
ganized September  1.  1937. 

The  instruction  plan  provides  lectures  and  clini- 
cal and  laboratory  demonstrations  for  training  in 
the  clinical  management  and  public  health  control 
of  syphilis  and  gonorrhea.  The  course  is  open  for 
registration  to  trainees  approved  by  the  Commis- 
sioner of  Health. 

In  recommending  candidates  preference  is  being 
given  to  well-trained  young  physicians  who  expect 
to  participate  in  State  or  local  syphilis  control  pro- 
grams, cooperating  clinicians  with  health  depart- 
ments, or  consultants  to  health  departments.  Rec- 
ommendation, however,  need  not  be  limited  to  such 
persons. 

Midwife  Instruction  Extended 

The  success  associated  with  the  Department’s  re- 
vised midwife  instruction  activities,  inaugurated 
several  months  ago  in  Sussex  County,  has  resulted 
in  extending  the  course  to  other  areas. 

Recently  institutes  were  conducted  in  Halifax, 
Washington,  Brunswick  and  Hanover  Counties.  Dur- 
ing the  remainder  of  the  year  additional  conferences 
will  be  held  in  jurisdictions  where  the  need  of 
eliminating  incompetent  midwives  is  urgent. 

The  medical  profession  in  the  localities  involved 
continued  to  cooperate  by  personally  assisting  in  the 
instruction  and  demonstrations.  Teaching  remains 
limited  to  fundamental  practices  in  obstetrical  hy- 
giene. 
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MINUTES  OF  THE  SIXTY-EIGHTH  ANNUAL 
SESSION  OF  THE  MEDICAL  SOCIETY 
OF  VIRGINIA 

October  12,  13,  and  14,  1937 
Roanoke,  Virginia 

SCIENTIFIC  SESSIONS 
Opening  Session 
Tuesday,  October  12,  8:00  P.  M. 

The  opening  meeting  of  the  sixty-eighth  annual  session 
of  the  Medical  Society  of  Virginia  was  held  in  the  ball- 
room of  the  Patrick  Henry  Hotel,  Roanoke,  Virginia,  on 
Tuesday  evening,  October  12,  1937,  being  called  to  order 
at  8:00  o'clock  by  Dr.  W.  L.  Powell,  of  Roanoke,  General 
Chairman  of  the  Committee  on  Arrangements. 

The  invocation  was  said  by  the  Reverend  H.  Spencer 
Edmunds,  D.  D.,  Roanoke;  and  the  Honorable  Sidney  F. 
Small,  Mayor  of  Roanoke,  delivered  the  address  of  wel- 
come. 

After  making  several  announcements  in  regard  to  the 
program  and  the  entertainment  features,  Chairman 
Powell  read  a telegram  of  greeting  from  Roy  L.  Crouch, 
President  of  the  Virginia  Pharmaceutical  Association. 

Dr.  Powell  then  presented  Dr.  J.  Morrison  Hutcheson, 
the  President  of  the  Society,  who  read  his  President’s 
Address  entitled  “The  Functions  of  the  State  Society.’ 

Dr.  J.  Bolling  Jones,  Petersburg,  a member  of  the 
Committee  on  Membership,  read  the  names  of  the  Vir- 
ginia physicians  who  had  died  during  the  year  just  past, 
after  which  the  members  stood  for  a moment  in  silent 
tribute  to  their  memory. 

Names  of  37  Members  of  the  Society  Whose 
Deaths  Have  Been  Reported  Since  the 
1936  Meeting 

Dr.  Herbert  Wallis  Lewis,  Dumbarton,  Va.,  October  16, 
1936. 

Dr.  Benjamin  Hugh  Beydler,  Bridgewater,  Va.,  October 
27,  1936. 

Dr.  John  Robin  Blair,  Richmond,  Va.,  November  1,  1936. 
Dr.  James  Allison  Hodges,  Richmond,  Va.,  December  15, 
1936. 

Dr.  Austin  Flint  Wood,  Parksley,  Va.,  November  28,  1936. 
Dr.  Benjamin  Morrison  Rosebro,  Richmond,  Va.,  Decem- 
ber 17,  1936. 

Dr.  William  A.  McGowan,  Richmond,  Va.,  December  7, 
1936. 

Dr.  James  Edward  Copeland,  Round  Hill,  Va.,  January 
17,  1937. 


Dr.  John  Mettauer  Williams,  Roanoke,  Va.,  December 
25,  1936. 

Dr.  Thomas  Garrettson  Burke,  Roanoke,  Va.,  December 

25,  1936. 

Dr.  Edward  Williamson  Perkins,  Petersburg,  Va.,  Jan- 
uary 23,  1937. 

Dr.  James  Bernard  Hackley,  Purcellville,  Va.,  February 
4,  1937. 

Dr.  Robert  Edward  Fortune,  Damascus,  Va.,  December 

26,  1936. 

Dr.  William  Ashton  Reese,  Petersburg,  Va.,  March  21, 
1937. 

Dr.  William  Preston  Floy,  Petersburg,  Va.,  March  23, 
1937. 

Dr.  Robert  Lemmon,  Lexington,  Va.,  March  6,  1937. 

Dr.  Ira  Hurst,  Parksley,  Va.,  March  28,  1937. 

Dr.  Carl  William  Shaffer,  Alexandria,  Va.,  April  13, 
1937. 

Dr.  William  Flail  Goodwin,  Charlottesville,  Va.,  May  23, 
1937. 

Dr.  Marion  Edmonds,  Eagle  Rock,  Va.,  April  25,  1937. 
Dr.  John  Blair  Spencer,  Gloucester,  Va.,  April  20,  1937. 
Dr.  Edward  Oscar  Tinsley,  Air  Point,  Va.,  May  7,  1936. 
Dr.  Samuel  Downing,  Newport  News,  Va.,  June  14,  1937. 
Dr.  Hugh  Hodge  Hill,  Locust  Dale,  Va.,  June  15,  1937. 
Dr.  Booker  Lee,  Pulaski,  Va.,  April  4,  1937. 

Dr.  Frank  Wandling  Hornbaker,  Occoquan,  Va.,  June  11, 
1937. 

Dr.  Alonzo  Leonidas  Winfield,  Richmond,  Va.,  June  22, 
1937. 

Dr.  John  Newton  DeShazo,  Center  Cross,  Va.,  June  26, 
1937. 

Dr.  William  C.  Ford,  Woodstock,  Va.,  July  8,  1937. 

Dr.  Edward  Griffith  Maupin,  Portsmouth,  Va.,  May  18, 
1937. 

Dr.  Sydney  John  Baker,  Richmond,  Va.,  August  7,  1937. 
Dr.  Joseph  Flart  Hiden,  Pungoteague,  Va.,  September  10, 
1937. 

Dr.  Edwin  M.  Easley,  Bacons  Castle,  Va.,  September  15, 
1937. 

Dr.  Charles  Wiley  Tucker,  Drake’s  Branch,  Va.,  Septem- 
ber 13,  1937. 

Dr.  Max  John  Alexander,  Pocahontas,  Va.,  August  31, 
1937. 

Dr.  Joseph  French  Alsop,  Prospect,  Va.,  September  4, 
1937. 

Dr.  Cicero  Frank  Griffin,  Suffolk,  Va.,  August  4,  1937. 

Dr.  Russell  L.  Cecil,  of  Cornell  University  Medical 
School,  New  York  City  (an  invited  guest),  was  presented 
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by  President  Hutcheson  and  addressed  the  Society  on  the 
subject  of  “Pneumonia  as  a Public  Health  Problem.” 

The  program  for  the  evening  having  been  completed, 
the  Society  then  adjourned,  at  10:00  o’clock  P.  M. 

Medical  Section 

Wednesday  Morning,  October  13 

The  Medical  Section  of  the  Medical  Society  of  Virginia 
convened  in  the  ballroom  of  the  Patrick  Henry  Hotel  on 
Wednesday  morning,  October  13,  and  was  called  to  order 
by  President  Hutcheson  at  9:20  A.  M. 

Dr.  Ernest  G.  Scott,  Lynchburg,  read  his  paper  en- 
titled “Coronary  Thrombosis  in  a twenty-seven-year-old 
Man.”  The  next  paper,  “Acute  Coronary  Thrombosis,” 
being  on  a similar  subject,  was  called  for  by  the  President 
“and  was  read  by  its  author,  Dr.  Harry  Golston,  of  Roa- 
noke. Dr.  B.  P.  Seward,  of  Roanoke,  opened  the  discus- 
sion on  Dr.  Scott’s  paper,  and  Dr.  Scott  opened  the  dis- 
cussion on  Dr.  Golston’s  paper.  The  two  essays  were 
then  discussed  by  Drs.  Paul  D.  Camp  and  D.  G.  Chap- 
man, of  Richmond,  and  in  closing  by  Dr.  Scott  and  Dr. 
Golston. 

Dr.  James  N.  Williams,  Director,  Bureau  of  Mental 
Hygiene,  State  Department  of  Public  Welfare,  Richmond, 
read  his  paper  on  “Mental  Hygiene  Clinics  in  The  Coun- 
ties,” which  was  discussed  by  Drs.  David  C.  Wilson,  of 
University,  and  Frank  D.  Wilson,  of  Norfolk,  and  by 
Dr.  Williams  in  closing. 

Dr.  W.  Ambrose  McGee,  Richmond,  read  his  paper 
entitled  “The  Care  of  Infants  with  Allergic  Eczema,” 
which  was  discussed  by  Drs.  J.  M.  Bishop,  Roanoke; 
Wyndham  B.  Blanton,  Richmond;  Frank  D.  Wilson,  Nor- 
folk; J.  C.  Flippin,  University;  and  by  Dr.  McGee  in 
closing. 

The  paper  of  Drs.  Joseph  M.  Hitch  and  Dudley  C. 
Smith,  Charlottesville,  on  “Skin  Manifestations  in  Tu- 
laremia,” was  read  by  title. 

Dr.  James  Asa  Shield,  Richmond,  read  his  paper  en- 
titled “Fever — Malaria  and  Short  Wave — In  The  Treat- 
ment of  Neurosyphilis,”  which  was  discussed  by  Drs.  E.  T. 
Terrell,  Williamsburg,  and  J.  C.  Flippin,  University. 

Dr.  Thomas  D.  Walker,  Jr.,  of  Newport  News,  read 
his  paper  entitled  “Determination  of  Urinary  Excretion 
of  Vitamin  C (Ascorbic  Acid),”  and  this  was  discussed  by 
Dr.  Frank  D.  Wilson,  of  Nofolk,  and  in  closing  by  Dr. 
Walker. 

The  program  having  been  completed,  the  Medical  Sec- 
tion then  adjourned. 

Surgical  Section 

Wednesday  Morning,  October  13 

Dr.  Hugh  H.  Trout,  of  Roanoke,  Vice-President,  pre- 
sided over  the  Surgical  Section  of  the  Medical  Society 
of  Virginia,  which  was  called  to  order  shortly  after 
9:00  A.  M.,  October  13,  in  Hotel  Patrick  Henry,  Roanoke. 

The  first  paper  presented  was  that  on  “Roentgen  Ray 
Diagnosis  and  Treatment  of  Osteitis  Fibrosa  Cystica,” 
by  Dr.  Wm.  P.  Gilmer,  of  Clifton  Forge,  illustrated  with 


lantern  slides.  This  was  then  discussed  by  Drs.  J.  T. 
McKinney,  Roanoke;  J.  Shelton  Horsley,  Richmond; 
George  A.  Duncan,  Norfolk;  and  in  closing  by  Dr.  Gilmer. 

Dr.  Charles  R.  Robins,  Richmond,  then  read  his  paper 
on  “Advances  in  the  Treatment  of  Pelvic  Inflammation.” 
This  was  discussed  by  Drs.  C.  J.  Andrews,  Norfolk;  Ran- 
dolph H.  Hoge,  Richmond;  and  S.  B.  Moore,  Alexandria. 

“Treatment  of  Carcinoma  of  the  Cervix”  was  the  title 
of  a paper  next  presented  by  Dr.  Randolph  H.  Hoge  of 
Richmond.  Dr.  J.  M.  Nokes  of  University,  who  was  to 
have  opened  the  discussion,  was  absent,  but  the  paper  was 
discussed  by  Drs.  R.  DuVal  Jones,  Norfolk;  Henry  Lee, 
Roanoke;  Wright  Clarkson,  Petersburg;  and  Charles  R. 
Robins,  Richmond. 

Dr.  Allen  Barker  of  Petersburg  then  read  the  paper  on 
“The  Early  Diagnosis  of  Gastric  Cancer”  prepared  by 
himself  and  Dr.  Wright  Clarkson  of  Petersburg,  and  this 
was  discussed  by  Dr.  J.  Shelton  Horsley  of  Richmond. 

“Improved  Methods  of  Treatment  for  Appendicitis” 
was  the  title  of  the  paper  prepared  by  Drs.  J.  Shelton, 
John  S.  and  Guy  W.  Horsley  of  Richmond,  and  read  by 
Dr.  Horsley,  Sr.,  Dr.  Guy  Horsley  showing  lantern  slides 
in  connection  with  the  presentation.  Dr.  E.  P.  Lehman, 
University,  who  was  to  have  opened  the  discussion  being 
absent,  this  was  first  discussed  by  Dr.  A.  S.  Brinkley  of 
Richmond,  who  was  followed  by  Drs.  J.  Bolling  Jones, 
Petersburg;  Carrington  Williams,  Richmond;  C.  C.  Smith, 
Norfolk;  Frank  Johns,  Richmond;  Harry  M.  Hayter, 
Abingdon;  and  Dr.  Horsley,  Sr.,  in  closing. 

Dr.  Frank  S.  Johns  of  Richmond,  then  read  his  paper 
entitled  “The  Limitations  of  Phrenic  Surgery  in  Pul- 
monary Collapse  Therapy.”  In  the  absence  of  Dr. 
C.  Lvdon  Harrell  of  Norfolk,  Dr.  E.  C.  Drash  of  the 
University  opened  discussion  on  this  paper.  He  was  fol- 
lowed by  Drs.  W.  E.  Brown,  Sanatorium;  L.  R.  Broome, 
Catawba  Sanatorium;  and  Dr.  Johns  in  closing. 

A paper  on  “Traumatic  Surgery”  by  Dr.  M.  H.  Todd  of 
Norfolk  was  next  presented  by  the  author  and  discussed 
by  Drs.  Joseph  D.  Collins,  Portsmouth;  Allen  S.  Lloyd, 
Norfolk  ; and  Dr.  Todd  in  closing. 

The  sectional  program  having  been  concluded,  the  meet- 
ing adjuorned. 

General  Session 
Wednesday  Afternoon 

The  Society  met  in  general  session  in  the  ballroom  of 
the  Patrick  Henry  Hotel,  and  was  called  to  order  by  the 
President,  Dr.  J.  Morrison  Hutcheson  at  2:00  P.  M. 

Dr.  Hutcheson  presented  the  first  speaker  on  the  pro- 
gram as  follows:  “One  of  the  active  subjects  in  medical 
discussions  and  medical  literature  today  is  the  control  of 
syphilis.  This  has  been  spoken  of  as  the  major  public 
health  problem  of  this  decade.  We  are  fortunate  indeed 
to  have  as  our  next  speaker  this  afternoon  the  man  who 
has  been  regarded  as  the  leader  in  the  crusade  against 
that  disease.  I take  great  pleasure  in  presenting  to  you 
Surgeon  General  Thomas  Parran  of  the  United  States 
Public  Health  Service,  who  will  speak  to  us  now.” 
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Surgeon  General  Parran  then  addressed  the  Society  on 
the  subject  of  “The  Part  of  the  Practicing  Physician  in 
Syphilis  Control.” 

President  Hutcheson:  On  behalf  of  the  officers  and 
members  of  the  Medical  Society  of  Virginia  I wish  to 
thank  Dr.  Parran  for  this  instructive  and  inspiring  presen- 
tation of  this  subject. 

Report  of  Pneumonia  Commission  presented  by  Dr. 
Wyndham  B.  Blanton,  its  chairman.  In  closing,  Dr. 
Blanton  said:  “I  should  like  to  say  that  Dr.  Thomas 
Parran,  Surgeon  General  of  the  United  States  Public 
Health  Service,  is  here.  He  was  Commissioner  of  Health 
for  the  State  of  New  York  and  largely  responsible  for  the 
brilliant  work  in  that  State.  Dr.  I.  C.  Riggin,  our  Com- 
missioner of  Health  for  Virginia,  is  also  here.  I should 
be  very  glad  if  they  would  both  say  a word  on  this  sub- 
ject.” 

President  Hutcheson  then  called  upon  these  doctors. 

Dr.  I.  C.  Riggin:  Dr.  Hutcheson,  Dr.  Blanton,  and 
gentlemen,  I have  nothing  in  particular  to  say,  except  that 
the  State  Board  of  Health  wishes  to  thank  the  medical 
profession  of  Virginia  for  making  the  recommendations 
upon  which  the  work  of  pneumonia  control  has  been 
based.  Based  upon  these  recommendations,  a request  for 
funds  was  made  of  the  State  legislature.  (I  might  say 
that  I doubt  if  sufficient  funds  were  requested;  however, 
funds  were  requested.)  We  went  one  step  further  than 
the  committee  recommended.  Most  of  you  heard  Dr.  Cecil 
last  night  make  the  statement  that,  to  control  pneumonia 
properly,  serum  should  be  distributed  regardless  of 
whether  the  patient  is  able  to  pay  or  not.  That  has  been 
found  through  experience.  In  making  the  request  for  an 
appropriation,  funds  were  requested  so  that  the  serum 
would  be  distributed  for  treatment  regardless  of  whether 
the  patient  were  able  to  pay  or  not.  Of  course,  the  ad- 
ministrative details  have  to  be  worked  out,  and  the  dis- 
tribution of  this  serum  would  be  made  to  the  physicians. 

In  making  the  request,  provision  was  made  for  setting 
up  a bureau  in  the  State  Department  of  Health,  so  that 
the  work  would  be  more  or  less  centralized  in  your  State 
Health  Department,  with  the  guidance  of  committees  from 
the  Medical  Society  of  Virginia. 

Dr.  Thomas  Parran:  Mr.  Chairman,  I am  afraid  it  is 
presumptuous  for  me  to  appear  before  you  so  shortly  again 
to  discuss  a subject  which  at  first  sight  appears  so  dis- 
similar from  what  I have  already  been  talking  about. 
There  are,  however,  certain  points  in  common. 

May  I say  at  the  outset  that  I subscribe  heartily  to 
everything  Dr.  Blanton  has  recommended  in  his  excellent 
report.  I hope  I may  have  the  pleasure  of  having,  per- 
sonally, a copy  of  it,  since  within  the  last  few  weeks  I 
have  considered  the  appointment  of  a committee,  nation- 
ally, to  cooperate  with  us  in  educating  the  public  on  how 
to  care  for  pneumonia  and  prevent  pneumonia  deaths. 

This  is  a complicated  subject.  It  costs  money,  and 
money  does  not  grow  on  trees.  Frequently,  when  a pa- 
tient has  pneumonia,  valuable  time  is  lost  in  trying  to 
find  out  whether  the  patient  can  pay  and  how  much  he 


can  pay.  I realize  that  it  is  quite  impossible  to  provide 
free  serum  for  every  patient,  and  those  patients  able  to 
pay  should  do  so. 

The  control  of  pneumonia  is  primarily  a medical  mat- 
ter. The  part  of  the  health  department  is,  first,  in  educat- 
ing the  public  and,  second,  in  putting  tools  in  the  hands 
of  the  medical  profession  for  the  better  practice  of  med- 
icine. The  tools  which  the  medical  profession  needs  are 
three,  the  first  of  which  is  facilities  for  prompt  typing  by 
the  Neufeld  method.  This  means  having  not  thirteen 
stations  but  several  times  that  number.  It  means  ap- 
proval of  the  laboratory  technicians  who  are  to  do  the 
job.  It  means  immediate  availability  of  the  serums  of 
the  various  types.  The  first  and  important  thing  is  prompt 
laboratory  service.  The  second  is  pneumonia  serum, 
which  I have  emphasized  is  costly;  and,  third,  it  means 
the  provision  of  nursing  service,  particularly  for  those 
patients  for  whom  hospitalization  is  not  possible.  If  pos- 
sible, patients  should  be  hospitalized.  The  presence  of  a 
nurse  at  the  bedside  of  a pneumonia  patient  reduces  by 
50  per  cent  the  mortality.  That  is  an  expensive  proposi- 
tion. We,  in  New  York,  have  attempted  to  provide 
nursing  service  for  every  needy  pneumonia  patient,  and 
you  would  be  astonished  at  the  cost.  But  if  the  profes- 
sion and  the  health  departments  are  to  go  into  this  problem 
effectively  it  will  run  into  large  sums  of  money. 

That  leads  me  to  a,n  experience  we  had  in  New  York. 
We  asked  for  sums  for  typing  and  for  serum  in  the 
budget.  That  got  us  nowhere;  the  budget  could  not  be 
increased.  But  after  an  extensive  campaign  through  the 
newspapers  we  asked  for  and  got  an  appropriation  of 
$400,000  for  this  special  purpose.  That  was  in  addition 
to  the  regular  budget  of  $200,000.  That  bill  was  passed 
and  signed  by  the  Governor. 

There  are  many  details  to  be  worked  out,  but  it  seems 
to  me  that  the  principles,  at  least,  in  this  excellent  report 
of  Dr.  Blanton’s  should  form  the  basis  on  which  to  start. 
I like  particularly  his  recommendation  that  the  distribu- 
tion of  serum  should  be  limited  to  patients  who  have 
been  typed.  I do  not  think  that  there  should  be  an  at- 
tempt to  limit  the  distribution  of  serum  to  certain  doctors, 
as  was  attempted  in  Massachusetts.  I think  the  serum 
should  be  available  to  any  doctor. 

Remember  that  pneumonia  is  a city  disease.  Even 
though  the  results  for  the  first  few  years  have  to  be  con- 
centrated in  the  cities  I believe  it  is  worth  while.  More 
significant  than  the  work  in  pneumonia  itself,  it  offers 
ways  and  means  by  which  the  health  department  and 
the  physician  can  cooperate  jointly  toward  a common  end. 

The  President  then  asked  Dr.  G.  F.  Simpson,  Purcell- 
ville,  President-Elect,  to  take  the  chair,  and  the  program 
was  continued. 

The  paper  of  Drs.  Frank  B.  Stafford,  Blue  Ridge  Sana- 
torium, Charlottesville,  and  V.  L.  Kelly,  Pinecrest  Sana- 
torium, Beckley,  West  Virginia,  entitled  “Childhood  Tu- 
berculosis,” was  presented  by  Dr.  Stafford  and  was  dis- 
cussed by  Dr.  L.  T.  Royster,  Charlottesville;  Dr.  Wm. 
B.  Mcllwaine,  Petersburg,  Dr.  Charles  W.  Scott,  State 
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Department  of  Health,  Richmond,  Dr.  Claiborne  T.  Jones, 
Petersburg,  Dr.  G.  F.  Simpson,  Purcellville,  with  Dr. 
Stafford  closing  the  discussion. 

Due  to  the  lateness  of  the  hour  and  at  the  suggestion 
of  the  essayist,  the  paper  of  Dr.  Blanton  P.  Seward,  Roa- 
noke, on  “The  Care  of  the  Aged,”  was  read  by  title. 

The  program  being  completed,  the  afternoon  session 
adjourned,  that  the  members  might  attend  the  various 
Round  Table  discussions. 

General  Session 
Thursday  Morning,  October  14 

The  Medical  Society  of  Virginia  met  in  general  session 
in  the  (ballroom  of  the  Patrick  Henry  Hotel  with  President 
Hutcheson  presiding  and  was  called  to  order  at  9:30  A.  M. 

The  paper  of  Drs.  James  King  and  Frank  A.  Strickler 
of  Radford,  entitled  “Insulin  Shock  Treatment  of  Dementia 
Praecox,”  was  read  by  Dr.  Strickler  and  was  discussed 
by  Dr.  David  C.  Wilson,  University  of  Virginia,  Char- 
lottesville, Dr.  Asa  Shield,  Richmond;  Dr.  Rex.  Blankin- 
ship,  Richmond,  with  Dr.  Strickler  closing  the  discussion. 

Dr.  Wm.  B.  Porter,  Richmond,  presented  his  paper  on 
“Nutritional  Deficiencies  and  their  Relation  to  the  Clin- 
ical Course  of  Heart  Diseases.”  This  was  discussed  by 
Dr.  Philip  S.  Smith,  Abingdon,  and  Dr.  Walter  B.  Martin, 
Norfolk,  with  Dr.  Porter  closing  the  discussion. 

Dr.  G.  Slaughter  Fitz-Hugh,  Charlottesville,  read  his 
paper  entitled  “Acute  Sinusitis  in  Children”  and  Dr. 
Meade  Edmunds,  Petersburg,  read  one  entitled  “Are  We 
Too  Sinus  Conscious?”.  Discussion  of  Dr.  Fitz-Hugh’s 
paper  was  opened  by  Dr.  Charles  W.  Purcell,  Danville, 
and  that  on  Dr.  Edmunds'  by  Dr.  Thomas  E.  Hughes, 
Richmond.  These  papers  were  then  discussed  by  Dr.  W. 
Ambrose  McGee,  Richmond,  and  Dr.  Wright  Clarkson, 
Petersburg,  with  Dr.  Edmunds  closing  the  discussion. 

President  Hutcheson  called  attention  to  the  following 
proposed  amendment  to  Article  IX  of  the  Constitution  as 
published  in  the  September,  1937,  issue  of  the  Virginia 
Medical  Monthly,  which  had  been  approved  by  the 
House  of  Delegates: 

“That  Article  IX — Trust  Fund  for  Post-Graduate  Clin- 
ical Education — be  annulled  and  that  all  funds  now  held 
in  trust  by  this  Committee  for  post-graduate  education 
be  used  at  the  discretion  of  the  House  of  Delegates,  on 
recommendation  of  the  Department  of  Clinical  and  Med- 
ical Education.” 

On  motion,  the  amendment  was  adopted. 

Dr.  J.  K.  Hall,  Richmond,  read  his  paper  entitled  “Of 
Sin  and  Punishment.” 

Dr.  T.  J.  Williams,  Charlottesville,  presented  his  paper 
entitled  “Prenatal  Care”  which  was  discussed  by  Dr. 
A.  M.  Groseclose,  Roanoke. 

Dr.  R.  W.  Garnett,  Danville,  read  his  paper  entitled 
“Hospitalization  by  the  Group  Payment  Plan  on  a State- 
Wide  Basis,”  which  was  discussed  by  Dr.  Frederick  P. 
Fletcher,  Richmond,  Dr.  Walter  B.  Martin,  Norfolk,  and 


Dr.  G.  F.  Simpson,  Purcellville,  with  Dr.  Garnett  closing 
the  discussion. 

The  report  from  the  House  of  Delegates  was  read  by 
Miss  Agnes  V.  Edwards,  Secretary,  and  adopted  on  mo- 
tion of  Dr.  Walter  B.  Martin,  Norfolk.  This  was  fol- 
lowed by  the  installation  of  Dr.  G.  F.  Simpson  of  Purcell- 
ville as  President. 

President  Hutcheson:  In  leaving  this  office  I wish  to 
express  to  the  officers  and  members,  and  particularly  to 
the  Secretary  and  her  assistant,  my  sincere  thanks  for 
their  unfailing  patience  and  kindness  shown  me  during 
my  term. 

Our  new  president  is  a man  who,  by  reason  of  his  ability, 
his  deep  interest  in  the  cause  of  organized  medicine,  and 
his  long  experience  in  the  affairs  of  this  Society,  is  well 
qualified  for  the  duties  that  he  is  about  to  assume.  I 
feel  sure  that  the  destinies  of  our  Society  are  perfectly 
safe  in  his  hands,  and  I extend  to  him  my  best  wishes 
for  a happy  and  successful  administration.  Dr.  Simpson. 

President  G.  F.  Simpson:  Dr.  Hutcheson,  and  members 
of  the  Medical  Society  of  Virginia,  I feel  the  respon- 
sibility of  the  position  in  which  you  have  placed  me,  and 
I also  feel  that  I am  incompetent  to  discharge  the  duties 
of  this  office  in  a manner  that  will  be  at  all  comparable 
with  that  of  my  immediate  predecessor,  Dr.  Hutcheson, 
and  the  past  presidents  of  this  Society.  I want  to  thank 
you  for  making  me  president  of  this  body,  and  I want 
to  say  to  you  that  in  whatever  I may  say  I am  just  the 
opposite  of  Dr.  Hutcheson.  Dr.  Hutcheson  is  very  calm 
and  even  and  unruffled,  and  I express  myself  with  a good 
deal  of  vigor.  But  I want  to  say  that  any  of  you  have  a 
perfect  right,  at  any  time  you  find  I have  expressed  myself 
with  vigor  on  any  subject  or  made  any  statement  that  is 
not  backing  up  a sound  principle  of  what  I believe  to  be 
right,  to  differ  with  me  and  to  express  your  opinions.  I 
ask  the  cooperation  of  every  member  of  the  Society,  and 
I should  be  glad  if  you  would  give  me  your  counsel  and 
write  me  or  call  upon  me  at  any  time  and  tell  me  how 
I can  serve  you. 

I thank  you. 

President  Simpson  then  announced  the  standing  com- 
mittees for  the  coming  year,  there  being  one  new  appointee 
on  each. 

(The  number  after  each  name  indicates  the  length  of 
term  of  office  as  one  member  of  each  Standing  Committee, 
except  the  Department  of  Clinical  and  Medical  Education, 
is  named  by  the  incoming  President  for  a term  of  three 
years.) 

Standing  Committees 

Publication  and  Program  : Dr.  Wyndham  B.  Blanton  (3), 

Chairman ; Dr.  H.  B.  Mulholland  (1);  and  Dr.  H.  A. 

Tabb  (2). 

Scientific  Exhibits  and  Clinics:  Dr.  W.  Ambrose  Mc- 
Gee (1),  Chairman ; Dr.  Staige  D.  Blackford  (2)  ; and 

Dr.  W.  R.  Rogers  (3). 

Department  of  Clinical  and  Medical  Education:  Dr. 

J.  Morrison  Hutcheson,  Chairman ; Mr.  George  B. 

Zehmer,  Executive  Secretary;  Dr.  I.  C.  Riggin;  Dr. 
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J.  C.  Flippin;  Dr.  L.  E.  Sutton;  Dr.  H.  A.  Spitler;  and 

Dr.  J.  M.  Lynch. 

Legislation:  Dr.  H.  U.  Stephenson  (2),  Chairman ; Dr. 

Robert  J.  Payne  (1)  ; and  Dr.  J.  K.  Hall  (3). 

Medical  Economics:  Dr.  W.  B.  Martin  (1),  Chairman ; 

Dr.  John  A.  Gibson  (2);  and  Dr.  Guy  Fisher  (3). 
Membership:  Dr.  J.  A.  White  (3),  Chairman ; Dr.  Isaac 

Peirce  (1);  and  Dr.  J.  Bolling  Jones  (2). 

Ethics:  Dr.  W.  D.  Kendig  (3),  Chairman ; Dr.  P.  W. 

Miles  (1);  and  Dr.  G.  H.  Carter  (2). 

No  further  business  appearing,  the  meeting  adjourned 
sine  die  at  1 :05  o’clock  P.  M. 

BUSINESS  SESSIONS 
Council 

The  Council  of  the  Medical  Society  of  Virginia  met 
at  the  Patrick  Henry  Hotel,  Roanoke,  Va.,  Tuesday, 
October  12,  at  11:00  A.  M. 

There  was  one  hundred  per  cent  attendance  as  follows: 
President,  Dr.  J.  Morrison  Hutcheson,  Richmond;  presi- 
dent-elect, Dr.  G.  F.  Simpson,  Purcellville ; councilors, 
Drs.  Griffin  W.  Holland,  Eastville;  Julian  L.  Rawls,  Nor- 
folk; Roshier  W.  Miller,  Richmond;  C.  E.  Martin,  North 
Emporia;  B.  F.  Eckles,  Galax;  John  Hundley,  Jr.,  Lynch- 
burg; C.  O.  Dearmont,  White  Post;  J.  E.  Knight,  Warren- 
ton;  and  C.  B.  Bowyer,  Stonega ; and  secretary,  Miss 
Agnes  V.  Edwards,  Richmond.  Dr.  I.  C.  Riggin,  State 
Health  Commissioner,  Richmond,  and  Mr.  J.  Alexander 
Rorer,  Acting  Executive  Secretary  of  the  Department  of 
Clinical  and  Medical  Education  for  the  past  year,  were 
also  present. 

The  minutes  of  the  mid-winter  meeting  of  the  Council 
as  published  in  the  Monthly  (March,  1937,  pages  753- 
755)  were  approved. 

Dr.  C.  B.  Bowyer,  who  had  been  appointed  chairman 
of  a committee  to  study  the  interrelationship  of  the 
county,  State,  and  national  medical  societies,  presented 
the  following  report: 

Your  Committee  appointed  to  make  a study  of  the 
interrelationship  between  the  State  and  component  so- 
cieties, begs  to  submit  the  following  report: 

The  relationship  that  now  exists  does  not  appear  to  be 
a strong  one.  Neither  do  the  component  societies,  as  a 
whole,  seem  mindful  of  their  duties  as  plainly  set  forth 
in  the  By-Laws.  A component  society  must  hold  a charter. 
A charter  when  issued  carries  with  it  certain  duties  and 
obligations  that  the  society  must  perform.  Among  these: 
It  shall  send  to  each  annual  meeting  its  number  of  dele- 
gates and  alternates  as  fixed  by  the  State  Society.  Also, 
the  Secretary  of  each  component  society  shall  keep  a 
roster  of  the  members — names,  addresses,  college,  license, 
etc., — and  once  a year  send  a list  of  its  members  to  the 
Secretary  of  the  State  Society.  This  is  not  being  done. 
Also,  a lot  of  the  component  societies  are  not  represented 
in  the  House  of  Delegates.  We  find  that  some  of  the 
component  societies  are  failing  to  cooperate  with  the 
Officers  of  the  State  Society  in  carrying  out  the  plans, 


laws  and  purposes  of  our  organization.  We  have  no  way 
of  telling  from  our  State  records  what  per  cent  of  the 
doctors  of  the  State  belong  to  component  societies,  or 
what  per  cent  of  the  members  of  the  component  societies 
are  members  of  the  State  Society.  According  to  the  num- 
ber of  counties  organized,  we  should  have  107  represen- 
tatives in  the  House  of  Delegates.  Last  year  at  the  roll 
call  there  were  less  than  forty-five  members  present.  In 
1935  less  than  forty  were  present  at  roll  call.  Sometimes 
it  is  most  difficult  to  get  together  a quorum  (thirty  dele- 
gates representing  ten  component  societies)  to  transact 
business. 

Such  a report  is  not  intended  to  censure  or  cast  any 
reflection  on  any  officers  or  members  of  a component 
society.  It  simply  shows  that  when  a charter  is  issued 
the  members  are  not  made  to  feel  their  responsibility, 
duty  and  the  importance  of  carrying  out  the  laws,  plans 
and  purpose  of  our  State  organization.  When  our  Con- 
stitution was  revised  in  1934  the  component  society  was 
made  more  of  an  integral  part  of  the  State  Society.  The 
life,  vigor  and  growth  of  the  State  Society  now  depends 
on  the  cooperation  and  the  closer  association  of  the  com- 
ponent societies.  In  our  set-up  the  State  Society  is  founded 
on  the  component  societies.  When  a charter  is  granted 
or  in  possession  of  a society,  that  charter  carries  with  it 
certain  well  defined  and  specified  obligations  and  the 
officers  should  see  that  those  obligations  are  met.  Your 
Committee  further  feels  that  the  spirit  and  purpose  of 
our  State  organization  must  be  gotten  over  to  the  com- 
ponent societies  and  the  By-Laws  must  be  strictly  adhered 
to  by  all  local  organizations.  The  active  membership 
should  be  sent  annually  to  the  State  Society  and  all 
component  societies  should  be  represented  in  the  House 
of  Delegates. 

We  do  not  advocate  making  the  component  societies 
collecting  agencies  for  the  State  Society.  After  giving 
the  matter  much  thought  we  do  not  feel  that  the  activi- 
ties and  growth  of  any  component  society  should  be  in- 
terfered with  so  long  as  that  society  conforms  to  the  Con- 
stitution and  By-Laws  of  the  State  Society.  We  feel 
it  should  be  encouraged  in  its  growth  and  it  is  up  to 
the  officers  of  the  State  Society  to  create  and  build  a 
stronger  spirit  of  cooperation.  Develop  and  encourage 
active  component  societies  and  then  build  on  them  as  is 
the  plan  and  function  of  our  State  organization.  We 
have  several  component  societies  very  active  and  doing 
splendid  work.  They  may  not  be  giving  the  State 
Society  the  support  they  should,  but  whose  fault  is  it? 
In  our  report  no  criticism  is  intended,  whatever,  on  Miss 
Edwards,  Secretary.  We  congratulate  her  in  her  records 
and  files  and  untiring  efforts  to  keep  in  touch  with  the 
component  societies  and  their  activities.  We  fear  we  are 
depending  too  much  on  the  splendid  work  she  is  trying 
to  perform.  In  short  we  feel  the  Officers,  Councilors  and 
Standing  Committees  of  the  State  Society  should  make 
its  programs,  its  help,  and  benefits  so  attractive  and  neces- 
sary that  every  member  in  a component  society  will  be 
anxious  to  join  the  State  Society.  As  it  is,  according  to 
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our  best  estimate,  only  about  80  per  cent  of  the  members 
of  component  societies  are  now  members  of  the  State 
Society. 

As  to  the  relationship  of  local  societies,  State  and 
the  A.  M.  A.,  we  have  decided  it  better  not  to  enter 
this  discussion  in  this  report.  We  feel  that  the  inter- 
relationship and  a closer  union  of  the  State  and  local 
societies  is  the  problem  before  us  and  we  further  feel 
that  the  successful  solution  rests  entirely  on  the  activities 
of  the  Officers,  Councilors  and  Standing  Committees  and 
loyal  members. 

Respectfully  submitted, 

- r J.  E.  Knight, 

Julian  L.  Rawls, 

C.  B.  Bowyer,  Chairman. 

It  was  moved  and  carried  that  this  be  adopted. 

The  budget  as  prepared  by  Drs.  Miller  and  Martin 
was  next  presented.  In  explanation  of  why  an  increase 
of  $250  was  requested  by  the  Department  of  Clinical  and 
Medical  Education,  Mr.  Rorer  was  given  the  privilege 
of  the  floor.  He  stated  that  it  was  the  desire  of  the  Depart- 
ment to  conduct  some  clinics  along  other  lines  than  ob- 
stetrics and  pediatrics,  and  they  had  worked  out  a plan 
whereby  they  could  give  some  courses  in  internal  medi- 
cine, using  the  professors  of  the  two  medical  schools. 
Of  course,  their  expenses  in  traveling  would  have  to  be 
paid  and  it  was  the  wish  of  the  Department  to  pay  them 
a small  honorarium.  This  would  be  the  main  need  for 
the  extra  $250.  He  explained  that  the  Department  had 
had  $1,000  for  its  work  last  year  as  the  $500  appropriated 
in  1935-36  had  not  been  used  and  was  held  over  for  use 
in  1936-37. 

Dr.  Hutcheson  said  that  he  felt  there  was  a very  con- 
stant demand  for  broadening  the  field  of  the  Department 
in  order  to  take  care  of  more  than  pediatrics  and  ob- 
stetrics. If  post-graduate  instruction  is  to  be  continued, 
the  doctors  should  work  towards  assuming  more  or  less 
the  burden  themselves  and  trying  to  arrange  a curriculum 
that  will  be  attractive  to  the  members  as  a whole.  He 
thought  it  would  be  a good  plan  for  the  Society  to  appro- 
priate what  they  could  toward  this  project. 

Dr.  Miller  then  recommended  that  the  additional  $250 
be  allowed  the  Department,  making  a total  of  $750  in  the 
budget. 

It  was  moved  by  Dr.  Rawls  that  the  budget  be  ac- 
cepted with  the  amendment.  Seconded  and  carried. 

Reports  from  Councilors  were  then  called  for,  but  no 
specific  action  was  asked  to  be  taken  by  the  Council  in 
regard  to  any  of  the  districts.  Work  seems  to  be  pro- 
gressing nicely  in  all  sections,  with  only  a few  problems 
which  it  was  felt  could  best  be  worked  out  by  the  Coun- 
cilors and  the  Societies  in  their  districts. 

Dr.  Riggin,  being  given  the  privilege  of  the  floor,  stated 
that  each  county  has  a local  board  of  health  which  is 
composed  of  three  members.  By  law,  they  are  supposed 
to  be  appointed  each  year  but  this  has  not  been  done  in 
the  past  and  a number  of  members  have  served  for  sev- 


eral years.  There  are  some  who  never  reply  to  in- 
quiries and  it  is  impossible  for  the  Department  to  know 
how  their  work  is  progressing,  and  in  some  instances  they 
don’t  know  if  they  are  even  there.  He  thought  if  the 
Society  would  run  an  article  in  the  journal  urging  the 
local  boards  to  be  more  active,  it  would  help  the  State 
Department  of  Health.  Dr.  Knight  suggested  that  Dr. 
Riggin  should  be  the  one  to  write  such  an  article  to  be 
published  in  the  Monthly,  and  it  should  be  done  at  an 
early  date.  Dr.  Simpson  felt  that  Dr.  Riggin  should  not 
hesitate  to  drop  men  who  do  not  cooperate  and  stated 
that  he  thought  a man  was  very  narrow  who  would  ac- 
cept an  appointment  and  then,  having  done  nothing  about 
it,  be  offended  if  he  were  dropped. 

Under  new  business,  Dr.  Dearmont  asked  the  opinion 
of  the  Council  in  regard  to  the  advisability  of  having  a 
siren  or  some  means  of  identification  on  a doctor’s  car 
for  use  when  going  to  the  scene  of  an  accident.  He  told 
of  several  instances  when  he  had  endangered  his  own  life 
in  order  to  save  others  because  he  had  been  tied  up  in 
traffic  jams  and  unable  to  let  people  know  he  was  on  an 
emergency  call.  Dr.  Miller  felt  this  should  be  referred  to 
a committee  for  study,  and  it  was  moved  and  carried  that 
Dr.  Hutcheson  appoint  such  a committee*  to  report  to  the 
Council  at  its  next  meeting. 

There  being  no  further  business,  the  Council  adjourned. 

Agnes  V.  Edwards, 

Secretary. 

House  of  Delegates 

The  House  of  Delegates  convened  for  its  first  session 
in  the  Hotel  Patrick  Henry,  Roanoke,  Va.,  Tuesday,  Octo- 
ber 12,  at  1:30  P.  M.,  with  the  president,  Dr.  J.  Morrison 
Hutcheson,  Richmond,  presiding. 

A quorum  being  present,  the  minutes  of  the  last  meet- 
ing, published  in  the  December,  1936,  issue  of  the  Monthly, 
were  approved. 

The  following  is  a supplement  to  the  Secretary’s  report: 

At  the  time  of  the  1936  meeting,  1,829  members  were 
reported.  Since  then  ninety-six  new  members  have  been 
added  and  five  reinstated.  The  losses  are  sixteen  by  resig- 
nation, thirty-one  dropped  for  non-payment  of  dues,  and 
thirty-seven  deaths,  or  a net  gain  of  seventeen,  making  a 
total  membership  at  this  time  of  1,846. 

Reports  of  Committees  as  they  appeared  in  the  October 
issue  of  the  Monthly  were  next  taken  up  for  action, 
and  the  chairmen  were  given  the  opportunity  of  discuss- 
ing or  adding  to  their  reports. 

The  report  of  the  Maternal  Welfare  Committee,  which 
was  not  printed,  was  presented  by  its  chairman,  Dr.  F.  O. 
Plunkett,  as  follows: 

Following  appointment  of  the  Maternal  Welfare  Com- 
mittee, your  Chairman  had  conferences  with  Drs.  Flippin 
and  Hutcheson,  and  letters  to  Dr.  Fred  L.  Adair,  Chair- 
man of  the  American  Welfare  Committee,  in  regard  to 
duties  of  our  Committee. 

A meeting  of  the  Maternal  Welfare  Committee  was 

*Dr.  Hutcheson  later  appointed  Drs.  C.  O.  Dearmont,  J.  L. 
Rawls,  and  G.  W.  Holland,  with  Dr.  Dearmont  as  chairman. 
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held  in  Richmond,  February  10,  1937,  following  which 
the  Committee  met  with  the  Committee  on  Clinical  and 
Medical  Education.  At  this  meeting,  work  of  Drs.  Sham- 
burger  and  Arena  was  discussed,  especially,  the  advis- 
ability of  continuing  same.  It  was  agreed  that  the  Com- 
mittee was  in  favor  of  continuing  their  work. 

In  accordance  with  the  resolutions  passed  by  the  Vir- 
ginia Obstetrical  and  Gynecological  Society,  it  was  de- 
cided that  a paper  on  Prenatal  Care  should  be  read  by 
Dr.  Tiffany  J.  Williams  at  our  next  State  meeting.  The 
Committee  then  passed  the  following  resolution: 

Resolved:  “That  it  is  the  sense  of  the  Committee  on 
Maternal  Welfare  of  the  Medical  Society  of  Virginia 
that  Maternity  Centers  be  established  in  each  county  or 
community,  each  unit  to  be  in  charge  of  some  carefully 
selected  practitioner,  or  whole  or  part  time  obstetrician, 
as  circumstances  may  require,  this  whole  movement  to 
be  under  direct  control  of  the  Department  of  Health  of 
Virginia,  or,  with  other  agency  as  may  later  be  agreed 
upon.” 

Consultations  were  held  with  Drs.  Bagby  and  Carson 
in  regard  to  Maternal  Health  and  Child  Clinics,  several 
of  them  having  already  been  established,  and,  now  in 
operation  under  the  supervision  of  the  State  Health  De- 
partment. 

Your  Committee  was  successful  in  having  the  picture, 
“The  Birth  of  a Baby,”  shown  at  the  National  Theatre 
in  Roanoke  during  the  State  Medical  Meeting. 

We  would  strongly  suggest  that  a Committee  on  Ma- 
ternal Welfare  be  appointed  for  the  next  year,  and  we 
believe  that  this  Committee,  working  in  conjunction,  to  a 
certain  extent,  and  with  cooperation  of  the  State  Health 
Department,  and  the  Committee  on  Clinical  and  Medical 
Education  of  the  Society  can  accomplish  much  good  and 
do  a great  work  towards  reducing  our  maternal  and  infant 
mortality  and  morbidity  in  the  State  of  Virginia. 

Respectfully  submitted, 

T.  J.  Williams 

C.  J.  Andrews 

M.  Pierce  Rucker 

A.  M.  Groseclose 

F.  O.  Plunkett,  Chairman. 

In  the  discussion  of  the  report  of  the  Medical  Economics 
Committee,  Dr.  W.  B.  Martin,  chairman,  moved  its  adop- 
tion, including  the  resolutions.  Dr.  Bailey  commended 
Dr.  Martin  on  his  splendid  report  and  stated  that  the 
Loudoun  County  Medical  Society  had  prepared  a state- 
ment with  regard  to  Senator  Lewis’  speech  and  would 
like  to  know  if  the  State  Society  desired  it  as  a supple- 
ment to  this  committee  report  or  wished  a committee  ap- 
pointed to  study  it.  However,  it  was  felt  that  this  should 
come  under  new  business,  and  Dr.  Bailey  was  asked  to 
bring  it  up  at  that  time. 

The  Membership  Committee  report  carried  with  it  a 
recommendation  that  Dr.  Hutcheson  be  elected  to  Honorary 
Membership  in  the  Medical  Society  of  Virginia.  This 
was  unanimously  adopted. 


An  amendment  to  the  Constitution,  presented  by  Dr. 
P.  St.  I..  Moncure  and  published  in  the  September  Monthly, 
abolished  the  Committee  to  Administer  the  Fund  for  Post- 
Graduate  Clinical  Education.  This  was  approved,  sub- 
ject to  ratification  at  a general  session. 

Upon  request  of  Dr.  Ennion  Williams,  chairman,  who 
was  unable  to  be  present,  Dr.  F.  P.  Fletcher  presented 
the  following  supplement  to  the  report  of  the  Committee 
on  Syphilis  Control: 

Whereas  the  Medical  Society  of  Virginia  designated  a 
special  committee  to  study;  first,  the  problem  of  venereal 
diseases  in  Virginia;  second,  the  activities  of  the  State 
Department  of  Health  in  this  connection;  and  third,  to 
make  such  recommendations  if  deemed  necessary  for  in- 
auguration of  an  effective  plan  of  control,  and 

Whereas  this  designated  committee  did  make  a com- 
plete and  comprehensive  study  of  the  problem  and  of 
such  activities  of  the  State  Department  of  Health  as  were 
in  force,  and  further  did  make  recommendations  that 
were  adopted  and  made  effective  by  the  State  Department 
of  Health,  consistent  with  available  funds, 

Therefore,  be  it  resolved  that  the  House  of  Delegates 
of  the  Medical  Society  of  Virginia  in  annual  session  at 
Roanoke,  Virginia,  on  October  12,  1937,  does  approve  and 
endorse  the  plan  for  control  of  venereal  diseases  as  has 
been  adopted  by  the  State  Department  of  Health  and 
recommends  the  cooperation  of  the  medical  profession  of 
Virginia  in  the  active  conduct  of  the  plan. 

Plan  of  Venereal  Disease  Control  as  Adopted  by 
State  Department  of  Health 

(1)  Standardized  Treatment. — All  directors  of  clinics 
and  physicians  have  been  urged  to  follow  treatment  rou- 
tines as  recommended  by  the  Cooperative  Clinical  Group. 
All  physicians  working  in  clinics  have  been  furnished  with 
mimeographed  outlines,  also  a special  treatment  and  con- 
sideration pamphlet,  published  by  the  American  Medical 
Association.  Personal  contact  has  been  made  with  most 
of  the  clinics  throughout  the  State. 

(2)  Treatment  Facilities. — There  are  thirty-six  venereal 
disease  clinics  now  being  conducted  throughout  the  State, 
sixteen  of  which  have  been  established  since  January  1, 
1937.  Practically  all  of  these  clinics  are  part-pay.  Con- 
solidated monthly  reports  show  a total  clinic  attendance 
of  18,000  per  month,  with  15,000  antisyphilitic  treatments. 
More  than  1,000  new  cases  are  reported  per  month. 

(3)  Distribution  of  Antisyphilitic  Drugs. — Funds  for  the 
free  distribution  of  antisyphilitic  drugs  have  been  re- 
quested. 

(4)  Special  Diagnostic  and  Treatment  Centers. — No 
diagnostic  or  treatment  centers  have  been  established. 

(5)  Laboratory  Facilities. — Two  additional  serologists 
have  been  added  to  the  State  laboratory  personnel.  Dark- 
field  packages  have  been  prepared  and  distributed  to  all 
physicians  of  the  State.  This  service  is  being  used  to  a 
greater  extent  than  expected. 

(6)  Epidemiology. — Many  letters  concerning  infectious 
cases  and  contacts  have  been  received;  this  information 
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has  been  referred  to  the  city  or  county  in  which  these 
individuals  live  for  investigation  or  treatment.  Special 
forms,  such  as  supplementary  case  reports,  confidential 
contact  investigation,  and  confidential  delinquent  investi- 
gation reports  have  been  prepared  and  forwarded  to  all 
clinics  to  be  used  by  them  in  their  epidemiological  routine. 

(7)  Morbidity  and  Mortality  Reports. — Special  report- 
ing forms  for  clinics  and  physicians  have  been  prepared 
and  are  ready  for  distribution.  These  forms  are  relatively 
simplfe  and  easy  of  execution.  The  physicians  report  forms 
will  be  distributed  by  local  city  and  county  health  officers 
to  physicians  within  their  territorical  jurisdiction. 

(8)  Educational  Program  for  Physicians. — Many  talks 
and  papers  have  been  presented  before  county  and  dis- 
trict medical  societies;  also  a letter  to  all  physicians  call- 
ing attention  to  the  Public  Health  Service  publication, 
Venereal  Disease  Information.  Recently  a new  motion 
and  sound  apparatus  has  been  purchased,  together  with 
several  films,  particularly  the  American  Medical  Associa- 
tion and  U.  S.  Public  Health  Service  film  on  syphilis. 
These  will  be  available  for  showing  at  medical  society 
meetings. 

(9)  Educational  Program  for  Laity. — Many  talks  have 
been  given  before  lay  groups  all  over  the  State.  The 
film  “For  All  Our  Sakes”  has  been  shown  at  practically 
all  lay  meetings.  Pamphlets  on  syphilis  and  gonorrhea 
have  been  distributed. 

(10)  Prophylaxis. — No  special  work  has  been  done  on 
this  subject. 

A questionnaire  survey  of  all  hospital  laboratory  fa- 
cilities has  been  made  to  determine  particularly  what 
type  of  antisyphilitic  test  was  performed,  whether  or  not 
a routine  test  was  done  on  all  patients,  also  whether 
darkfield  examinations  were  being  made.  This  informa- 
tion was  asked  of  all  city  health  departments  and  private 
laboratories. 

With  the  above  discussions,  all  reports  as  published 
and  their  supplements  were  adopted. 

As  new  business  was  next  in  order,  Dr.  Bailey  moved 
that  a committee  of  three  be  appointed  to  consider  the 
advisability  of  adopting  the  resolutions  of  the  Loudoun 
County  Society  with  regard  to  Senator  Lewis’  statements 
and  to  bring  back  a report  at  the  next  meeting  of  the 
House.  This  motion  was  seconded  and  carried,  and  Dr. 
R.  W.  Miller  was  named  chairman,  with  Drs.  P.  St.  L. 
Moncure  and  J.  E.  Knight  as  the  other  members. 

A recess  was  taken  so  that  a Nominating  Committee 
might  be  selected  and  they  were  named  as  follows: 

Dr.  Griffin  W.  Holland,  Eastville. 

Dr.  Walter  B.  Martin,  Norfolk. 

Dr.  F.  P.  Fletcher,  Richmond. 

Dr.  R.  A.  Moore,  Farmville. 

Dr.  P.  W.  Miles,  Danville. 

Dr.  F.  A.  Farmer,  Roanoke. 

Dr.  Guy  Fisher,  Staunton. 

Dr.  John  A.  Gibson,  Leesburg. 

Dr.  P.  Q.  Daniel,  Big  Rock. 


The  budget,  as  approved  by  the  Council,  was  next 
called  for  and  presented  by  Dr.  R.  W.  Miller,  as  follows: 

Proposed  Budget  for  Medcial  Society  of  Virginia  and 
Virginia  Medical  Monthly 
October  1,  1937 — September  30,  1938 
1937-38 


Medical  Society  of  Virginia  Proposed  Budget 

Salaries  $2,730.00 

Rent  and  Telephone 350.00 

Stationery  and  Office  Supplies 65.00 

Postage 240.00 

Reporting  Annual  Meeting 175.00 

Badges 40.00 

Programs  80.00 

Repairs  and  Replacements 25.00 

Audit  Fee 30.00 

Miscellaneous  Office  Expense 25.00 

President's  Expense 100.00 

President-Elect’s  Expense 50.00 

Councilors’  and  Officers’  Expense.  50.00 

Invited  Guests’  Expense 60.00 

Walter  Reed  Commission 75.00 

Dept.  Clin,  and  Medical  Education  750.00 

Scientific  Exhibits  and  Clinics 100.00 

Medical  Economics  10.00 

Child  Welfare 10.00 

Legislation  25.00 

$4,990.00 

Virginia  Medical  Monthly 

Salaries  ; $2,730.00 

Preparation  of  Journal 6,300.00 

Rent  and  Telephone 350.00 

Stationery  and  Office  Supplies 35.00 

Office  Postage 50.00 

Repairs  and  Replacements 25.00 

Audit  Fee 30.00 

Miscellaneous  Office  Expense 20.00 

$ 9,540.00 

Total $14,530.00 

The  budget  was  adopted  as  read. 


Dr.  F.  P.  Fletcher,  member  of  the  Virginia  Welfare 
Council  from  this  Society,  presented  the  following  report, 
which  was  adopted: 

A Summary  of  the  State-Wide  Conference  on  Crime 
Sponsored  by  the  Virginia  Welfare  Council 
The  purpose  of  the  Virginia  Welfare  Council  should  be: 
To  offer  a common  medium  through  which  the  follow- 
ing forces  may  find  a means  for  concerted  action  for  the 
furtherance  of  the  welfare  of  all  people  of  the  State 
of  Virginia:  religious;  educational;  medical;  legal; 
civic;  interpretation,  including  newspapers,  radio,  maga- 
zines; labor;  business;  governmental;  and  social  work. 

The  first  State-wide  conference  on  crime  was  held 
in  the  Jefferson  Hotel,  Richmond,  April  9,  1937,  under  the 
sponsorship  of  the  Virginia  Welfare  Council  of  which 
William  H.  Schwarzschild,  president  of  the  Central  Na- 
tional Bank,  Richmond,  was  chairman,  and  Arthur  A. 
Guild,  director  of  the  Richmond  Community  Fund,  secre- 
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tary.  The  State  conference  followed  a highly  successful 
Richmond  conference  on  crime  held  a few  months  earlier 
by  Richmond’s  Citizens’  Committee  on  Crime.  The  pro- 
gram of  the  Virginia  Welfare  Council  was  a part  of  the 
thirty-seventh  annual  meeting  of  the  Virginia  Conference 
of  Social  Work. 

The  crime  conference  was  divided  into  three  sessions — 
morning,  afternoon  and  night.  I shall  attempt  here  in 
the  next  few  minutes  to  hit  the  high  spots  of  each  session 
and  each  paper.  I have  the  task  of  putting  into  one  nut- 
shell the  thirteen  or  fourteen  speeches  of  the  day — some 
of  them  very  long. 

The  morning  session  was  given  over  to  setting  the 
stage  for  the  rest  of  the  conference — stating  the  crime 
problems  now  facing  the  people  of  Virginia. 

James  W.  Phillips,  assistant  commissioner  of  the  State 
Department  of  Public  Welfare,  in  a most  forceful  paper 
presented  the  crime  problem  backed  by  the  most  reliable 
statistics  available.  Mr.  Phillips  stated  that  in  1911,  17,978 
persons  were  committed  to  jails  in  Virginia  ; in  1936, 
77,977 — an  increase  of  more  than  +00  per  cent.  In  1911, 
705  persons  were  sent  to  the  “big  house  on  the  hill"; 
in  1930  the  number  was  1,336 — an  increase  of  90.3  per 
cent.  Last  year  there  was  an  increase  of  38.3  per  cent 
over  1930.  Today  in  the  penitentiary,  persons  are  sleep- 
ing three  deep  in  space  adequate  for  only  one. 

Encouraging,  however,  is  the  fact  that  there  was  a 
decrease  of  8.9  per  cent  under  the  1930  figure  of  885  of 
the  number  of  juvenile  delinquents  committed  to  the 
State  Welfare  Department  last  year. 

Virginia  is  in  the  upper  one-fourth  group  in  all  major 
crime  rates.  It  leads  the  nation  in  larceny,  is  twice 
higher  than  North  Carolina,  four  times  higher  than  New 
York.  It  is  exceeded  only  by  North  Carolina  and  Florida 
in  the  rate  of  aggravated  assault. 

So  much  for  the  extent  of  the  problem. 

A few  recommendations  for  dealing  with  the  problem, 
suggested  by  Mr.  Phillips,  are: 

1.  For  a basis  of  knowledge,  that  a uniform  State  and 
local  system  of  criminal  statistics  be  established. 

2.  For  information,  a study  be  made  of  school  failures, 
inadequiate  care  of  dependent  children,  urban  and  rural 
slums,  low  income  workers,  etc. 

3.  Change  of  State  system  of  jail  arrest  fees. 

One  factor  of  our  alarming  crime  rate  lies  in  public 
apathy  regarding  crime  breeding  factors  and  our  unwill- 
ingness to  effectively  develop  modern  crime  prevention 
resources.  Mr.  Phillips  concluded  his  splendid  paper  by 
this  statement: 

“No  permanent  progress  will  be  made  until  we  build 
positive  personal,  home,  school,  recreation,  business  and 
industrial  improvement,  better  boys  and  girls,  more  self- 
sufficient,  respectable,  self-supporting,  law  respecting,  ade- 
quate men  and  women.” 

In  a discussion  of  the  Negro  crime  situation  in  the  State, 
T.  C.  Walker,  advisor  and  consultant  of  Negro  affairs, 
Virginia  Works  Progress  Administration,  gave  the  fol- 
lowing recommendations: 

1.  Rebuilding  of  Negro  family  life  and  home. 


2.  Change  of  Negro’s  economic  conditions  to  reduce 
poverty. 

3.  More  nurseries,  nursing  services,  etc.,  for  the  Negro. 

+.  In  government,  more  responsibility  should  be  placed 

on  the  Negro,  himself. 

5.  More  recreational  facilities  and  leadership. 

6.  Change  in  education  system  and  more  vocational 
training. 

The  jail  situation  in  Virginia  was  discussed  by  Dr. 
Roy  K.  Flannagan,  Assistant  State  Health  Commissioner, 
Medical  Advisor,  Virginia  Department  of  Public  Welfare. 
Dr.  Flannagan  stated  that  the  jail  system  in  Virginia  has 
undergone  no  essential  change  since  the  first  English  colony 
was  set  up  at  Jamestown  330  years  ago  and  that  all  the 
major  defects  of  that  all-ancient  system,  with  a few 
peculiarly  unsocial,  uneconomic  features  added,  are  in- 
herent in  it  and  operative  now.  England  sixty  years  ago 
discarded  the  system  which  Virginia  inherited  from  her. 
He  further  stated  that  the  Virginia  system  fails  in  these 
first  principles  of  civilized  custody  and  that  building 
new  jails  without  a change  of  system  will  not  suffice. 

In  closing  Dr.  Flannagan  said:  “Other  States  have 
adopted  probation  systems,  payment  of  fines  by  install- 
ments and  other  measures  for  reducing  the  jail  population 
and  have  succeeded  fairly  well  in  holding  down  to  a 
normal  level  the  jail  population.  It  would  seem  that 
Virginia  should  make  an  attempt  to  apply  some  of  the 
measures  that  have  worked  so  well  in  these  states,  and 
not  only  do  a better  job  but  save  money. 

There  is  no  single  law  or  administrative  measure  that 
will  remedy  the  evils  of  such  a deep-rooted  age-old  system 
as  that  under  which  the  jail  is  operated.  What  is  needed 
is  a State  program  definitely  and  consistently  adhered  to, 
and  in  line  with  Virginia  practice  in  recent  years,  so 
that  when  it  does  discard  its  present  system — which  it 
must  do,  if  it  does  not  wish  to  be  swamped  by  criminal 
expense — adopt  as  its  own,  a comprehensive  and  well- 
tested  plan.  It  is  hoped  that  the  Legitlative  Committee 
now  studying  the  Virginia  jail  situation  will  outline  such 
a plan  and  that  the  State  at  large  will  back  it  to  the 
limit.” 

Thomas  B.  Gay,  president  of  the  Richmond  Bar  As- 
sociation, endorsed  probation,  interdeterminate  sentence 
and  parole  as  effective  means  of  dealing  with  the  crime 
problem.  He  said  that  the  principle  of  probation  has 
been  given  statutory  recognition  in  Virginia.  However, 
this  statute,  which  has  been  called  “one  of  the  broadest 
and  most  comprehensive  probation  laws  in  the  country,” 
places  the  whole  cost  of  the  probation  force  on  cities, 
counties  and  towns,  with  no  responsibilities  on  the  State. 
In  practical  application  the  law  has  been  very  limited  in 
scope.  Economy  was  the  plea  for  inaction  by  the  legis- 
lature. Mr.  Gay  calls  this  economy  false. 

Virginia  is  one  of  the  three  states  having  no  statutory 
provision  permitting  parole  of  prisoners.  In  the  carrying 
out  of  an  effective  system  of  probation  and  establishment 
of  parole,  Mr.  Gay  called  for  an  aroused  public  sentiment 
for  parole  and  probation. 

With  the  States’  crime  problem  clearly  put  before  the 
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conference,  and  several  fundamental  changes  suggested, 
the  morning  session  of  the  conference  ceased. 

The  afternoon  session  was  given  over  to  discussions  of 
what  various  social  forces  in  the  State  can  do  to  reduce 
crime,  presented  by  outstanding  leaders  of  the  various 
fields  represented. 

Religious  Forces  were  represented  by  Rev.  C.  Grier 
Davis,  president  of  the  Norfolk  Ministerial  Union  and 
chairman  of  Religious  Forces  of  the  Norfolk  Crime  Con- 
ference. He  suggested: 

1.  In  religious  instruction  of  our  people,  both  young 
and  old,  organized  religion  should  offer  the  most  effective 
means  of  inculcating  a high  and  respectful  regard  for  the 
sanctity  of  the  laws  of  society. 

2.  Organized  religion  should  recognize  more  fully  the 
value  of  the  individual  and  in  so  doing  give  the  Negroes 
a better  chance  to  become  good  citizens. 

3.  The  establishment  of  a unit  within  the  frame  of 
social  agencies  should  have  as  its  sole  responsibility  the 
rehabilitation  of  the  criminal. 

4.  We  most  earnestly  urge  the  social  agencies  to  guard 
with  care  the  religious  spirit  and  motive  in  all  their  work 
and  we  challenge  organized  religion,  her  ministers  and 
her  people,  to  reclaim  what  she  has  lost  by  indifference 
and  again  become  the  spiritual  power  under-girding  all 
the  social  activity  in  our  city. 

5.  The  church  must  adopt  an  aggressive  program  for 
reaching  the  unreached  and  taking  religion  to  the  under- 
privileged. 

Medical  and  Psychiatric  Forces’  place  was  taken  by 
Dr.  David  C.  Binford,  psychiatrist,  University  of  Vir- 
ginia Hospital.  The  highlights  of  his  paper  were: 

1.  The  first  step  in  the  medical  education  for  the  pre- 
vention of  crime  would  be  to  make  each  community  realize 
that  it  has  a part  in  each  anti-social  act. 

2.  (a)  Special  treatment  for  feeble-minded  children; 
each  school  with  fifteen  or  more  feeble-minded  children 
should  have  special  class  for  them. 

(b)  Psychiatric  examinations  at  early  age  of  psycho- 
paths; majority  should  be  removed  from  society  and 
forced  to  live  in  institution;  inadequate  to  commit  them 
to  state  hospital  for  a few  weeks  or  to  jails. 

(c)  A medical  profession  which  is  psychiatricaliy 
minded  can  offer  a great  service  by  diagnosing  those 
with  major  mental  diseases  early  so  as  to  lead  to  a 
possible  cure. 

3.  Proper  handling  of  those  individuals  who  are  men- 
tally sick  would  aid  in  the  prevention  of  crime. 

Psychiatry  then  suggests  for  Virginia: 

First,  a proper  recognition  in  the  school  of  mental  and 
emotional  defectives  and  that  facilities  for  their  care  be 
secured.  Second,  that  the  possibility  of  incipient  mental 
disease  be  kept  constantly  in  mind  by  the  courts  and 
medical  profession,  and,  third,  that  emotional  instability 
and  maladjustments  of  minor  degree  be  considered  serious- 
ly by  the  medical  as  well  as  by  the  legal  profession  as 
causative  factors  in  crime. 

In  disposal  of  the  criminal  after  arrest,  he  suggested 
psychiatric  examinations  before  trial  by  an  unbiased  com- 


mission, of  any  person  indicted  for  a capital  offense  or 
any  person  indicted  or  bound  over  for  trial  in  the  Supe- 
rior Court  who  has  been  previously  convicted  of  a felony 
or  indicted  more  than  once  of  any  offense. 

The  passage  of  such  legislation  has  been  recommended 
by  the  Mental  Hygiene  Committee  of  the  Medical  Society 
of  Virginia  for  the  past  seven  years. 

In  1929  a joint  committee  of  the  American  Bar  Associa- 
tion, the  American  Psychiatric  Association  and  the  Amer- 
ican Medical  Association  considered  a set  of  resolutions 
which  were  later  adopted  by  the  American  Bar  Associa- 
tion. These  were  as  follows: 

1.  That  there  be  available  to  every  criminal  and  juvenile 
court  a psychiatric  service  to  assist  the  court  in  the  dis- 
position of  offenders. 

2.  That  no  criminal  be  sentenced  for  felony  in  any 
case  in  which  the  judge  has  any  discretion  until  there  be 
filed  as  part  of  the  record  a psychiatric  report. 

3.  That  there  be  a psychiatric  service  available  to  every 
penal  and  correctional  institution. 

4.  That  there  be  a psychiatric  report  on  every  criminal 
before  he  is  released. 

5.  That  there  be  established  in  each  State  a complete 
system  of  administrative  transfer  and  parole,  and  that 
there  be  no  decision  for  or  against  parole  or  any  transfer 
from  one  institution  to  another  without  psychiatric  report. 

If  Virginia  is  to  have  a successful  parole  system  and 
if  the  people  of  Virginia  are  going  to  receive  former 
criminals  in  their  midst  without  prejudice  sufficient  to 
injure  the  value  of  parole,  the  resolutions  of  the  Virginia 
Bar  Association  should  be  inculcated  into  Virginia  law. 

In  conclusion  and  to  summarize:  psychiatry  would  at- 
tempt to  obtain  a different  point  of  view  toward  the 
criminal.  Society  must  recognize  that  crime  is  evidence 
of  disease  in  itself  or  in  the  individual  and  assume  its 
proper  responsibility.  The  legal  profession  must  become 
the  director  of  criminal  clinics  which  analyze  and  treat 
the  causes  of  crime.  Next,  psychiatry  would  urge  that 
proper  facilities  be  supplied  for  the  early  diagnosis  and 
subsequent  care  of  the  feeble-minded,  emotionally  de- 
fective and  the  mentally  sick.  It  is  hoped  that  the  laws 
of  Virginia  will  be  so  changed  that  insane  will  not  be 
housed  in  jails;  that  psychiatric  examinations  of  crim- 
inals will  be  made  before  trial  and,  finally,  that  the 
whole  pen-corrective  system  will  employ  psychiatric  aid 
in  accordance  with  the  resolutions  of  the  American  Bar 
Association. 

W.  Francis  Binford,  secretary,  Virginia  Trial  Justice 
Association,  Prince  George  Courthouse,  advocated  the 
collection  of  fines  on  the  installment  plan,  instead  of  plac- 
ing a person  in  jail  because  of  inability  to  pay  fines. 

Mrs.  Fred  M.  Alexander,  president  of  the  Federation  of 
Women’s  Clubs,  called  on  the  women  of  the  State  to 
curb  the  rise  in  crime,  while  Lt.  Horace  W.  Lineburg, 
commodore,  District  of  Columbia  Department,  American 
Legion,  outlined  the  Police  Boys  Club  in  Washington. 

These  two  talks  closed  the  afternoon  session. 

The  night  session  was  opened  by  Honorable  George  C. 
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Peery,  Governor  of  Virginia,  who  spoke  briefly,  endorsing 
probation  and  parole  for  the  State. 

Thomas  C.  Boushall,  president  of  the  Morris  Plan 
Bank  of  Virginia,  stated  in  his  paper  on  “How  to  Or- 
ganize the  Social  Forces  of  a Community  for  the  Reduction 
of  Crime,”  that  the  attack  on  the  crime  problem  should 
be  made  by  all  forces  in  a community  by  the  following 
plan: 

1.  Organization  of  a committee  representing  all  the 
social  forces  of  a whole  community. 

2.  This  committee  should  make  an  inventory  of  all 
social  forces. 

3.  Gather  statistics  on  crime  so  that  the  problems  will 
be  clear. 

4.  The  committee  should  call  to  the  attention  of  each 
fine  the  whole  picture  of  the  community. 

5.  The  community  should  be  aroused  to  the  social  con- 
dition. 

6.  The  work  of  all  forces  should  be  linked  by  the  com- 
mittee and,  backed  by  public  opinion,  attack  the  crime 
problem. 

Honorable  Austin  H.  MacCormick,  commissioner,  De- 
partment of  Correction,  New  York  City,  closed  the  con- 
ference with  some  pertinent  remarks  on  American  crime 
problem  and  the  individual  community’s  attack  on  the 
problem. 

Officers  unanimously  elected  for  the  coming  year  are: 
Chairman,  Mr.  Thomas  B.  Gay  of  Richmond;  vice-chair- 
man, Dr.  Fred  P.  Fletcher  of  Richmond;  and  secretary, 
Dr.  E.  L.  Fox  of  the  Virginia  Cooperative  Education  As- 
sociation. 

In  submitting  this  report  I recommend  that  the  Med- 
ical Society  of  Virginia  continue  its  representation  on 
the  Virginia  Welfare  Council. 

Fred  P.  Fletcher, 

Representative  from  the  Medical  Society  of 
Virginia  to  Virginia  IV  elf  are  Council. 

Dr.  Hutcheson  said  that  Dr.  R.  D.  Bates,  a former 
President  and  for  many  years  a regular  attendant  upon 
the  Society  meetings,  was  detained  at  home  as  the  result 
of  injuries  received  in  an  automobile  accident.  A motion 
was  made  and  carried  that  a telegram  of  sympathy  and 
regret  at  his  absence  be  sent  Dr.  Bates. 

The  following  report  from  the  Woman’s  Auxiliary  was 
read  by  Dr.  Fletcher  J.  Wright,  chairman  of  the  Advisory 
Council  to  the  Auxiliary: 

The  Woman’s  Auxiliary,  being  a part  of  the  Medical 
Society  of  Virginia,  in  closing  its  fifteenth  year  wishes 
to  make  a report  of  its  activities  from  October,  1936,  to 
October,  1937. 

There  are  ten  auxiliaries,  comprising  twenty-seven  coun- 
ties. 

One  of  the  main  objects  of  the  Auxiliary  is  to  promote 
Health  Education.  This  has  been  attempted  through 
health  programs  in  our  own  and  other  organizations, 
through  essay  contests  on  health  subjects  in  the  schools, 
and  through  the  sale  of  Hygeia,  the  Health  Magazine  of 
the  American  Medical  Association. 


During  the  past  year  the  component  auxiliaries  have 
contributed  $208  toward  the  maintenance  of  a bed  in  a 
Virginia  Tuberculosis  Sanatorium  to  be  used  by  a phy- 
sician, or  his  dependent.  Since  March  this  money  has 
been  used  to  help  defray  the  expenses  of  a physician’s 
daughter.  The  name  of  the  recipient  is  known  only  to  the 
committee  in  charge  of  this  fund. 

In  addition  to  this,  almost  every  auxiliary  has  con- 
tributed generously  to  some  local  tuberculosis  work,  some 
having  obtained  splendid  results  in  selling  Tuberculosis 
Seals  at  Christmas;  one  working  toward  the  entire  mainte- 
nance of  a bed  in  a local  tuberculosis  hospital;  and  an- 
other having  endowed  three  cots  in  a tuberculosis  ward 
for  children. 

Two  groups  have  donated  large  supplies  of  linens  to 
local  hospitals.  Layettes  have  been  made  for  the  poor, 
and  loan  chests  of  linen  and  supplies  for  the  indigent  sick 
have  been  maintained.  One  group  has  distributed  cod 
liver  oil  through  the  county  nurse.  Whenever  and 
wherever  possible  the  auxiliaries  have  cooperated  with 
local  health  and  school  authorities  in  the  interest  of 
better  health  conditions  for  school  children. 

Several  groups  have  entertained  the  local  physicians 
socially  and  feel  that  thereby  a more  friendly  feeling 
exists  among  the  doctors’  families. 

Through  the  Advisory  Council,  the  Auxiliary  has  made 
known  to  vour  House  of  Delegates  its  willingness  and 
desire  to  help  in  the  educational  fight  against  venereal  dis- 
ease. 

The  subject  of  cancer  control  is  to  be  presented  on 
October  13,  and  no  doubt  the  women  will  be  eager  to 
help  in  this  fight  also. 

f or  two  years  the  organization  committee  has  commu- 
nicated with  the  president  of  almost  every  county  Med- 
ical Society  in  those  localities  where  there  is  no  auxiliary, 
asking  for  encouragement  to  organize.  In  the  two  years, 
less  than  a dozen  answers  were  received,  and  while  we 
value  highly  the  friendship  of  those  physicians  whom  we 
know  are  our  friends,  it  would  seem  that  the  majority 
of  the  physicians  throughout  the  State  either  do  not  ap- 
prove of  the  auxiliary  or  do  not  appreciate  its  potentialities. 

It  is  not  the  purpose  nor  desire  of  this  organization  to 
try  to  function  in  any  locality  unless  the  doctors  in  that 
county  approve  it.  We  bespeak  for  the  Auxiliary  your 
encouragement  and  ask  that  you  point  out  ways  in  which 
it  may  be  of  service  to  the  Medical  Society.  Then  there 
would  be  no  need  to  duplicate  and  overlap  the  activities 
of  other  organizations  in  order  to  justify  our  existence. 

We  want  a task  peculiarly  our  own — something  you 
wish  accomplished. 

We  look  forward  to  your  sincere  recognition  of  the 
Auxiliary  as  an  asset  to  the  Medical  Society,  not  being 
satisfied  to  be  an  organization  which  you  feel  you  just 
must  endure. 

To  make  ourselves  valuable  to  you  in  some  undertaking 
where  our  assistance  is  needed  and  requested  is  our  goal. 

Respectfully  submitted, 

Ruth  Pendleton  Harrison  Wilson. 

(Mrs.  Franklin  D.) 
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Dr.  Moncure  stated  that  the  women  are  doing  a mag- 
nificent work;  they  wish  to  be  of  service  and  are  appeal- 
ing to  the  doctors  to  give  them  some  definite  task.  He 
asked  that  the  Society  not  only  endorse  the  report  but 
tell  the  ladies  that  they  are  behind  them  and  they  will 
have  the  cooperation  of  the  Society  in  their  work.  Dr. 
F.  O.  Plunkett  said  he  thought  the  ladies  felt  the  Auxiliary 
was  not  wanted  and  suggested  that  the  report  be  endorsed 
and  that  the  Society  cooperate  more  in  the  future  than 
they  have  in  the  ^>ast.  Dr.  G.  W.  Holland  moved  that 
a committee  be  appointed  to  reply  to  this  report  commend- 
ing their  work  and  expressing  the  approval  and  apprecia- 
tion of  the  Society.  This  was  carried  and  Drs.  Moncure 
and  Plunkett  were  appointed  as  the  Committee. 

There  being  no  further  business,  the  House  adjourned 
to  meet  again  on  the  following  day  at  3:00  o’clock. 

October  13,  1937 

The  second  session  of  the  House  of  Delegates  was  held 
at  3:00  P.  M.,  and  was  called  to  order  by  the  President, 
Dr.  J.  M.  Hutcheson. 

Roll  call  showed  a quorum  present. 

Dr.  R.  W.  Miller  stated  that  the  Committee  on  Scien- 
tific Exhibits  and  Clinics  had  prepared  a most  excellent 
display  for  this  meeting  and  that  he  had  been  advised  that 
the  expenses  for  the  set-up  had  exceeded  the  $75  allowed 
in  the  budget  by  $35.05.  As  much  of  the  material  can  be 
salvaged,  he  moved  that  the  Committee  be  reimbursed 
for  the  additional  expenditure.  This  was  seconded  and 
carried. 

Dr.  Miller  next  presented  the  following  report  from  the 
Committee  appointed  to  study  the  statement  from  the 
Loudoun  County  Medical  Society: 

Mr.  President: 

Your  Committee,  appointed  yesterday,  to  consider  a 
paper  presented  by  Dr.  W.  O.  Bailey  for  the  Loudoun 
County  Medical  Society,  makes  the  following  report: 

The  Fact  Finding  Committee  is  to  be  commended  for 
the  interest  shown  and  for  the  facts  recorded.  Earnest 
effort  and  diligent  research  can  only  account  for  the 
valuable  factual  findings  so  evidenced  by  the  paper 
presented. 

Dr.  Bailey’s  presentation  and  explanation  impressed 
your  Committee  with  the  thought  that  the  tender  of  the 
paper  was  to  give  assistance  to  the  Committee  that  would 
be  called  upon  to  defend  the  resolutions  presented  by  the 
Committee  on  Medical  Economics  and  adopted  by  the 
House  of  Delegates  at  its  session  on  Tuesday. 

We  recommend  that  Dr.  Bailey  be  requested  to  present 
to  the  Committee  on  Medical  Economics  the  fine  paper 
or  a copy  which  he  and  his  Committee  prepared.  We 
further  recommend  that  the  paper  as  a whole  be  not 
published  but  only  such  parts  as  the  Committee  on  Med- 
ical Economics  shall  determine. 

In  the  opinion  of  your  Committee,  it  will  materially 
aid  any  committee  in  the  fight  against  the  proposals  of 


Senator  James  Hamilton  Lewis  on  the  care  of  the  “indigent 
sick  under  Federal  control.” 

Respectfully  submitted, 

P.  St.  L.  Moncure 
J.  E.  Knight 

R.  W.  Miller,  Chairman. 

It  was  moved  and  carried  that  this  be  adopted. 

The  report  of  the  Nominating  Committee  was  then 
called  for  and  Dr.  W.  B.  Martin,  secretary,  presented  the 
following  slate: 

President-Elect — Dr.  A.  F.  Robertson,  Staunton. 

Vice-Presidents — Dr.  W.  O.  Powell,  Roanoke;  Dr.  J.  M. 
Shackelford,  Martinsville;  Dr.  F.  O.  Plunkett,  Lynch- 
burg. 

Secretary-Treasurer — Miss  Agnes  V.  Edwards,  Rich- 
mond. 

It  was  moved,  seconded  and  unanimously  carried  that 
this  be  adopted  as  a whole. 

Councilors  from  the  odd  numbered  districts  were  elected 
as  follows: 

1st — Dr.  Griffin  W.  Holland,  Eastville. 

3rd — Dr.  Roshier  W.  Miller,  Richmond. 

5th — Dr.  W.  C.  Akers,  Stuart. 

7th— Dr.  C.  O.  Dearmont,  White  Post. 

9th — Dr.  C.  B.  Bowyer,  Stonega. 

Those  from  the  even  numbered  districts  holding  over 
are: 

2nd — Dr.  Julian  L.  Rawls,  Norfolk. 

4th — Dr.  C.  E.  Martin,  North  Emporia. 

6th — Dr.  John  Hundley,  Jr.,  Lynchburg. 

8th — Dr.  J.  E.  Knight,  Warrenton. 

Drs.  W.  B.  Martin,  Norfolk,  and  J.  C.  Flippin,  Univer- 
sity of  Virginia,  were  elected  delegates  to  the  American 
Medical  Association  for  a term  of  two  years,  with  Dr. 
Wright  Clarkson,  Petersburg,  holding  over.  Alternates 
elected  were  Drs.  Carrington  Williams,  Richmond,  and 
J.  L.  Rawls,  Norfolk,  with  Dr.  R.  W.  Miller,  Richmond, 
holding  over. 

In  accordance  with  the  By-Laws,  this  being  the  year 
that  nominations  of  members  of  the  State  Board  of  Med- 
ical Examiners  should  be  made  to  the  Governor,  it  was 
moved  and  carried  that  the  present  encumbents,  as  listed 
below,  be  recommended  for  re-appointment: 

Dr.  R.  D.  Bates,  Newtown. 

Dr.  P.  St.  L.  Moncure,  Norfolk. 

Dr.  H.  U.  Stephenson,  Richmond. 

Dr.  Fletcher  J.  Wright,  Petersburg. 

Dr.  I.  C.  Harrison,  Danville. 

Dr.  J.  W.  Preston,  Roanoke. 

Dr.  P.  W.  Boyd,  Winchester. 

Dr.  Lewis  Holladay,  Orange. 

Dr.  F.  H.  Smith,  Abingdon. 

Invitations  for  the  next  meeting  of  the  Society  were 
received  from  Danville,  the  Cavalier  at  Virginia  Beach, 
and  the  Chamberlin  at  Old  Point.  It  was  decided  that  the 
1938  meeting  should  be  held  at  Danville. 

Dr.  Plunkett  told  of  the  showing  of  the  moving  picture, 
“The  Birth  of  a Baby,”  at  a local  theatre  that  morning 
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and  said  this  was  prepared  by  the  American  Maternal 
Welfare  Committee,  the  cost  being  borne  by  Mead  Johnson 
and  Company.  It  shows  the  importance  of  pre-natal  care 
primarily  and  there  is  no  objection  to  the  public  seeing 
it,  as  it  should  be  a great  help  in  maternal  care.  He 
stated  that  it  would  not  be  released  to  the  public,  how- 
ever, without  medical  approval  and  only  then  after  it 
has  been  approved  by  the  State  Medical  Society.  He 
moved  that  the  Society  go  on  record  as  approving  the 
picture.  This  was  seconded  and  carried. 

Dr.  W.  B.  Martin  moved  that  the  House  of  Delegates 
extend  to  the  Roanoke  doctors  their  sincere  appreciation 
of  the  hospitality  that  has  been  extended  this  year.  Sec- 
onded and  unanimously  carried. 

Dr.  M.  B.  Hiden  then  read  the  following  paper: 

The  Woods 

The  Woods  are  a real  problem  and  should  be  the  deep 
concern  of  organized  medicine.  Dr.  Dead  Wood  may  or 
may  not  have  been  a wonderful  man  in  his  time.  At  the 
present  he  is  a pronounced  dopefiend.  He  is  a danger 
to  himself,  a great  danger  to  the  public,  a nuisance  in  the 
local  hospital  and  certainly  no  asset  to  his  local  medical 
society  or  to  his  brother  practitioners  or  to  anyone  else. 

He  develops  quackery,  lying  tendencies,  and  all  the 
other  objectionable  qualities  common  with  dopefiends.  In 
spite  of  the  fact  that  he  is  often  absolutely  irresponsible 
he  continues  to  practice  medicine  until  he  is  sent  to  an 
insane  asylum  and  when  he  comes  out  on  parole  he  again 
practices  his  profession  until  he  is  no  longer  mentally  or 
physically  able  to  proceed  under  his  own  power  and  then 
he  is  sent  back  to  the  mental  institution,  this  to  be  re- 
peated over  and  over  again  until  finally  discontinued 
on  account  of  death. 

Although  it  is  well  known  to  the  other  doctors  and  to 
all  the  members  of  the  local  medical  society  that  this  poor 
unfortunate  individual  is  mentally  mortifying  and  that  his 
intelligence  is  rapidly  becoming  necrotic,  nothing  is  done 
to  save  this  man  from  himself  or  to  protect  the  public 
except  to  send  him  to  an  institution  at  irregular  intervals. 
There  are  also  some  pathological  drunks,  that  are  a real 
danger. 

Dr.  Drift  Wood  on  account  of  his  mental  instability 
cannot  make  a success  and  cannot  harmonize  with  the 
surroundings  in  which  he  has  to  live.  He  drifts  from 
place  to  place.  He  seldom  improves  his  condition.  He 
does  not  render  satisfactory  service  to  his  patients.  He 
is  never  an  asset  to  organized  medicine,  but  he  is  always 
a problem  for  the  other  doctors  and  he  is  often  a serious 
handicap  to  the  local  hospital.  He  eventually  becomes 
insane  and  is  sent  to  an  institution,  but  before  this  happens 
and  while  he  is  a nuisance  and  a possible  danger,  noth- 
ing is  done  to  help  him  or  to  protect  the  public.  After 
being  in  a mental  institution  for  some  time  he  is  often  let 
out  on  parole.  While  on  parole  he  continues  to  practice 
until  he  again  becomes  so  bad  that  he  has  to  be  sent 
back  to  the  institution.  This  is  repeated  over  and  over. 


Organized  medicine  apparently  does  nothing.  The  pub- 
lic wonders. 

Dr.  Wild  Wood  moves  into  a community  and  develops 
the  idea  that  he  can  make  a success  by  fostering  and  en- 
couraging the  discontented  minority  which  we  find  in  every 
community  and  he  will  do  all  he  can  to  increase  what 
prejudice  he  finds  against  the  local  doctors.  He  cuts  fees. 
He  steals  patients.  He  is  absolutely  unethical.  He  talks 
about  and  against  his  fellow  practitioners  at  every  oppor- 
tunity. He  may  join  the  local  medical  society,  but  he 
specializes  in  protecting  the  public  from  the  imaginary 
abuses  of  ethical  medicine  and  he  leads  the  people  to 
believe  that  the  local  medical  society  and  the  ethical 
doctor  have  not  treated  the  public  as  they  should.  He 
may  practice  in  the  local  hospital,  but  he  will  do  all  he 
can  against  this  institution  and  he  will  never  discontinue 
reminding  his  patients  and  the  public  that  the  ethical 
doctor  is  a person  of  many  faults  and  a man  that 
should  be  avoided. 

Although  he  continues  to  damn  the  upright  practitioner, 
although  he  talks  against  organized  medicine  and  al- 
though he  drags  down  the  local  hospital,  although  he  does 
all  this,  Dr.  Wild  Wood  is  greeted  with  a smile  at  the 
medical  society  meetings  by  the  better  doctors,  and  the 
hospital  treats  him  cordially.  His  fellow  practitioners 
often  pride  themselves  that  in  spite  of  Dr.  Wild  Wood’s 
discourtesy  and  insulting  attitude  they  have  never  given 
him  a cross  word.  We  do  not  plead  not  guilty,  but  stand 
mute  and  smile.  This  attitude  in  the  eyes  of  the  public 
often  amounts  to  an  admission  of  guilt  and  they  often 
conclude  that  Dr.  Wild  Wood  is  probably  correct. 

We  also  have  a few  men  of  this  type  among  the  spe- 
cialists who  come  out  from  the  city  in  consultation  in  the 
country.  These  physicians  will  accept  calls  from  the  pa- 
tient’s family  or  relatives  or  friends.  They  will  come 
without  the  knowledge  or  consent  of  the  family  doctor. 
Sometimes  they  see  the  patient,  treat  the  patient,  advise 
the  family  without  the  family  doctor  being  present  or 
knowing  anything  about  the  call  of  the  specialist.  Later 
he,  the  family  doctor,  is  informed  by  some  member  of  the 
family  or  hears  on  the  street  that  Dr.  Know  It  All  from 
some  distant  city  has  done  something  very  wonderful  in 
regard  to  the  patient. 

Dr.  Dead  Wood,  the  morphine  fiend,  Dr.  Drift  Wood 
the  psychopath,  these  poor  earthbound  souls  already  men- 
tally half  dead  and  apparently  overdue  in  the  Great 
Beyond,  may  be  like  creeping  gangrene  in  the  body  of 
organized  medicine.  These  men  should  have  our  deepest 
sympathy.  They  should  be  helped.  Their  patients  should 
be  protected.  In  my  humble  estimation  Dr.  Wild  Wood 
who  tries  to  live  on  discontent,  to  profit  by  slander,  to 
gain  by  non-cooperation,  to  get  ahead  on  quackery  and 
to  thrive  at  the  expense  of  the  public  which  he  improp- 
erly serves  is  the  real  plague  that  infests  the  body  of 
organized  medicine,  the  plague  of  the  pneumonic  type 
which  stifles  our  breath  and  poisons  our  life  blood  and 
which  is  impossible  apparently  to  cure  or  irradicate. 

These  dopefiends,  these  psychopaths,  these  unscrupulous 
physicians  have  been  licensed  by  our  State  Board  of  Med- 
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ical  Examiners  under  laws  of  our  legislature,  which  laws 
were  recommended  or  sponsored  to  a great  extent  by  or- 
ganized medicine.  Of  course  this  was  all  done  properly 
and  in  good  faith,  but  with  the  Woods  it  just  simply 
didn't  work  for  the  good  of  anybody  concerned.  Some- 
thing should  be  done  about  the  Woods. 

If  we  are  to  keep  the  confidence  of  the  public  we  should 

clean  our  own  house  and  we  should  clean  it  now.  The 

> 

legal  profession  can  under  certain  circumstances  disbar 
their  members.  Is  the  medical  profession  unable  to  act 
in  a similar  manner?  Can  we,  through  our  State  Board 
of  Medical  Examiners  or  through  our  legislature  or 
through  the  courts  or  in  some  other  way,  do  anything  to 
improve  or  correct  the  conditions  described  above?  The 
medical  societies  have  not  been  any  too  successful  in  pro- 
tecting us  from  our  enemies  without.  Sometimes  I think 
they  have  done  nothing  to  protect  us  from  our  enemies 
within.  Are  we  too  inefficient  or  are  we  too  dumb  to  act? 
It  would  seem  that  if  this  medical  society  is  worthy  of 
its  existence,  if  this  medical  society  is  worthy  of  the  con- 
fidence of  the  public,  if  this  medical  society  is  worthy  of 
the  respect  and  support  of  its  members  it  should  do  some- 
thing and  it  should  do  it  now.  If  we  do  nothing,  I am 
convinced  that  we  may  appear  to  deserve  all  that  the 
unethical  practitioner  can  heap  upon  us  and  that  we 
should  take  it  with  a smile,  like  a smiling  imbecile,  which 
the  unethical  man  may  suppose  that  we  are. 

Dr.  Moncure  felt  that  the  name  of  Dr.  Green  Wood 
should  have  been  mentioned  also.  He  stated  that  the 
members  of  the  State  Board  of  Medical  Examiners  are 
sworn  to  prosecute  dopefiends  or  unethical  practitioners 
in  this  State  and  have  power  to  take  their  certificates  from 
them.  It  is  up  to  the  members  of  the  Society  to  report 
names  of  such  doctors  to  the  Board.  Dr.  J.  C.  Flippin 
moved  that  this  matter  be  referred  to  the  Committee  on 
Ethics  for  action.  Seconded  and  carried. 

Dr.  E.  P.  Tompkins  read  a communication  from  the 
Chairman  of  the  Board  of  Health  of  Buena  Vista,  as 
follows: 

To  the  House  of  Delegates: 

I am  having  introduced  in  the  General  Assembly  a 
measure  with  the  approval  and  suggestion  of  the  Attor- 
ney-General through  our  Representative,  the  Honorable 
Frank  Moon,  a bill  to  make  the  administration  of  toxiod 
compulsory.  It  is  desired  that  this  be  a State  law,  but  this 
failing,  I am  desirous  that  the  General  Assembly  will 
pass  a bill  empowering  each  municipality  to  pass  an  ordi- 
nance making  its  administration  compulsory  for  every 
child  six  months  of  age.  Our  city  council  has  agreed 
to  furnish  the  toxoid  and  to  pay  a modest  fee  for  its  ad- 
ministration, but  at  present  they  have  no  power  to  en- 
force it  and  the  Attorney-General  says  that  such  an  en- 
deavor cannot  be  enforced  unless  a bill  is  passed  giving 
every  municipal  council  the  power  to  enforce  it.  This 
is  the  most  important  preventive  measure  now  before  the 
State  and  I pray  the  assistance  and  cooperation  of  this 
House  of  Delegates  to  stand  behind  and  back  up  this 


measure  when  it  comes  before  the  General  Assembly  for 
action. 

Francis  Lee  Thurman, 
Chairman,  Buena  Vista  Board  of  Health. 

Dr.  1.  C.  Riggin,  State  Health  Commissioner,  stated  that 
he  did  not  wish  anything  he  might  say  to  indicate  that 
he  was  opposed  to  immunization  of  children  against  diph- 
theria. If,  however,  a State  law  is  passed  making  im- 
munization effective,  then  some  means  must  be  provided 
for  carrying  it  out.  Tremendous  progress  is  now  being 
made  in  this  work  and  the  State  Department  of  Health  de- 
sires the  physician  to  do  this  work  and  not  the  Health  De- 
partment. He  feared  the  passage  of  such  a law  would  be 
unconstitutional.  The  only  way  immunization  could  be 
made  compulsory  would  be  to  base  it  on  school  attend- 
ance. Then  there  would  possibly  be  a tendency  to  delay 
immunization.  He  stated  that  he  would  like  to  see  it 
tried  out  in  some  communities,  and  the  State  Board  of 
Health  would  be  glad  to  cooperate  with  any  community 
attempting  it.  Dr.  W.  B.  Martin  felt  Dr.  Thurman  only 
desired  to  have  an  enabling  act  passed.  Dr.  Riggin  did 
not  feel  that  such  a law  was  necessary  as  a community 
could  pass  its  own  ordinance.  Dr.  Moncure  said  that 
an  enabling  act  would  only  refer  it  to  the  various  munici- 
palities. Dr.  F.  P.  Fletcher  moved  that  this  communica- 
tion be  referred  to  the  Committee  on  Child  Welfare  for 
further  study  with  request  to  report  back  to  the  Society 
at  its  next  meeting.  Dr.  Martin  modified  this  motion  by 
requesting  that  the  Committee  report  back  to  the  next 
council  meeting  as  any  legislative  action  would  have  to 
taken  before  the  next  annual  meeting.  Dr.  Dearmont 
felt  the  method  of  immunization  is  not  clearly  settled  and 
thought  it  would  be  rather  a delicate  thing  to  have  any 
legislation  when  the  question  of  what  is  best  has  not 
been  decided.  The  motion  as  amended,  being  put  to  vote, 
was  carried. 

A motion  to  segregate  the  surgeons  from  the  general 
practitioners  by  having  a Surgical  Society  of  Virginia 
and  a Medical  Society  of  Virginia,  being  put  to  vote,  was 
lost. 

Dr.  Martin  moved  that  the  Medical  Economics  Com- 
mittee be  charged  with  the  duty  of  carrying  out  the  resolu- 
tions in  their  supplementary  report  and  stimulating  the 
interest  of  the  county  societies  in  opposing  the  measures 
presented  by  Senator  Lewis.  This  was  seconded  and 
carried. 

Dr.  Martin  also  moved  that  the  Committee  to  confer 
with  the  State  Board  of  Nurses’  Examiners  be  continued 
for  another  year  and  be  requested  to  go  carefully  into  the 
problem  of  the  relationship  of  nursing  education  to  medi- 
cine and  present  a report  at  the  next  meeting.  This  was 
seconded  and  carried. 

Dr.  Riggin  said  that  a matter  which  had  come  before 
the  State  Department  of  Health  and  he  felt  should  be 
brought  before  the  House  of  Delegates  was  the  question 
of  birth  control.  A number  of  people  and  certain  groups 
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and  organizations  have  requested  that  the  Health  Depart- 
ment establish  birth  control  clinics,  and  they  were  of- 
fered the  services  of  a nurse  to  do  birth  control  work 
without  any  cost  whatever.  He  wished  an  expression  of 
opinion  from  the  House  of  Delegates.  Dr.  Carrington 
Williams  moved  that  it  is  the  opinion  of  the  Society  that 
birth  control  is  a function  of  the  private  clinics  and 
physicians  of  the  State  and  not  of  the  State  Health  De- 
partment. Carried. 

There  being  no  further  business,  the  House  adjourned. 

Agnes  V.  Edwards, 

Secretary. 


Auditor’s  Report — October  1,  1936,  Through 
September  30,  1937 

To  the  Officers  and  Councilors, 

Medical  Society  of  Virginia, 

Richmond,  Virginia. 

Gentlemen: 

We  have  made  an  examination  of  the  books  of  account 
of  the  Medical  Society  of  Virginia,  Richmond,  Virginia, 
for  the  fiscal  year  ended  September  30,  1937,  and  submit 
herewith  our  report,  consisting  of  the  following  financial 
statements  and  related  comments: 

Exhibits 

“A”  Balance  Sheet 

“B”  Statement  of  Income  and  Expense 
Comments 

The  assets  and  liabilities  of  the  Society  at  September 
30,  1937,  are  shown  in  Exhibit  “A”.  A summary  thereof, 
compared  with  that  at  the  close  of  the  prior  year,  is 
given  below: 


Assets  : 

9-30-37 

9-30-36 

Increase 

Decrease* 

Cash 

_$  6,516.61 

$4,278.61 

$2,238.00 

Accounts  Receivable 
Investments — Bonds 

__  1,932.45 

2,506.10 

573.65* 

(At  Cost) 

--  2,157.50 

2,232.50 

75.00* 

Total 

Liabilities: 

-$10,606.56 

$9,017.21 

$1,589.35 

Accounts  Payable  __ 

503.24 

492.70 

10.54* 

Net  Worth-- 

—$10,103.32 

$8,524.51 

$1,578.81 

The  Income  and  Expenses  of  the  Society  for  the  fiscal 
year  ended  September  30,  1937,  are  detailed  in  Exhibit  “B”. 
The  statement  is  prepared  on  cash  receipts  and  disburse- 
ments basis  of  which  the  following  is  a summary,  com- 
pared with  the  prior  year: 

Year  Ended 

Income:  9-30-37  9-30-36 

Medical  Society  $ 4,942.36  $ 4,664.44 

Medical  Monthly  Publication 10,203.31  10,050.77 

Totals $15,145.67  $14,715.21 


Expenses: 

Medical  Society $ 4,231.71  $ 4,001.41 

Medical  Monthly  Publication 8,762.96  8,869.29 

Totals $12,994.67  $12,870.70 

Surplus  Income  for  Year __$  2,151.00  $ 1,844.51 

Records  pertaining  to  the  cash  receipts  and  disburse- 
ments were  checked  in  detail.  Recorded  receipts  were 
properly  deposited  in  bank  and  disbursements  were  evi- 
denced by  satisfactory  vouchers.  Balances  on  deposit  at 
the  close  of  the  year  were  confirmed  by  certificate  from 
the  depository  bank.  Securities  owned,  as  described  on 
the  balance  sheet,  were  verified  by  inspection. 

The  amounts  owing  by  members  for  dues,  and  accounts 
due  for  advertising  in  and  subscriptions  to  the  Medical 
Monthly  are  shown  at  collectible  values,  as  estimated 
by  the  Secretary-Treasurer.  No  attempt  was  made  to 
verify  these  by  direct  communication  with  debtors.  Pro- 
vision has  been  made  in  the  Balance  Sheet  for  all  ascer- 
tained liabilities  of  the  Society  at  September  30,  1937. 

Insurance  in  force,  as  shown  by  policies  on  hand,  was 


as  stated  below : 

Fire — Office  Furniture  and  Fixtures $1,000.00 

Fire — Walter  Reed  Home,  Belroi,  Virginia 1,000.00 

Fidelity  Bond — Secretary-Treasurer 2,500.00 

The  special  trust  fund  for  post-graduate  clinical  edu- 


cation has  not  been  included  in  the  balance  sheet  or  else- 
where in  this  report,  because  of  the  restricted  purpose 
for  which  it  is  available.  The  subscriptions  and  earnings 
of  this  fund  are  deposited  in  a savings  account  at  First  & 
Merchants  National  Bank,  Richmond,  Virginia,  as  follows: 


Subscriptions  to  Fund $60.00 

Interest  Earned  on  Deposit 1.41 

Total — September  30,  1937 $61.41 


The  bookkeeping  records  in  use  are,  in  our  opinion, 
suitable,  and  the  transactions  for  the  year  were  found  to 
have  been  properly  recorded. 

Respectfully  submitted, 

Shepherd,  Jackson  & Wicgins, 
Certified  Public  Accountants. 


Balance  Sheet — September  30,  1937 
Exhibit  “A” 

Assets 


Cash: 

On  Deposit — First  & Merchants 


National  Bank: 

Checking  Account $2,638.02 

Savings  Account 3,878.59 


Due  From  Members: 

(Estimated  Collectible  Value) 
1937  Dues— 290  @ $5.00  each  — 
Accounts  Receivable: 

Virginia  Medical  Monthly: 


For  Advertising $ 432.45 

For  Subscriptions 50.00 


$ 6,516.61 

1,450.00 


482.45 
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Securities  Owned: 

Bonds — Home  Owners’  Loan  Corp. 

(Par  $1,500.00)  $1,507.50 

United  States  Saving  Bonds 525.00 

Collateral  Trust  Bond — 

Par  $1,000.00 

Less:  Liquidating  Pay- 
ments   > 875.00  125.00 

2,157.50 

j 

Total  Assets $10,606.56 


Liabilities  and  Surplus 

Liabilities: 

For  Preparation  of  Medical  Jour- 
nal— September,  1937  Issue $ +91.24 

For  Contribution  A/c — 1937  Pro- 
grams   12.00 

Surplus : 

Excess  of  Assets  over  Liabilities 


; 503.24 

10,103.32 


Total  Liabilities  and  Surplus $10,606.56 


Income  and  Expense — For  Year  Ended 
September  30,  1937 
Exhibit  “B” 

Medical  Society  of  Virginia  Division 

Actual  Budget 

Income: 

Dues — From  Members $4,853.62  $4,483.00 

Interest  on  Securities  and  Savings 


a/c  (y2  ) 

43.99 

Royalties  on  History  of  Medicine-- 

42.75 

Miscellaneous 

2.00 

Totals 

$4,9+2.36 

$4,583.00 

Expenses: 

Salaries  (Apportioned)  : 

Secretary-Treasurer $1,800.00 

Clerical  Assistance 720.00 

$2,520.00 

$2,520.00 

Rent  and  Telephone 

3+3.97 

350.00 

Stationerv  and  Office  Supplies 

64.46 

65.00 

Postage 

231.26 

250.00 

Reporting  Annual  Meeting 

130.5+ 

175.00 

Badges 

31.23 

40.00 

Programs  and  Envelopes 

66.00 

68.00 

Repairs  and  Replacements — Equip- 

ment 

38.00 

45.00 

Office  Furniture  (Special  Appropria- 

tion) 

63.85 

100.00 

Audit  Fee  (Apportioned) 

30.00 

30.00 

Miscellaneous  Office  Expense 

19.15 

25.00 

President’s  Expense  ._ 

54.06 

100.00 

President-Elect’s  Expense 

+1.30 

50.00 

Councilors’  and  Officers’  Expense-. 

19.30 

50.00 

Invited  Guests’  Expense 

57.09 

60.00 

Walter  Reed  Commission 

21.50 

35.00 

Department  of  Clinical  and  Medical 

Education 

500.00 

500.00 

Committee  on  Scientific  Exhibits  and 

Clinics  75.00 

Committee  on  Medical  Economics 10.00 

Committee  on  Child  Welfare 10.00 

Committee  on  Legislation 25.00 


Totals. 


$4,231.71 


$4,583.00 


Surplus  Income  for  Year $ 710.65  $ — 0 — 


Virginia  Medical  Monthly  Division 

Actual  Budget 

Income: 

Advertising  $ 6,523.81  $6,100.00 

Subscriptions: 

Members  $3,235.76 

Non-Members 399.76 

3,635.52  3,455.00 

Interest  on  Securities  and  Savings 

A/c  (y2)  +3.98 

Totals $10,203.31  $9,555.00 


Expenses: 


Salaries  (Apportioned): 
Secretary-Treasurer- $1,800. 00 
Clerical  Assistance 720.00 


$2,520.00 

$2,520.00 

Preparation  of  Journal  (Including 

Cost  of  Distribution) 

5,746.00 

6,500.00 

Rent  and  Telephone 

3+0.25 

350.00 

Stationery  and  Office  Supplies 

29.56 

35.00 

Office  Postage 

+5.78 

50.00 

Repairs  and  Replacements — Equip- 

ment 

37.99 

45.00 

Audit  Fee  (Apportioned) 

30.00 

30.00 

Miscellaneous  Expense 

13.38 

25.00 

Totals 

$8,762.96 

$9,555.00 

Surplus  Income  for  Year 

$1,4+0.35 

$ —0— 

Summary  of  Operations 

Actual 

Actual 

Surplus 

Income 

Expenses 

Income 

Medical  Societv  $ 4,9+2.36 

$ 4,231.71 

$ 710.65 

Medical  Journal  10,203.31 

8,762.96 

1,440.35 

Totals  -$15,1+5.67 

$12,994.67 

$2,151.00 

Reconciliation  of  Cash  Balance 


Cash  Balance — October  1,  1936,  per 

report $4,334.19 

Deduct:  Post-Graduate  Education 

Fund 55.58 

$4,278.61 

Add:  Surplus  Income  for  Year  (Cash  Basis 

above)  2,151.00 

Liquidating  Dividend  on  Bonds  Owned 75.00 

Contribution  A/c — 1937  Programs 12.00 

Cash  Balance — September  30,  1937 $6,516.61 
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Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 


President — Mrs.  James  B.  Stone,  15  Maxwell  Road, 
Richmond. 

President-Elect — Mrs.  Hawes  Campbell,  Venter. 

Corresponding  Secretary — Mrs.  Lawrence  O.  Snead, 
5307  New  Kent  Road,  Richmond. 

Recording  Secretary — Mrs.  James  K.  Hall,  3011  Seminary 
Avenue,  Richmond. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne  Ave- 
nue, Richmond. 

Chairman  of  Publicity — Mrs.  Fred  J.  Wampler,  4103 
Forest  Hill  Avenue,  Richmond. 


Message  From  the  President. 

I wish  that  it  could  be  my  privilege  to  greet  each 
one  of  our  members  personally,  or  that  I might  write 
to  each  of  you.  Since  neither  of  these  wishes  can 
be  granted  me,  I know  of  no  better  entrance  that  I 
could  have  into  your  home  than  through  the  medium 
of  our  Virginia  Medical  Monthly. 

In  accepting  the  Presidency  of  the  Woman’s  Aux- 
iliary to  the  Medical  Society  of  Virginia,  I have 
done  so  with  a full  appreciation  of  the  honor  which 
you  have  paid  me,  and  a realization  of  the  respon- 
sibility which  goes  with  this  honor.  Our  former 
Presidents  have  set  a high  standard  of  service  in 
this  organization.  I have  much  to  live  up  to,  and 
with  your  help  this  year,  I shall  endeavor  to  carry 
on  and  forward  the  work. 

For  the  year  1937-38  I urge  each  Local  Aux- 
iliary to  concentrate  its  best  efforts  upon  an  inten- 
sive campaign  for  increased  membership.  Thirty- 
eight  of  the  forty-eight  States  in  the  Union  are  or- 
ganized and  working  actively  in  the  interest  of  the 
Medical  Profession  in  our  Country.  The  State  of 
Virginia  contributes  254  members  to  the  enrollment 
of  18,295  in  the  Auxiliary  to  the  American  Medical 
Association.  Every  doctor’s  wife  should  be  proud 
to  take  her  place  beside  her  husband,  and  the  men 
of  the  Medical  Profession  in  their  great  service  vo 
mankind.  This  is  the  opportunity  which  the  Aux- 
iliary offers,  and  no  doctor’s  wife  can  afford  Not  to 
take  advantage  of  it.  A trophy,  a silver  vase,  will 
be  awarded  to  the  Auxiliary  having  the  largest  per- 
centage increase  in  membership  in  the  State  this 
year.  This  trophy  will  be  kept  by  the  winning 
Auxiliary  for  one  year,  and  it  will  eventually  be- 


come the  property  of  the  Auxiliary  winning  it  the 
most  number  of  times.  Let  your  goal  this  year  be 
to  include  in  your  enrollment  the  name  of  the  wife 
of  every  doctor  who  is  a member  of  your  local  Medi- 
cal Society. 

I want  to  impress  upon  you  the  importance  of  the 
role  which  each  local  Auxiliary  plays  in  the  part  of 
the  State  Organization.  Each  of  you  make  up  Your 
Auxiliary,  and  each  unit  has  a vital  and  integral 
part  in  the  life  of  the  State  Auxiliary.  It  is  upon 
these  units  that  the  welfare  and  progress  of  this 
Organization  depends.  Local  problems  and  diffi- 
culties are  the  State’s  problems  and  difficulties,  and 
Local  accomplishments  and  achievements  determine 
the  success  of  the  Auxiliary  to  the  Medical  Society 
of  Virginia. 

Our  main  project  for  this  year  is  to  be  the  main- 
tenance of  our  Tuberculosis  Sanatorium  Bed,  the 
support  of  which  was  begun  last  year.  This  is  an 
undertaking  which  should  hold  a great  appeal  for 
every  doctor’s  wife.  A large  number  of  the  doctors 
in  the  State  have  manifested  the  greatest  interest  in 
this  work,  and  I feel  that  this  is  one  of  the  most 
splendid  and  worth-while  projects  ever  undertaken 
by  our  Auxiliary. 

I have  adopted  the  slogan  Inspiration,  Co- 
operation and  Application  for  the  Auxiliary  for 
this  year.  I hope  that  it  may  be  my  privilege  to 
inspire  you  as  I have  been  inspired  by  those  who 
have  gone  before  me.  May  I have  your  cooperation, 
for  as  your  President,  I have  accepted  the  leadership 
of  this  Organization,  but  without  Your  help,  I can 
do  nothing.  We  are  all  co-workers  together,  and  it 
is  your  responsibility  and  mine  to  carry  the  Aux- 
iliary forward.  May  we  all  apply  ourselves  dili- 
gently to  our  work,  and  derive  from  it  that  pleasure 
which  comes  from  a sense  of  service  to  others.  May 
the  Auxiliary  benefit  by  our  efforts  in  its  behalf! 

Janet  Watkins  Stone, 

(Mrs.  James  B.  Stone), 

President. 

To  the  Local  Auxiliaries: 

This  is  your  page  of  the  Virginia  Medical 
Monthly  and  I hope  you  will  take  full  advantage 
of  it.  Any  project  you  plan,  results  of  membership 
drives,  interesting  meetings,  and  so  on,  will  be  an 
inspiration  to  others  and  of  interest  to  all. 

I am  glad  to  serve  you  by  receiving  and  passing 
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on  any  reports  or  communications  you  have  for  this 
Auxiliary  page,  and  will  appreciate  receiving  them 
not  later  than  the  twelfth  (12th)  of  each  month. 

I am  wondering  how  many  of  the  local  members 
listen  in  to  the  A.  M.  A.  radio  programs)  each 
Wednesday.  ‘ 

Yours,  on  behalf  of  tfie  Auxiliary  page, 

Rebecca  C.  Wampler, 
(Mrs.  Fred  J.) 

Publicity  Chairman. 

4103  Forest  Hill  Ave., 

Richmond,  Va. 

A.  M.  A.  Radio  Programs  for  December. 

Diet 

December  8 — It  Takes  All  Good  Foods. 

A well-rounded  diet  and  how  to  get  it. 

December  15 — Vitamins,  Minerals  and  Common 
Sense. 

More  about  a balanced  diet  in  special  relation  to 
minerals  and  vitamins. 

December  22 — Dietary  Fads. 

Facts  vs.  fallacies  in  relation  to  prevalent  false  notions 
on  diet. 

December  29 — Milk  from  Farm  to  Table. 

The  production,  transportation,  pasteurization,  and  home 
care  of  milk;  its  place  in  the  diet;  processed  milks. 

These  programs  come  over  NBC  Red  Network,  on 
dates  given,  at  2:00  P.  M.,  Eastern  Standard  Time. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 

Eli  Lilly  & Co. 

Merthiolate  Suppositories  1:1000. 

Parke,  Davis  & Co. 

Sulfanilamide 

Tablets  Sulfanilamide,  5 grains 

Staphylococcus  Toxoid 
E.  R.  Squibb  & Sons 

Elixir  Ipral  Sodi  um 

Staphyoloccus  Toxoid 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficial 
Remedies : 

Pulvules  Pentobarbital-Sodium — Lilly,  grain. — Each 
pulvule  contains  pentobarbital-sodium-N.N.R.  (New  and 
Nonofficial  Remedies,  1937,  p.  112),  0.05  Gm.  grain) 
and  starch  0.075  Gm.  Eli  Lilly  & Co.,  Indianapolis. 


Suppositories  Pentobarbital-Sodium — Lilly,  2 grains. — 
Each  suppository  contains  pentobarbital-sodium-N.N.R. 
(New  and  Nonofficial  Remedies,  1937,  p.  112),  0.13  Gm. 
(2  grains)  in  a cocoa  butter  base.  Eli  Lilly  & Co.,  India- 
napolis. 

Sulfanilamide — Lilly. — A brand  of  sulfanilamide-N.N. 
R.  (The  Journal  A.  M.  A.,  July  31,  1937,  p.  358).  It  is 
marketed  in  the  form  of  tablets,  5 grains.  Eli  Lilly  & 
Co.,  Indianapolis.  (J.  A.  M.  A.,  October  23,  1937,  p. 
1365.) 

Grasses  Combined  Pollen  Allergen  Solution — Squibb 
(Bermuda  Grass,  June  Grass,  Orchard  Grass,  Red  Top 
and  Timothy  in  equal  parts)  ; Ragweed  Combined  Pollen 
Allergen  Solution — Squibb  (Giant  Ragweed  and  Dwarf 
Ragweed  in  equal  parts)  (New  and  Nonofficial  Remedies, 
1937,  p.  36). — These  preparations  are  also  marketed  in 
5 cc.  vials  representing  25,000  protein  nitrogen  units  per 
cubic  centimeter.  E.  R.  Squibb  & Sons,  New  York.  ( J . A. 
M.  A.,  October  30,  1937,  p.  1+54.) 

Propaganda  for  Reform 

Dosage  of  Preparations  Containing  Vitamins  A and  D. — 
The  Council  on  Pharmacy  and  Chemistry  held  that  the 
recommended  dosages  for  capsule  and  tablet  preparations 
of  vitamins  A and/or  D should  not  be  less  than  the  mini- 
mum dosage  for  infants  and  adults  equivalent  to  two 
teaspoonsful  of  cod-liver  oil — U.S.P.  (minimum  strength. 
The  Council  voted  the  requirement  (1)  that  the  dosages 
of  accepted  preparations  of  vitamins  A and/or  D provide 
at  least  the  equivalent  in  these  vitamins  of  two  teaspoons- 
ful of  cod-liver  oil  but  not  more  than  10,000  units  of 
vitamin  A and  1,000  units  of  vitamin  D,  and  (2)  that 
dosage  statements  on  labels  and  in  advertising  should  be 
accompanied  by  the  phrase  “or  as  prescribed  by  your 
physician.”  (J . A.  M.  A.,  August  1+,  1937,  p.  507.) 

The  Side  Actions  of  Barbitals. — Barbituric  acid  and  the 
various  compounds  derived  from  it  by  alteration  of  the 
molecule  are  now  widely  used.  Extensive  employment  by 
qualified  practitioners  and  also  by  the  public  has  grown 
to  proportions  that  indicate  lack  of  knowledge  of  the  side 
actions  of  these  drugs.  Even  more  blameworthy  is  the 
practice  of  introducing  new  and  more  potent  barbitals 
without  reliable  investigation  of  their  pharmacologic  ac- 
tions. Hanzlik  indicates  three  experiments  which  illustrate 
depression  and  paralysis  of  peripheral  neuromuscular  ele- 
ments in  the  autonomic  system  caused  by  amytal,  one  of 
the  highly  active  barbitals,  which  has  been  promoted  for 
intravenous  analgesia  or  anesthesia.  The  chain  of  evi- 
dence on  the  side  actions  of  the  barbitals  justifies  the  con- 
clusion that  ganglionic  paralysis  or  synaptic  block  in  the 
cardiac  vagi  may  follow  the  intravenous  or  intraperitoneal 
administration  of  amytal,  an  action  paralleled  commonly 
by  such  poisons  as  nicotine  and  lobeline  and  sometimes  by 
choline.  On  the  other  hand  the  ganglionic  paralysis,  to- 
gether with  the  central  depression  of  barbital,  would  make 
an  effective  combination  for  controlling  asthmatic  attacks 
of  reflex  origin,  a point  that  is  worthy  of  further  investi- 
gation and  that  again  illustrates  the  value  of  detailed 
pharmacologic  consideration.  All  in  all,  these  side  actions 
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emphasize  that  all  the  barbitals  cause  widespread  de- 
pression or  paralysis  of  living  tissues  in  varying  degrees 
and  that  there  is  no  such  thing  as  a nontoxic  sedative  or 
anesthetic  that  may  be  used  with  impunity.  Some  of  the 
side  actions  might  easily  obscure  or  confuse  a diagnosis 
and  affect  a patient’s  recovery  from  a disease  in  which 
the  barbital  was  exhibited  merely  as  a symptomatic  or 
palliative  measure.  The  general  condition  of  the  patient 
should  always  be  kept  in  mind  when  barbitals  are  admin- 
istered. A number  of  State  legislatures  have  passed  or 
are  in  the  process  of  passing  measures  limiting  the  sale 
of  barbitals  to  prescriptions  signed  by  physicians,  dentists 
or  veterinarians.  Even  better  than  legislation  in  this  re- 
spect is  an  education  of  barbital  users  to  the  attending 
dangers  of  these  compounds.  Like  most  drugs,  they  are 
two-edged  swords,  useful  in  the  hands  of  those  competent 
to  administer  them,  dangerous  in  the  hands  of  the  incom- 
petent. Additional  special  knowledge,  bearing  particularly 
on  the  pharmacologic  characteristics  of  various  hypnotics 
and  on  the  clinical  evaluation  of  the  patient,  is  essential. 
( J . A.  M.  A.,  August  14,  1937,  p.  508.) 


Book  Announcements 


Applied  Dietetics.  For  Adults  and  Children  in  Health 
and  Disease.  By  SANFORD  BLUM,  A.  B.,  M.  S., 
M.  D.  Head  of  Department  of  Pediatrics,  and  Di- 
rector of  Research  Laboratory,  San  Francisco  Poly- 
clinic and  Post  Graduate  School.  Philadelphia. 
F.  A.  Davis  Company.  1936.  Octavo  of  xi-408 
pages.  Cloth.  Price,  $4.75. 

“Applied  Dietetics”  by  Dr.  Sanford  Blum,  handed 
me  for  review,  has  given  me  much  pleasure  and  in- 
formation. The  charm  of  its  simplicity,  the  splendid 
descriptive  index,  and  the  practical  arrangement  of 
diets,  at  once  mark  it  as  a valuable  addition  to  the 
library  of  any  one  requiring  help  in  feeding  in  sick- 
ness and  in  health. 

Most  “timely”  is  the  chapter  on  “Dietetic  Fads 
and  Fallacies.”  High  pressure  salesmanship  and 
specious  advertisements  are  foisting  daily  into  the 
hands  of  some,  who  trust  too  much,  dietary  substi- 
tutes, which  are  ofttimes  harmful  as  well  as  mis- 
leading. The  two  paragraphs  on  “Vitamines”  (Page 
100)  should  be  read  and  thoughtfully  considered. 

The  chapter  on  “Vitamines”  is  a valuable  con- 
densation of  the  truth  about  a subject  that  is  over- 
worked from  “vitamines  in  hand  creams  to  the  same 
in  sawdust.” 

One  is  impressed  with  the  boldness  of  type  that 
at  once  makes  easy  reading  and  readiness  in  location 
the  subject  and  substance  of  the  diet  required. 

Lastly,  the  book  will  find  friends  among  those  who 
desire  brevity  and  information  in  the  search  for 
dietetic  aids.  R.  W.  Miller,  M.  D. 


An  Introduction  to  Dermatology.  By  RICHARD  L. 
SUTTON,  M..  D„  Sc.  D„  L.  L.  D„  F.  R.  S.  (Edin.), 
Professor  of  Dermatology,  University  of  Kansas 
School  of  Medicine.  And  RICHARD  L.  SUTTON, 
JR.,  A.  M.,  M.  D.,  L.  R.  C.  P.  (Edin.),  Instructor  in 
Dermatology,  University  of  Kansas  School  of  Medi- 
cine. Third  Edition.  St.  Louis.  The  C.  V.  Mosby 
Company.  1937.  Octavo  of  xix-666  pages.  Cloth. 
Price,  $5.00. 

The  larger  work  of  Richard  Sutton  is  undeniably 
one  of  the  great  books  on  Dermatology  and  by  mag- 
nificent supervision  has  grown  into  something  far 
beyond  the  use  of  undergraduate  study.  This  smaller 
book  was  designed  and  first  published  in  1932  and 
the  preface  of  the  first  edition  very  clearly  states  its 
design.  Sutton  Sr.,  states  in  this;  “This  book  is 
intended  primarily  for  students.  After  having  taught 
Dermatology  for  one-fifth  of  a century,  I consider 
that  it  is  not  wise  to  ask  a student  to  plunge  himself 
into  the  intricacies  of  one  thousand,  or  twelve 
hundred  pages  textbook.”  This  is  a sane  and  just 
attitude  and  the  writer  of  this  criticism  welcomed 
the  volume  and  has  used  it  continuously  with  his 
classes,  since  the  first  publication. 

Dermatology  can  roughly  be  divided  into  two 
main  divisions;  subjects,  which  every  medical  man 
should  know,  such  as  scabies,  eczemas  and  psoriasis, 
and  these  may  be  termed  graduate.  There  is  another 
division,  which  may  be  termed  post-graduate,  where 
the  lesions  are  difficult  of  classification  by  the  best 
trained  men,  and  even  then,  the  final  opinion  can 
only  be  determined  by  biopsy,  or  microscopic  ex- 
amination. In  the  original,  this  book  accentuated 
those  diseases  of  the  graduate  type,  and  soft  pedalled 
the  post-graduate,  being  of  five  hundred  and  sixty- 
five  pages,  while  this  new  addition  makes  up  six 
hundred  and  sixty-five  pages,  exactly  one  hundred 
more.  The  scope  of  the  work  depends  on  the  judg- 
ment of  the  authors,  as  to  what  a student  should  be 
called  upon  to  know.  They  have,  therefore,  among 
other  additions,  included  Poikiloderma  of  Civatte, 
Nevoxanthoendothelioma  and  Necro-biosis-lipoidica 
Diabetocorum.  If  these  last  are  to  be  included  in 
undergraduate  teaching,  one  may  wonder  where  the 
post-graduate  type  starts.  Because  this  book  had 
such  a splendid  field  for  usefulness  in  its  origin,  this 
criticism  is  intended  to  be  helpful  for  the  future. 
If  dermatological  enthusiasm  is  to  determine  its 
course,  it  may  grow  too  big  and  thereby  defeat  it- 
self. 

t.  w.  M. 
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Editorial 


The  Creed  of  the  Four  Hundred. 

American  Medicine:  Expert  Testimony  out  of 
Court  has  been  recently  and  extensively  reviewed  in 
these  columns.  These  two  volumes,  weighted  with 
the  opinion  of  many  medical  men  concerning  the 
present  educational,  economic  and  social  responsi- 
bilities of  medicine,  were  given  at  the  time  of  their 
publication  great  authority  by  a distinguished  spon- 
soring Committee  of  Physicians.  These  same  four 
hundred  and  thirty  physicians,  magni  nominis  um- 
bra, now  offer  to  the  profession  at  large  certain 
fundamental  principles,  and  based  on  them,  certain 
proposals  for  action.  In  rearranging  the  text  of  their 
press  release  and  in  an  effort  to  simplify  what  ap- 
pears to  be  their  creed  we  confess  to  liberties  with 
words  but  not  with  ideas.  Thus  altered  the  creed  of 
the  four  hundred  reads: 

We  believe  in  preventive  medicine,  a function  largely 
of  a beneficent  government. 

We  believe  in  a beneficent  government  which  will 
take  care  of  the  poor  when  they  are  sick. 

We  believe  in  a beneficent  government  which  will 
pay  for  medical  education  and  research. 

We  believe  in  a beneficent  government  which  will  give 
money  to  hospitals,  laboratories  and  clinics  when  they 
minister  to  the  poor,  and  it  makes  no  difference 
whether  these  institutions  be  public  or  private. 

We  believe  in  the  evolution  of  public  health  services. 

We  believe  that  our  beliefs  should  be  put  into  operation 
by  those  who  know  our  beliefs  as  well  as  we  know 
our  beliefs  ourselves. 


We  believe  in  a beneficent  government  which  is  kind 
and  wise  enough  to  do  all  this  through  one  omnip- 
otent department  and  to  such  all  power. 

Those  American  physicians  who  have  seen  in  State 
Medicine  the  Baal  to  which  a great  profession  should 
never  bow  the  knee  discern  in  these  principles  and 
proposals  at  least  a tendency  to  those  feared  genu- 
flections. 

A Bunch  of  Professors. 

There  was  a time  in  the  early  days  of  organized 
medicine  in  this  country  when  the  membership  of 
the  American  Medical  Association  was  little  more 
than  a corporal’s  guard.  Representation  was  quite 
different  from  what  it  is  today.  Each  medical  school 
sent  its  delegates.  It  was  the  heyday  of  the  pro- 
fessors, and  they  had  a lot  to  do  with  moulding  the 
early  policies  of  this  organization.  But  times 
change.  The  medical  schools  were  excluded  from 
representation  and  the  smooth  machinery  of  political 
organization  dominated  by  a professional  coterie  ul- 
timately was  installed.  Today  the  American  Medi- 
cal Association  essays  to  speak  for  the  American 
doctor  because  it  includes  in  its  membership  a very 
large  proportion  of  all  the  doctors  who  practice 
medicine  in  the  United  States.  It  is,  however,  a 
highly  debatable  question  whether  the  pronounce- 
ments from  535  North  Dearborn  Street  are  the  real 
voice  of  medicine  or  the  voice  of  the  present  masters 
of  medicine. 
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The  old  conflict  between  the  schools  and  those 
who  control  organized  medicine  has  been  revived 
in  the  discussions  which  the  publication  of  American 
Medicine  has  aroused.  The  dominant  note  in  the 
American  Foundation’s  report  was  that  better  medi- 
cine in  this  country  and  better  medical  education 
were  inseparably  linked.  The  editor  of  the  Journal 
of  the  American  Medical  Association  took  issue  with 
the  inference  that  with  the  schools  rests  the  future 
of  medicine.  “It  should  be  obvious,”  he  said,  “that 
the  schools  cannot  be  relied  upon  to  raise  and  to 
maintain  suitable  standards  in  medical  education.” 
He  had  in  mind  the  vast  service  the  American 
Medical  Association  has  rendered  medical  education 
in  this  country  in  its  standardization  of  medical 
schools  and  in  its  pitiless  exposure  of  the  weaknesses 
and  failures  of  proprietary  institutions.  Behind  his 
aspersions  there  were  undoubtedly  two  very  irritat- 
ing facts  which  had  ruffled  the  feathers  of  officialdom 
in  the  American  Medical  Association:  first,  the  fact 
that  a group  of  American  doctors,  particularly  the 
professorial  group,  should  dare  to  speak  to  the  medi- 
cal profession  of  the  United  States  through  any  other 
channels  than  those  already  provided  in  the  Amer- 
ican Medical  Association;  and  second,  that  in  daring 
to  formulate  opinions  and  to  influence  the  American 
Medical  profession  at  large  this  group  should  run 
counter  to  the  expressed  opinion  of  the  Aremican 
Medical  Association  itself  in  congress  assembled. 

The  question  we  wish  to  raise  is  who  were  the 
2,200  doctors  to  whom  the  American  Foundation 
addressed  its  questionnaire  and  who  were  the  430  dis- 
tinguished sponsors  of  this  enormous  undertaking? 
We  are  told  that  38  per  cent,  or  836  of  the  2,200  con- 
tributors described  themselves  as  general  practition- 
ers. We  can  therefore  rest  assured  that  at  least  one- 
third  of  the  information  contained  between  the  covers 
of  these  two  tomes  emanated  from  those  who  are  bear- 
ing the  heat  and  the  burden  of  the  day  and  are  there- 
fore qualified  witnesses.  But  who  are  the  sponsors? 
Are  their  opinions  deserving  of  ecjual  respect  or  are 
they,  as  has  been  alleged,  just  a bunch  of  pro- 
fessors ? 

Who  Are  the  Four  Hundred? 

A smart  young  lady  took  5,000-odd  letters  from 
2,200  doctors,  arranged,  digested  and  elaborated 
them  into  two  volumes  known  as  American  Medicine. 


The  American  Foundation  paid  the  bill,  and  430 
superdoctors  applauded,  backstood,  and  saw  the 
undertaking  through.  American  Medicine  as  a con- 
glomeration of  the  opinions  of  2,200  doctors  was 
interesting  and  perhaps  useful  as  source  material. 
It  was  not  particularly  controversial  in  itself,  nor 
provocative  of  side-taking  on  the  part  of  doctors  in 
general.  Now  we  have  the  sequel  of  these  two  books 
in  the  form  of  an  encyclical  which  conveys  the  haec 
fabula  docet.  This  publication  takes  the  matter  out 
of  a fact  finding  stage  and  places  squarely  before  the 
American  medical  profession  a program  of  action. 
It  is  this  program  of  action  which  is  arousing  con- 
troversy and  which  has  led  to  the  question,  who  are 
the  prophets  and  seers<  in  Israel?  There  is  no  dif- 
ficulty in  answering  such  a question  however  since 
the  complete  list  has  been  furnished  with  their  re- 
cent address  to  the  medical  profession.  From  scan- 
ning this  list  it  is  obvious  that  half  of  them  are  from 
New  York  and  Massachusetts  and  that  many  are 
specialists,  consultants,  full-time  medical  teachers 
and  cloistered  occupants  of  professorial  chairs.  No 
one  would  dispute  the  fact  that  these  men  represent 
some  of  the  brains  of  a learned  profession  and  some 
of  its  leadership,  but  it  is  feared  that  their  impinge- 
ment upon  the  socio-economic  side  of  medicine  has 
been  largely  at  two  extremes  of  the  social  pyramid — 
either  with  those  of  the  upper  strata  about  whom  they 
consult  or  with  those  of  the  lower  strata  to  whom 
they  minister  in  clinics  and  wards.  On  the  whole 
they  are  not  the  doctors  of  the  great  middle  class,  the 
class  whose  economic  security  is  constantly  being 
threatened,  but  which  somehow  continues  to  pay  its 
bills  and  employ  the  doctors  of  its  choice.  The  medi- 
cal care  of  this  class  is  largely  in  the  hands  of  the 
general  practitioner.  It  would  be  interesting,  indeed, 
if  a committee  of  430  general  practitioners  would 
now  come  forward  with  principles  and  proposals 
based  on  observations  and  experiences  among  the 
particular  class  of  people  they  serve. 

The  Experts. 

When  the  report  of  the  committee  of  430  doctors 
advocates  consigning  to  “experts”  the  formulation 
and  administration  of  its  new  scheme  of  better 
medical  care  for  the  American  people,  interest  is 
naturally  aroused  in  the  definition  of  an  expert.  It 
is  conceivable  that  an  expert  might  be  a layman  who 
has  devoted  his  or  her  life  to  reforming  the  medical 
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profession.  Esther  Everett  Lape  might  qualify  as 
such  an  expert.  The  late  Edgar  Sydenstricker 
might  have.  Minus  the  traditions,  the  sensibilities, 
the  urges  and  the  loyalties  inherent  in  the  doctor 
himself,  no  layman  would  be  likely  to  satisfy  most 
physicians  as  the  future  architect  of  the  imposing 
structure  of  New  Medicine  which  the  committee 
visualizes.  On  the  other  hand  it  is  conceivable  that 
an  expert  might  be  a physician  interested  in  the 
problems  at  hand,  with  the  time,  talent,  and  dis- 
position to  put  into  effect  the  plans  as  outlined.  But 
there  is  apt  to  be  disagreement  even  with  the  choice 
of  a medical  man,  because  an  acceptable  expert  is 
an  expert  who  thinks  as  those  who  wish  him  to 
function  as  an  expert  and  who  have  the  power  to 
enthrone  him  in  this  all-important  position  wish 
him  to  think.  Dr.  Fishbein’s  choice  of  an  expert, 
we  are  sure,  would  not  coincide  with  the  choice,  for 
example,  of  Dr.  Winternitz. 

Evolution  Versus  Revolution. 

It  is  suggested  that  however  sound  the  principles 
and  proposals  of  the  430  may  be,  the  method  of  pre- 
sentation is  revolutionary.  The  impression  has  got 
abroad  that  instead  of  working  within  the  medical 
profession  the  committee  has  attempted  the  consum- 
mation of  its  desires  through  an  external  approach, 
the  chief  instrument  of  which  is  the  lay  press  to 
which  the  proposals  were  first  submitted.  It  is 
suspected  that  the  committee  wished  to  bring  the 
weight  of  lay  opinion  in  a massive  way  upon  the 
medical  profession  with  the  hope  that  it  might 
favorably  affect  the  results  of  its  subsequent  cir- 
cularization of  the  profession.  It  is  feared  that 
this  method  may  seriously  disturb  the  harmony  of 
the  profession  and  that  it  is  not  without  hazard  to 
the  future  life  and  usefulness  of  the  American  Medi- 
cal Association  itself.  Had  the  amount  of  energy 
that  has  been  put  into  the  public  promulgation  of 
this  plan  been  earlier  used  in  influencing  the  action 
of  the  American  Medical  Association,  we  might  now 
witness  a very  different  point  of  view  in  that  organi- 
zation. Perhaps  it  is  not  too  late  to  make  the  Asso- 
ciation the  sole  spokesman  of  the  American  medical 
profession  and  to  keep  within  legitimate  channels 
future  exchanges  of  principles  and  proposals  be- 
tween the  Federal  government  and  the  medical  pro- 
fession. 


Medical  Practice  Among  the  American 

Indian. 

Medical  practice  among  the  American  Indian  has 
interested  American  doctors  ever  since  Benjamin 
Rush  published  his  observations  in  1805.  From 
time  to  time  articles  upon  the  subject  have  been  con- 
tributed to  medical  literature,  one  particularly  no- 
table one  from  the  pen  of  Dr.  J.  M.  Toner  of  Wash- 
ington appearing  in  the  columns  of  the  Virginia 
Medical  Monthly  in  1877.  Several  years  ago 
Eric  Stone  contributed  an  extremely  helpful  con- 
densation of  the  subject  to  the  Clio  Medica  series. 
More  recently  W.  T.  Corlett  in  his  Medicine-Man 
of  the  American  Indian  (Charles  H.  Thomas,  Balti- 
more) has  attempted  quite  the  most  elaborate  dis- 
cussion of  the  subject  in  English.  Beginning  with 
a review  of  the  origin  and  culture  of  the  American 
Indian,  he  systematically  follows  Indian  medicine 
from  the  Arctic  in  the  North  to  Patagonia  in  the 
South.  Covering  such  extensive  territory  it  is  hardly 
to  be  expected  that  an  author  would  have  time  or 
space  in  a book  of  335  pages  for  the  detailed  de- 
scription of  those  local  customs  and  practices  which 
add  color  and  charm  and  without  which  a work  of 
this  character  is  apt  to  be  heavy  reading.  Dr.  Cor- 
lett’s  book  escapes  this  fault  to  a remarkable  degree 
and  his  wide  canvas  and  condensed  presentation 
serve  the  useful  purpose  of  offering  for  comparison 
the  essential  characteristics  of  the  medicine  of  a 
great  and  widely  scattered  people. 

Indian  medicine,  far  ahead  of  Indian  culture  in 
other  fields,  deserves  to  be  better  understood.  In  any 
description  of  the  history  of  American  medicine  a 
fairer  and  more  understanding  account  of  Indian 
medicine  should  have  a place.  In  Virginia  par- 
ticularly there  is  need  for  some  one  to  take  up  the 
account  where  John  Smith  left  off. 

Calling  a Spade  a Spade. 

In  the  days  when  the  conspiracy  of  silence  was 
at  its  worst  medical  students  were  taught  to  call 
syphilis  “lues,”  and  gonorrhea  “a  Neisserian  in- 
fection.” Time  wore  on  and  syphilis  and  gonorrhea 
took  their  rightful  place  in  the  vocabulary  of  the 
medical  profession.  Then  certain  advanced  lay 
magazines  boldly  substituted  these  words  for  the 
indefinite  term  “social  diseases.”  A little  later  the 
censors  of  the  daily  press  let  both  words  get  by,  and 
today  city  editors,  emancipated  from  the  thraldom 
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of  an  inherited  fear  of  offending  their  reading  public, 
vie  with  one  another  in  the  size  type  with  which 
they  caption  leading  articles  on  these  once  taboo  sub- 
jects. The  radio  alone  holds  out.  When  this  great 


instrument  of  public  education  at  last  surrenders  to 
the  assaults  on  prudery,  as  it  seems  to  show  signs  of 
doing,  we  shall  be  one  step  nearer  the  solution  of 
the  problem  of  the  eradication  of  two  public  enemies. 


President’s  Message 


Special  Committees. 

To  the  Members  or  the  Medical  Society  or 
Virginia: 

By  virtue  of  the  powers  vested  in  me  as  President 
of  the  Medical  Society  of  Virginia,  I hereby  appoint 
the  following  special  committees: 

Advisory  Board  to  Woman’s  Auxiliary 

Dr.  F.  J.  Wright,  Chairman,  Petersburg. 

Dr.  P.  St.  L.  Moncure,  Norfolk. 

Dr.  J.  B.  Stone,  Richmond. 

Child  Welfare 

Dr.  F.  D.  Wilson,  Chairman,  Norfolk. 

Dr.  J.  B.  Stone,  Richmond. 

Dr.  W.  B.  Mcllwaine,  Petersburg. 

Dr.  E.  A.  Harper,  Richmond. 

Dr.  R.  B.  Bates,  Newtown. 

Dr.  C.  E.  Conrad,  Harrisonburg. 

Dr.  J.  M.  Bishop,  Roanoke. 

Dr.  R.  D.  Butterworth,  Richmond. 

Dr.  L.  T.  Royster,  Charlottesville. 

Walter  Reed  Commission 

Dr.  C.  P.  Jones,  Chairman,  Newport  News. 

Dr.  J.  D.  Clements,  Ordinary. 

Dr.  M.  H.  Harris,  West  Point. 

To  Arrange  Program  for  Health  Division  of 
the  Virginia  Conference  of  Social  Work 

Dr.  Basil  Jones,  Chairman,  Richmond. 

Dr.  P.  W.  Miles,  Danville. 

Dr.  W.  P.  Jackson,  Roanoke. 

Dr.  D.  C.  Wilson,  Charlottesville. 

Dr.  F.  P.  Fletcher,  Richmond. 

Maternal  Welfare 

Dr.  F.  O.  Plunkett,  Chairman,  Lynchburg. 

Dr.  C.  J.  Andrews,  Norfolk. 

Dr.  T.  J.  Williams,  Charlottesville. 

Dr.  M.  P.  Rucker,  Richmond. 

Dr.  A.  M.  Groseclose,  Roanoke. 


Pneumonia  Commission 

Dr.  Wyndham  B.  Blanton,  Chairman,  Richmond. 

Dr.  W.  B.  Martin,  Norfolk. 

Dr.  P.  S.  Smith,  Abingdon. 

Dr.  H.  B.  Mulholland,  Charlottesville. 

Dr.  Harry  Walker,  Richmond. 

To  Confer  with  State  Board  of  Nurses’ 
Examiners 

Dr.  W.  L.  Peple,  Chairman,  Richmond. 

Dr.  R.  L.  Payne,  Norfolk. 

Dr.  F.  S.  Johns,  Richmond. 

Dr.  H.  H.  Trout,  Roanoke. 

Dr.  G.  H.  Musgrave,  Leesburg. 

Syphilis  Control 

Dr.  Ennion  S.  Williams,  Chairman,  Richmond. 

Dr.  R.  D.  Kimbrough,  Norfolk. 

Dr.  E.  E.  Barksdale,  Danville. 

Dr.  D.  C.  Smith,  Charlottesville. 

It  will  be  noted  that  the  special  committees  com- 
prise almost  identically  the  same  men  who  have 
held  these  appointments  for  the  last  two  years.  The 
House  of  Delegates  has  authorized  these  committees, 
and  their  past  experience  makes  this  a reasonable 
and  desirable  plan. 

The  meeting  at  Roanoke  was,  scientifically,  a 
great  success.  This  was  attested  by  the  numerical 
attendance,  and  by  the  enthusiasm  and  responsive- 
ness of  those  who  attended.  I trust  that  the  1938 
meeting,  to  be  held  in  Danville,  will  be  as  out- 
standing. 

G.  F.  Simpson, 

President  of  Medical  Society  of  Virginia. 
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Department  of  Clinical  and  Medical  Education 

of  the 


Medical  Society  of  Virginia 


Obstetrics  and  Gynecology 

The  twelfth  circuit  organized  since  Dr.  L.  L. 
Shamburger  began  his  work  with  the  Department 
is  now  in  operation.  This  circuit  comprises 
Botetourt,  Roanoke,  Craig,  Franklin  and  Patrick 
counties.  Meetings  are  being  held  at  Fincastle, 
Salem,  Newcastle,  Rocky  Mount,  and  Stuart.  Upon 
completion  of  the  post-graduate  course  in  this  cir- 
cuit Dr.  Shamburger  will  move  to  Nelson  and  Am- 
herst counties  for  a short  course  to  be  completed 
before  the  Christmas  holidays.  Arrangements  are 
yet  to  be  made  for  post-graduate  courses  in  Ob- 
stetrics and  Gynecology  to  be  conducted  during  the 
coming  year. 

Pediatrics 

Dr.  Robert  B.  Hightower  will  assume  his  duties 
as  post-graduate  instructor  in  Pediatrics  on  Decem- 
ber 1st.  During  the  first  month  he  will  be  en- 
gaged in  familiarizing  himself  with  the  situation 
in  Virginia  and  making  preparations  for  courses  to 
be  offered  during  the  coming  year.  Since  his  schedule 
is  now  being  prepared  local  societies  desiring  his 
services  should  communicate  with  the  Executive 
Secretary. 

Post-Graduate  Clinic  at  University. 

The  Twentieth  Post-Graduate  Clinic  was  held  at 
the  University  of  Virginia  Medical  School  on  Friday, 
November  5th.  The  meetings  were  held  in  the  amphi- 
theatre at  the  Hospital  throughout  the  day.  The 
program  and  a list  of  the  doctors  attending  follow: 

Morning  Clinics  Beginning  at  9:30  A.  M. 


Medical  Clinic Dr.  J.  C.  Flippin  and  Associates 

Use  and  Abuse  of  Endocrines  in  Gynecology  and  Ob- 
stetrics   Dr.  Jno.  M.  Nokes 

Sulfanilamide Dr.  Staige  D.  Blackford 

Afternoon  Clinics  Beginning  at  2:00  P.  M. 
Surgical  Clinic Dr.  E.  P.  Lehman  and  Associates 


Some  Medical  and  Surgical  Problems  in  Diseases  of  the 

Prostate — A Lantern-Slide  Lecture__DR.  Hugh  Young, 

_ , _ , . Johns  Hopkins  University 

Round  Table. 

Doctors  in  Attendance 
Dr.  Howard  Armstrong,  Harrisonburg 
Dr.  J.  B.  Bailey,  Keysville. 


Dr.  J.  R.  Bailey,  Keysville. 

Dr.  H.  L.  Baptist,  Ivy. 

Dr.  C.  L.  Booker,  Lottsburg. 

Dr.  R.  E.  Booker,  Lottsburg. 

Dr.  W.  E.  Brown,  Charlottesville. 

Dr.  O.  K.  Burnette,  Culpeper. 

Dr.  A.  C.  Byers,  Harrisonburg. 

Dr.  F.  L.  Byers,  Harrisonburg. 

Dr.  H.  G.  Byrd,  Louisa. 

Dr.  G.  C.  Campbell,  Staunton. 

Dr.  N.  M.  Canter,  Harrisonburg. 

Dr.  B.  L.  Carleton,  Newport  News. 

Dr.  H.  T.  Chelf,  Culpeper. 

Dr.  N.  P.  Cocke,  Charlottesville. 

Dr.  J.  C.  Coulter,  Charlottesville. 

Dr.  A.  A.  Creecy,  Newport  News. 

Dr.  W.  R.  Culbertson,  Coeburn. 

Dr.  H.  S.  Daniel,  Louisa. 

Dr.  E.  D.  Davis,  Jr.,  Crozet. 

Dr.  D.  V.  DesPorte,  Roanoke. 

Dr.  Powell  G.  Dillard,  Lynchburg. 

Dr.  E.  B.  Dovell,  Unionville. 

Dr.  Granville  Eastham,  Culpeper. 

Dr.  G.  R.  Elliott,  Orange. 

Dr.  E.  E.  Epperson,  Meadowview. 

Dr.  C.  B.  Fox,  Monterey. 

Dr.  C.  Y.  Griffith,  Machadoc. 

Dr.  E.  L.  Grubbs,  Front  Royal. 

Dr.  E.  J.  Haden,  Ore  Bank. 

Dr.  E.  A.  Harper,  Lynchburg. 

Dr.  Percy  Harris,  Scottsville. 

Dr.  W.  F.  Hartman,  Swoope. 

Dr.  C.  C.  Haskell,  Richmond. 

Dr.  J.  E.  Haynsworth,  Buckingham. 
Dr.  Lewis  Holladay,  Orange. 

Dr.  H.  L.  Horton,  Richmond. 

Dr.  J.  F.  Hubbard,  Waynesboro. 

Dr.  P.  G.  Hundley,  Lynchburg. 

Dr.  J.  Paul  Kent,  Altavista. 

Dr.  D.  M.  Kipps,  Front  Royal. 

Dr.  W.  A.  Kyger,  Free  Union. 

Dr.  Anita  Lotti,  Charlottesville. 

Dr.  W.  C.  Mason,  Gordonsville. 

Dr.  H.  G.  Middlekauff,  Weyers  Cave. 
Dr.  E.  B.  Miller,  Elkton. 

Dr.  H.  J.  Morton,  Stuart's  Draft. 

Dr.  J.  O.  Mundy,  Charlottesville. 

Dr.  Charles  Nelson,  Richmond. 

Dr.  I.  M.  Nuckols,  Mt.  Sidney. 

Dr.  J.  A.  Owen,  Turbeville. 

Dr.  R.  L.  Page,  Batesville. 
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Dr.  T.  E.  Patteson,  Ransons. 

Dr.  M.  J.  Payne,  Staunton. 

Dr.  Charles  W.  Putney,  Staunton. 

Dr.  Morgan  B.  Raiford,  Franklin. 

Dr.  T.  R.  Rolston,  New  Hope. 

Dr.  M.  L.  Rea,  Charlottesville. 

Dr.  Carroll  Rice,  Sweet'oriar. 

Dr.  B.  A.  Rice,  Forest. 

Dr.  L.  G.  Roberts,  Moormans  River. 
Dr.  Alex  Robertson,  Staunton. 

Dr.  W.  H.  Saunders,  Fincastle. 

Dr.  Ernest  G.  Scott.  Lynchburg. 

Dr.  T.  D.  Sloan,  Charlottesville. 

Dr.  B.  L.  Smith,  Richmond. 

Dr.  Frank  B.  Stafford,  Charlottesville. 
Dr.  J.  L.  Stringfellow,  Culpeper. 

Dr.  G.  J.  Stuart,  Elkton. 

Dr.  R.  M.  Taliaferro,  Lynchburg. 

Dr.  J.  F.  Thaxton,  Tye  River. 

Dr.  G.  V.  Thompson,  Chatham. 

Dr.  A.  E.  Turman,  Richmond. 

Dr.  W.  H.  Turner,  Round  Hill. 

Dr.  Will  Walter,  Charlottesville. 

Dr.  W.  R.  Warren,  Woodberry  Forest. 
Dr.  Duvall  Watts,  Richmond. 

Dr.  C.  E.  Watson,  Broadway. 

Dr.  Rachel  Weems,  Harrisonburg. 

Dr.  H.  F.  White,  Fishersville. 


Dr.  R.  P.  Wood,  King  George. 

Dr.  J.  L.  Yon,  Pittsburgh,  Pa. 

Internal  Medicine 

Tentative  plans  have  been  made  to  offer  a 
limited  number  of  post-graduate  courses  in  Internal 
Medicine  during  the  coming  year.  These  will  be 
offered  only  in  localities  especially  requesting  the 
courses.  In  order  to  reduce  travel  expenses  to  a 
minimum,  it  is  necessary  that  these  courses  be  more 
concentrated  than  others.  Each  course  will  be  com- 
pleted within  a week  or  ten  days  with  meetings  on 
at  least  four]  or  five  days  during  that  time.  An  at- 
tempt will  be  made  to  obtain  as  instructors  for  these 
courses  members  of  the  faculties  of  the  two  medical 
schools  in  Virginia.  In  order  to  meet  expenses  for 
these  courses  it  will  be  necessary  to  charge  a special 
fee  of  from  five  to  ten  dollars  per  doctor.  Local 
societies  wishing  to  have  a course  in  Internal  Medi- 
cine offered  in  their  territory  should  make  appli- 
cation to  the  Executive  Secretary,  stating  the  particu- 
lar topics  they  wish  discussed. 

Geo.  B.  Zehmer,  Executive  Secretary, 
Box  1487,  University,  Va. 


Proceedings  of  Societies 


The  Mid-Tidewater  Medical  Society 

Held  its  regular  quarterly  meeting  at  Arlington 
Lodge,  Millers  Tavern,  Va.,  on  October  26,  with  Dr. 
Clarence  Campbell  presiding.  Resolutions  of  respect 
to  Drs.  J.  N.  DeShazo,  J.  Fred  Davis,  and  J.  Blair 
Spencer  were  read  and  adopted.  Officers  elected  at 
this  time  were:  President,  Dr.  Clarence  Campbell, 
Sparta;  President-elect,  Dr.  J.  R.  Parker,  Provi- 
dence Forge;  vice-presidents,  Drs.  A.  W.  Lewis, 
Aylett;  R.  D.  Bates,  Newtown;  M.  H.  Eames,  Provi- 
dence Forge;  J.  M.  Gouldin,  Tappahannock;  V.  E. 
Stiff,  Harmony  Village;  J.  W.  Smith,  Hayes  Store; 
and  R.  R.  Hoskins,  Mathews;  secretary-treasurer,  Dr. 
M.  H.  Harris  (re-elected),  West  Point.  Dr.  U.  H. 
Johnson,  Port  Richmond,  was  elected  to  membership. 

Papers  were  presented  by  Dr.  H.  A.  Tabb,  Glou- 
cester, on  “Practical  Method  of  Infant  Feeding;” 
Dr.  M.  H.  Harris  on  “Treatment  of  Burns  in  the 
Home;”  and  Dr.  Clarence  Campbell  on  “Eclampsia.” 
Each  paper  was  fully  discussed. 


The  local  committee  on  entertainment,  with  Dr. 
E.  L.  W.  Ferry  as  chairman,  served  a most  delicious 
dinner  after  which  was  held  an  open  forum  on 
questions  of  various  medical  subjects  of  interest. 

The  next  meeting  of  this  Society  will  he  held  in 
West  Point  on  the  fourth  Tuesday  in  January. 

Fredericksburg  Medical  Society. 

At  the  October  meeting  of  this  society,  in 
Fredericksburg,  Va.,  papers  were  presented  by  Dr. 
John  S.  Horsley,  Jr.,  of  Richmond,  Va.,  on  “Surgery 
in  Children,”  and  Dr.  H.  Hudnall  Ware,  also  of 
Richmond,  on  “Treatment  of  Eclampsia.” 

The  November  meeting  was  addressed  by  Dr. 
Howard  R.  Masters,  Richmond,  his  subject  being 
“Various  Aspects  of  Mental  Hygiene.” 

This  society  includes  members  from  the  city  of 
Fredericksburg,  and  the  counties  of  Stafford,  Spot- 
sylvania, King  George  and  Caroline. 
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The  Lynchburg  Academy  of  Medicine 

Held  its  regular  monthly  meeting  in  the  Elk’s 
Club  November  1,  with  the  President,  Dr.  John  W. 
Davis,  Sr.,  presiding. 

Dr.  J.  G.  Jantz  of  Bedford,  Va.  was  elected  to 
membership  in  the  Academy. 

The -■scientific  program  consisted  of  a thorough 
and  instructive  paper  on  “Clincal  Significance  of 
Ervthocyte  Sedimentation  Test”  by  Dr.  John 
Hundley,  Jr.  The  paper  was  enthusiastically  re- 
ceived by  the  Society  and  thoroughly  discussed  by 
Drs.  E.  G.  Scott  and  F.  R.  Hopkins. 

Two  reels  from  Davis  & Geek,  Inc.,  Supply  Com- 
pany on  “Hernioplasty”  was  presented  by  Dr.  W.  F. 
Thornton. 

Dr.  C.  E.  Keefer  is  secretary-treasurer  of  the 
Academy. 

The  Hanover  County  Medical  Society 

Held  its  regular  bi-monthly  meeting  in  Ashland, 
Va.,  on  November  2,  with  Dr.  Judson  T.  Vaughan, 
president,  of  that  city,  presiding.  The  only  paper 


A Christmas  Wish 

Gladness  and  good  cheer  to  you 
When  Christmas  time  is  here! 

Best  o’luck  and  happy  days 
Through  all  the  coming  year! 

The  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina 

Has  an  excellent  program  arranged  for  its  annual 
meeting  at  the  Cavalier  Hotel,  Virginia  Beach,  Va., 
on  December  7,  8 and  9,  under  the  presidency  of 
Dr.  P.  St.  L.  Moncure  of  Norfolk,  Va.  In  addition 
to  papers  by  members  and  guests  on  a variety  of 
subjects,  there  is  scheduled  a Hypertension  and 
Heart  sjmposium.  Several  interesting  entertainments 
are  also  in  store  for  members  and  visitors.  Dr. 
Clarence  Porter  Jones  of  Newport  News,  Va.,  is 
secretary. 

Post-Graduate  Clinic  on  Ophthalmology  and 
Otolaryngology. 

The  fourth  post-graduate  course  in  Ophthalmol- 
ogy and  Otolaryngology  will  be  held  December 
14-17,  in  the  amphitheater  and  operating  rooms  of 
the  University  of  Virginia  Medical  School  and  Hos- 


presented at  this  meeting  was  by  Dr.  T.  Eldridge 
Stanley  of  Beaverdam. 

Petersburg  (Va.)  Medical  Faculty  Elects 
Officers. 

At  the  November  meeting  of  the  Faculty,  Dr.  Leta 
J.  White  was  elected  president;  Drs.  H.  M.  Snead 
and  C.  W.  Lynn,  vice-presidents;  and  Dr.  Wilbur 
Bowman  was  re-elected  secretary-treasurer.  The 
court  medicale  which  executes  the  policies  of  the 
physicians  is  composed  of  the  president  and  four 
past  presidents  who  are  Drs.  Allen  Barker,  D.  D. 
Willcox,  W.  B.  Mcllwaine,  and  Claiborne  T.  Jones. 
Dr.  Mcllwaine  was  also  named  chairman  of  the 
committee  on  the  old  age  fund  for  doctors. 

The  Virginia,  Maryland  and  District  of  Col- 
umbia Medical  Society 

Held  its  fall  meeting  in  Washington,  D.  C.,  No- 
vember 17,  under  the  presidency  of  Dr.  James  A. 
Gannon  of  that  city.  Several  interesting  papers 
were  presented  before  and  after  a luncheon  at  the 
Shoreham  Hotel. 


pital.  The  fee  for  either  part  of  the  course  will  be 
$15.00  and  for  the  whole  course  $25.00.  Any  one 

interested  should  communicate  at  once  with  Dr. 
Fletcher  D.  Woodward,  Box  1685,  University,  Va. 

The  program  to  be  presented  follows: 

Tuesday,  December  14th 

Classification  of  Diseases  of  the  Cornea — Dr.  F.  H.  Adler, 
Philadelphia. 

Pathology  of  the  Cornea — Dr.  Bernard  Samuels,  New 
York. 

Lunch  and  Round  Table — Diagnosis  of  Conjunctival  Trou- 
bles— Laboratory  Methods — Mr.  E.  B.  Burchell,  New 
York. 

Muscles  and  Refraction — Dr.  James  W.  White,  New  York. 

Diseases  of  the  Cornea — Dr.  Adler. 

Supper  at  Farmington  Country  Club — Round  Table  Dis- 
cussion. 

Wednesday,  December  15th 

Cornea — Dr.  Adler. 

Muscles  and  Refraction — Dr.  White. 

Lunch  and  Round  Table. 

Anatomy  of  the  Eye  and  Orbit — Dr.  Oscar  Batson,  Phila- 
delphia. 
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Thursday,  December  16th 
Regional  Anatomy — Dr.  Oscar  Batson. 

Interpretation  of  Roentgenograms — Dr.  Frederick  Law, 
New  York. 

Roentgen  Therapy  of  Infection — Dr.  Vincent  Archer,  Uni- 
versity, Va. 

Dinner  at  Farmington  Club. 

Friday,  December  17th 

Roentgen  Therapy  of  Malignancy — Dr.  Vincent  Archer. 
Complications  of  Sinusitis  and  Their  Treatment — Dr. 

Robert  E.  Buckley,  New  York. 

Luncheon,  round  table,  questions  and  answers — Dr. 
Buckley. 

Anatomy  and  Pathology  of  the  Temporal  Bone  and  Inter- 
pretation of  Audiograms — Dr.  Stacy  R.  Guild,  Balti- 
more, Md. 

The  Neuropsychiatric  Society 

Met  in  the  auditorium  of  the  Central  State  Hos- 
pital Clinic,  Petersburg,  on  the  afternoon  of  No- 
vember 5.  The  program  on  insulin  therapy  proved 
a very  interesting  one.  The  guest  speaker  was  Dr. 
Patrick  Henry  Drewry,  formerly  of  Petersburg  but 
now  on  the  staff  of  Bloomingdale  Hospital,  White 
Plains,  New  York. 

Members  of  the  Society  who  participated  in  the 
program  were  Drs.  Rex  Blankinship,  James  Asa 
Shield,  and  W.  G.  Crutchfield,  of  Richmond,  and 
G.  B.  Barrow  of  Staunton,  who  presented  papers, 
and  a clinic  by  Drs.  T.  L.  Gemmill  and  H.  L.  Dean 
of  the  staff  of  the  Central  State  Hospital. 

The  Society  were  guests  at  a dinner  following 
the  meeting. 

Medical  College  of  Virginia  News. 

Founders’  Day  exercises  of  the  one  hundredth 
session  will  he  held  December  7 at  Monumental 
Episcopal  Church.  Sir  Austin  H.  Clark,  Director 
of  Press  Service,  American  Association  for  the  Ad- 
vancement of  Science,  will  speak  on  “Science  in 
Colonial  Virginia.” 

Armistice  Day  was  celebrated  at  twelve  o’clock 
on  November  1 1 by  the  faculty  and  students.  Colonel 
John  A.  Cutchins,  Director  of  Public  Safety,  made 
the  chief  address.  Dr.  Stuart  McGuire  and  Mr. 
Carl  Boschen  took  part  in  the  program  on  behalf  of 
Base  Hospital  45  and  the  Richmond  Red  Cross. 

Dr.  W.  T.  Sanger,  President,  will  attend  the  an- 
nual meeting  of  the  Southern  Medical  Association 
in  New  Orleans  on  December  1.  President  Sanger 
will  speak  on  “Can  Student  Failures  be  Reduced.” 


It  is  anticipated  that  the  new  clinic  and  laboratory 
building  will  be  ready  for  occupancy  by  December 
15. 

Dr.  Frank  L.  Apperly,  professor  of  pathology,  has 
been  elected  a member  of  the  Rhodes  Scholarship 
committee. 

The  Hospital  Division  of  the  college  is  being 
equipped  with  a loud-speaker  system  by  Mr.  G.  Rush 
Willet  of  Chicago.  Complete  installation  is  antici- 
pated by  the  first  of  the  year. 

Dr.  Lee  E.  Sutton,  Jr.,  dean  of  the  school  of  medi- 
cine, attended  the  annual  convention  of  the  As- 
sociation of  American  Medical  Colleges  in  San 
Franciso. 

Dr.  Harvey  B.  Haag,  professor  of  pharmacology, 
recently  spoke  before  the  Biochemical  Foundation 
of  the  Franklin  Institute,  Philadelphia,  on  “Phar- 
macology of  the  Derris  Group  of  Insecticides.” 

Enrollment  for  the  session  1937-38  totals  684:  302 
in  medicine;  128  in  dentistry;  116  in  pharmacy  and 
139  in  nursing. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  Monday,  October  11,  Dr.  Frank  H. 
Lahey,  of  the!  Lahey  Clinic  in  Boston,  spoke  on  the 
subject  “Clinical  and  Laboratory  Aspects  of  Thyroid 
Disease.” 

On  October  13  Dr.  Staige  Davis  Blackford  pre- 
sented a paper  on  “Lung  Lesions  in  Tularemia  and 
Tuberculosis”  before  the  meeting  of  the  Clinical  and 
Climatological  Association  in  Baltimore. 

On  October  14  Dr.  R.  D.  Lillie,  of  the  National 
Institute  of  Health  in  Washington,  D.  C.,  visited 
the  Medical  School. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  October  25,  Dr.  Alfred  Chanutin 
spoke  on  the  subject  “Plasma  Proteins.” 

The  Alpha  Omega  lecture  for  the  autumn  tri- 
mester was  given  on  November  5th  by  Dr.  Hugh 
Hampton  Yoang,  Professor  of  Urology  at  Johns 
Hopkins  Medical  School.  Dr.  Young  spoke  on  the 
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subject  of  “Genital  Abnormalities,  Hermaphroditism 
and  Related  Adrenal  Diseases.” 

The  twentieth  Post-Graduate  Clinic  of  the  Uni- 
versity of  Virginia  Hospital  was  held  on  November 
5.  Eighty- five  physicians  from  the  State  registered 
for  this  -Clinic. 

News  Notes  from  Duke  University  School  of 

Medicine. 

The  following  clinics  were  given  recently  by  the 
visiting  lecturers  listed  below: 

October  19,  Dr.  M.  V.  Ziegler,  Senior  Surgeon, 
United  States  Public  Health  Service;  subject — “The 
Opportunities  in  Public  Health  Work.” 

November  11,  Dr.  Frank  E.  Adair,  Executive 
Officer  of  Memorial  Hospital,  New  York  City;  sub- 
ject— “Various  Aspects  of  Neoplasm.” 

November  17,  Dr.  R.  Finley  Gayle,  Jr.,  Associate 
Professor  of  Mental  and  Nervous  Diseases,  Medical 
College  of  Virginia;  subject — “Selective  Human 
Sterilization.” 

The  symposium  on  the  Diseases  of  Women  and 
Children,  held  November  11,  12,  and  13,  was  at- 
tended by  346  members  of  the  medical  profession 
from  this  and  other  states.  The  speakers  partici- 
pating in  the  program  were  as  follows : Dr.  Howard 
Francis  Kane,  George  Washington  University  Medi- 
cal School;  Dr.  George  W.  Kosmak,  New  York  City; 
Dr.  Willard  R.  Cooke,  University  of  Texas  Medical 
School;  Dr.  C.  A.  Aldrich,  Northwestern  University 
Medical  School;  Dr.  Esther  L.  Richards,  The  Johns 
Hopkins  University  School  of  Medicine;  Dr.  Julius 
H.  Hess,  University  of  Illinois  Medical  School;  Dr. 
M.  Pierce  Rucker,  Richmond,  Va. ; Dr.  Horton 
Casparis,  Vanderbilt  University  Medical  School; 
and  Dr.  Charles  Hendee  Smith,  New  York  Uni- 
versity Medical  School. 

St.  Luke’s  Hospital, 

Richmond,  Va.,  November  7 staged  an  elaborate 
program  which  was  intended  not  only  for  the  gradu- 
ating class  of  nurses  but  as  a reunion  of  former 
internes  of  the  hospital  and  alumnae  of  the  training 
school.  At  this  time  was  graduated  the  fiftieth  and 
last  class  of  the  Hospital  Training  School  and  there 
was  an  attendance  of  about  five  hundred.  Dr.  Stuart 
McGuire,  president  of  the  McGuire  Clinic  and  the 
Hospital,  presided  and  addressed  the  gathering. 
Talks  were  also  made  by  Dr.  Leigh  Buckner  of 


Roanoke,  Va.,  first  intern,  Miss  Mary  Meriweather, 
a member  of  the  first  class  to  graduate  from  the 
training  school,  and  several  others.  The  celebration 
started  with  luncheon  at  Dr.  McGuire’s  country  home 
in  Chesterfield  County  and  closed  following  a dinner 
at  the  Commonwealth  Club  that  evening. 

News  of  the  Health  Districts. 

Scott  County  appropriated  funds  to  resume  opera- 
tions as  part  of  the  Dickenson-Wise  Health  District 
under  Dr.  J.  R.  Massie.  The  arrangement  became 
effective  November  11. 

Dr.  James  M.  Suter,  of  Washington,  D.  C.,  has 
been  named  Health  Officer  for  the  Lee  County  Health 
Department. 

Dr.  W.  W.  Fuller,  formerly  Assistant  Health  Of- 
ficer of  the  Arlington  County  Health  Department, 
was  recently  apointed  Health  Officer  of  the  Mont- 
gomery County  Health  Department. 

Dr.  J.  T.  Duncan,  assistant  health  officer  to  the 
Alleghany-Rockbridge  Health  District,  tendered  his 
resignation,  effective  November  21. 

Dr.  Hugh  B.  Magill,  in  charge  of  the  Hanover 
County  Health  Unit  since  July  1,  has  tendered  his 
resignation,  effective  December  31,  to  enter  private 
practice  at  Tappahannock,  Va. 

Married. 

Dr.  Sannie  G.  Miller  of  Piney  River,  Va.,  and 
Miss  Josephine  Louise  Saunders  of  Roseland,  Va., 
October  23. 

Dr.  Reynoldson  Duke  Butterworth  of  Richmond, 
Va.,  and  Miss  Mary  Knewstep  Richardson  of  Din- 
widdie  County,  Va.,  October  23. 

Dr.  Emanuel  U.  Wallerstein  and  Miss  Anne 
Ruffin  Sims,  both  of  Richmond,  Va.,  November  11. 

Dr.  George  D.  Vermilya,  a member  of  the  staff  of 
the  McGuire  Clinic,  Richmond,  Va.,  and  Miss 
Martha  Anne  Carpenter  of  Monroe,  N.  Y.,  Novem- 
ber 13. 

Dr.  Paul  Houston  Revercomb  and  Miss  Elizabeth 
Kemper  Young,  both  of  Charleston,  W.  Va.,  Novem- 
ber 6.  Dr.  Revercomb  is  an  alumnus  of  the  Uni- 
versity of  Virginia,  Department  of  Medicine,  in  the 
class  of  ’30. 

The  Ex-Internes  of  Jefferson  Hospital, 

Held  a luncheon  meeting  on  October  13,  at  the 
hospital  in  Roanoke,  Va.,  during  the  time  of  the 
meeting  of  the  Medical  Society  of  Virginia.  Twenty- 
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nine  members  of  the  house  staff  were  present.  It 
was  decided  that  this  meeting  should  be  an  annual 
affair.  Dr.  Mortimer  H.  Williams,  Roanoke,  was 
elected  president,  and  Dr.  George  A.  Duncan,  Nor- 
folk, secretary. 

American  College  of  Surgeons. 

At  the  meeting  of  the  American  College  of 
Surgeons  in  Chicago,  the  latter  part  of  October,  the 
following  initiates  were  from  Virginia: 

Dr.  Clyde  L.  Bailey,  Danville. 

Dr.  Guy  Winston  Horsley,  Richmond. 

Dr.  Holcombe  H.  Hurt,  Lynchburg. 

Dr.  Edwin  P.  Lehman,  University. 

Dr.  William  A.  Porter,  Norfolk. 

Dr.  William  Thomas  Pugh,  Lynchburg. 

Dr.  Frank  L.  Wysor,  Clifton  Forge. 

Dr.  Frederic  A.  Besley  of  Waukegan,  111.,  as- 
sumed the  presidency  and  Dr.  Howard  C.  Naffziger 
of  San  Francisco  was  named  president-elect.  Next 
year’s  congress  will  be  held  in  New  York  City. 
October  17  to  21. 

San  Francisco  Hotels  and  the  1938  A.  M.  A. 

Meeting. 

The  Board  of  Trustees  of  the  American  Medical 
Association  has  appointed  Dr.  Howard  Morrow  of 
San  Francisco  as  General  Chairman  of  the  Local 
Committee  on  Arrangements.  Among  other  appoint- 
ments of  local  sub-committees,  Dr.  Morrow  has  ap- 
pointed Dr.  F.  C.  Warnshuis,  Chairman  of  the  local 
committee  in  Hotels.  Fellows  are  requested  to  send 
in  their  requests  for  hotel  accommodations  to  Dr.  F. 
C.  Warnshuis,  Suite  2004,  450  Sutter  Street,  San 
Francisco,  California,  giving  names  of  members  in 
party,  type  of  accommodations  desired,  time  of  arrival 
and  departure.  Assignment  of  accommodations  and 
their  confirmation  will  be  made  for  each  reservation  re- 
quest. Do  not  write  directly  to  any  hotel  as  all 
reservations  will  be  cleared  through  the  Hotel  Com- 
mittee. 

Those  planning  to  visit  other  California  cities 
following  the  meeting  are  urged  to  write  in  advance 
for  hotel  reservations  in  these  cities.  As  it  is  ex- 
pected that  there  will  be  heavy  demands  on  local 
hotels  throughout  the  State  during  this  season. 

A “Golfers  Special” 

To  the  San  Francisco  meeting  of  the  A.  M.  A.  is 
being  organized  by  the  American  Medical  Golfing 
Association.  Physicians  who  like  golf  mixed  with 


their  travel  will  find  five  games  arranged  on  the 
trip  out  to  the  coast  for  the  A.  M.  A.  meeting  of  June 
13-17,  1938,  and  three  games  on  the  return  trip 
through  the  Northwest. 

Non-golfers  as  well  as  golfers,  and  their  ladies, 
are  welcome  and  will  find  the  A.  M.  G.  A.  Special  a 
glorious  experience. 

For  full  particulars  write  Dr.  Walt  P.  Conaway, 
1723  Pacific  Avenue,  Atlantic  City,  N.  J.,  the  Presi- 
dent of  the  A.  M.  G.  A.;  or  Bill  Burns,  Executive 
Secretary,  2020  Olds  Tower,  Lansing,  Michigan. 

“Stamp  out  Syphilis — Foe  of  Youth” 

Will  be  the  theme  of  the  Second  National  Social 
Hygiene  Day  to  be  observed  on  February  2,  1938. 
General  John  J.  Pershing  heads  the  committee,  Dr. 
Ray  Lyman  Wilbur  is  vice-chairman,  and  Charles 
H.  Babcock  is  chairman  of  the  executive  committee. 

Of  the  half  million  known  new  cases  of  syphilis 
each  year,  one  in  five  is  found  among  young  men  and 
women  under  twenty  years  of  age.  More  startling 
perhaps  is  the  fact  that  half  of  all  syphilis  infections 
are  contracted  by  individuals  in  the  age  group  of 
twenty  to  thirty  years,  a group  which  represents  only 
one-fourth  of  the  nation’s  population. 

The  First  National  Social  Hygiene  Day  last  Feb- 
ruary resulted  in  more  than  500  conferences  and 
meetings,  135  radio  periods  and  a sweeping  flood  of 
newspaper  and  magazine  comment.  Indications 
point  to  an  even  greater  national  response  to  the 
1938  Social  Hygiene  Day  and  all  agencies  and  per- 
sons who  have  at  heart  the  success  of  the  campaign 
to  stamp  out  syphilis  are  urged  to  join  in  this  national 
endeavor  to  tell  all  the  people  the  facts  about  this 
enemy  of  youth  and  public  health,  and  how  it  may 
be  conquered. 

Dr.  Charles  W.  Putney, 

Staunton,  Va.,  has  returned  from  Rochester  where 
he  spent  the  month  of  October  in  post-graduate  work 
at  the  Mayo  Surgical  Clinic.  He  also  attended  the 
International  Medical  Assembly  of  the  Interstate 
Post-Graduate  Medical  Association  of  North  Ameri- 
ca, held  in  St.  Louis. 

Dr.  Charles  A.  Young, 

Roanoke,  Va.,  sailed  from  New  York,  November 
20,  on  the  Conte  Di  Savoia,  to  attend  the  meeting  of 
the  Internaional  Congress  of  Ophathalmology,  to  be 
held  in  Cairo,  Egypt.  After  the  Congress  he  will 
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take  a trip  up  the  Nile  to  Luxor  and  Karnak  then 
through  the  Holy  Land  into  Syria.  From  there  he 
will  go  to  the  Island  of  Rhodes  and  to  Istanbul, 
Sofia  and  Belgrade  and  will  sail  from  Trieste  by 
the  way  of  Ragusa,  Patras,  Palermo,  Naples,  Algiers, 
Gibraltar,  Lisborn  and  the  Azores.  Dr.  Young  will 
be  back  iri  his  office  about  the  20th  of  January. 

Dr.  and  Mrs.  Arthur  B.  Gravatt 

Of  Ellerson,  Va.,  celebrated  their  silver  wedding 
anniversary  on  October  16,  at  which  time  many 
friends  gathered  to  extend  their  congratulations  and 
good  wishes. 

Dr.  John  M.  Biedler, 

Harrisonburg,  Va.,  has  been  appointed  a member 
of  the  attendance  committee  of  the  Kiwanis  Inter- 
national, and  with  the  new  committeemen,  will  enter 
upon  his  duties  in  January. 

Christmas  Seals. 

For  the  thirtieth  annual  sale  of  Christmas  Seals, 
which  opens  November  26,  the  Virginia  Tuberculosis 
Association  is  distributing  in  this  state  thirty-two 
and  one-half  million  of  the  gay  little  stickers  to  be 
sold  for  the  prevention  and  cure  of  tuberculosis.  It 
is  hoped  that  at  least  $100,000  will  be  realized  from 
Virginia’s  Seal  Sale  this  year. 

Sanatorium  board  for  the  indigent  tuberculous, 
X-rays,  pneumothorax  treatments,  nursing  service, 
child  health  and  nutrition  work,  as  well  as  cam- 
paigns of  education  were  made  possible  by  the 
Christmas  Seals  last  year  and  the  local  branches  of 
the  Virginia  Tuberculosis  Association  expended 
more  than  $71,000  for  these  purposes. 

Physicians  are  invited  to  call  upon  their  local 
associations  for  any  cooperation  needed  for  the  tu- 
berculous in  their  practice. 

The  design  of  the  Christmas  Seal  of  1937  depicts 
a jovial  town  crier  in  colorful  costume  with  lantern 
and  bell.  . 

Buy  Christmas  Seals  to  aid  in  the  fight  against 
tuberculosis. 

Conference  at  A.  M.  A.  Headquarters. 

On  November  19  and  20,  the  annual  conference 
of  secretaries  and  editors  of  the  constituent  state 
medical  associations  was  held  at  the  American  Medi- 
cal Association  Building  in  Chicago,  with  these  offi- 
cials guests  of  that  organization.  A most  interesting 
program  had  been  prepared,  which  included  ad- 


dresses by  Dr.  J.  H.  J.  Upham,  president  of  the 
A.  M.  A.,  and  Dr.  Irvin  Abell,  president-elect.  Many 
other  timely  and  interesting  subjects  regarding  mat- 
ters of  paramount  importance  to  State  associations 
were  also  discussed  at  three  sessions.  A dinner  meet- 
ing on  the  19th  was  given  over  to  matters  especially 
pertaining  to  the  publication  of  the  State  journals. 
These  sessions  are  an  inspiration  for  those  attend- 
ing. They  show  that  all  state  organizations  are 
faced  with  somewhat  similar  problems  and  it  is  a 
help  to  find  out  how  they  are  handled  by  others. 

Dr.  C.  Howard  Cain 

Announces  that  he  has  recently  returned  to  Orange, 
Va.,  and  resumed  his  practice  there. 

American  Public  Health  Association. 

At  the  annual  meeting  of  this  Association  in  New 
York  City,  October  5-8,  a larger  number  of  dele- 
gates registered  than  at  any  meeting  in  the  history 
of  the  Association,  the  total  count  being  3,549.  Both 
technical  and  scientific  exhibits  were  consistently 
good  and  a number  of  important  resolutions  were 
adopted.  Dr.  Arthur  T.  McCormack,  State  Health 
Commissioner  of  Kentucky,  was  inducted  into  the 
presidency,  and  Mr.  Abel  Wolman,  professor  of 
sanitary  engineering  at  Johns  Hopkins  University, 
Baltimore,  was  chosen  president-elect.  Dr.  Warren 
F.  Draper,  formerly  State  Health  Commissioner  of 
Virginia,  was  one  of  ten  elected  members  to  the 
Governing  Council.  Kansas  City,  Mo.,  was  selected 
for  the  1938  place  of  meeting. 

Dr.  J.  P.  McNeil, 

Dante,  Va.,  is  in  Philadelphia,  where  he  is  taking 
post-graduate  work  for  some  time. 

Dr.  Philip  E.  Rossiter 

Recently  of  the  Veterans’  Hospital,  Bath,  N.  Y., 
is  now  located  in  South  Lansing,  N.  Y.,  where  he  is 
engaged  in  private  practice. 

Dr.  Paul  Hogg 

Announces  the  opening  of  his  office  at  Thirty-first 
Street  and  West  Avenue,  Newport  News,  where  he 
will  limit  his  practice  to  diseases  of  infants  and 
children.  He  is  a graduate  of  the  Medical  College 
of  Virginia,  class  of  ’33,  and  since  that  time  has  been 
at  the  Babies  Hospital,  Wilmington,  N.  C.,  New 
York  Nursery  and  Child’s  Hospital,  Bellevue  Hos- 
pital of  New  York,  and  was  resident  pediatrician 
of  the  Children’s  Service  at  Kings  County  Hospital 
of  New  York. 
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Dr.  D.  Hunter  Marrow, 

Boydton,  Va.,  is  now  at  Daytona  Beach  for  the 
winter  season,  as  has  been  his  custom  for  some  years. 

Rocky  Mountain  Medical  Journal. 

Effective  with  the  January  1938  issue,  Colorado 
Medicine  will  change  its  name  to  Rocky  Mountain 
Medical  Journal,  and  at  that  time  will  become  the 
official  journal  of  the  Utah  State  Medical  Associa- 
tion. It  will  continue  to  represent  the  Colorado 
State  Medical  Society,  Wyoming  State  Medical  So- 
ciety, and  the  Colorado  Hospital  Association,  and 
the  ownership  of  the  Journal  will  remain  with  the 
Colorado  State  Medical  Society  as  in  the  past. 

The  American  Clinical  and  Climatological 
Association 

Held  its  annual  meeting  in  Baltimore,  Md.,  Oc- 
tober 11-13,  under  the  presidency  of  Dr.  James  E. 
Paullin  of  Atlanta,  Ga.  At  this  time  Dr.  Alphonse 
R.  Dochez  of  New  York  City  was  named  president. 
Dr.  Francis  M.  Rackemann  of  Boston  was  re-elected 
secretary-treasurer,  and  Dr.  Francis  B.  Trudeau  of 
Saranac  Lake,  N.  Y.,  was  re-elected  recorder.  It 
was  voted  to  hold  the  next  meeting  of  the  Society  at 
Atlantic  City,  N.  J.,  during  the  first  week  of  May, 
1938. 

Dr.  R.  O.  Rogers, 

Bluefield,  W.  Va.,  was  elected  president  of  the 
Hospital  Association  of  West  Virginia,  at  its  annual 
meeting  held  in  October. 

Dr.  N.  M.  Canter, 

Harrisonburg,  Va.,  has  been  appointed  chairman 
of  the  child  welfare  committee  of  the  Rockingham 
Post,  No.  27,  the  American  Legion,  for  the  coming 
year. 

Gill  Memorial  Annual  Spring  Graduate 
Course. 

In  addition  to  the  members  of  the  staff  of  the  Gill 
Memorial  Eye,  Ear  and  Throat  Hospital,  Roanoke, 
the  following  doctors  will  appear  on  the  program 
of  their  Twelfth  Annual  Spring  Graduate  Course, 
which  will  be  given  April  4-9,  1938:  Drs.  Walter  E. 
Dandy,  John  A.  Kolmer,  Chevalier  L.  Jackson,  I. 
Friesner,  Claire  L.  Straith,  John  J.  Shea,  Edmund 
B.  Spaeth,  Bernard  M.  Samuels,  Daniel  B.  Kirby, 
and  Legrand  H.  Hardy,  and  Mr.  E.  B.  Burchell. 

Dr.  H.  Howe  Eller, 

Formerly  connected  with  the  Virginia  State  Health 
Department,  is  now  in  Baltimore,  where  he  succeeded 


Dr.  Harry  S.  Mustard  as  Director  of  the  Eastern 
Health  District.  He  is  also  Associate  in  Public 
Health  Administration  at  the  Johns  Hopkins  School 
of  Hygiene  and  Public  Health. 

The  Mississippi  Valley  Medical  Society 

Offers  a cash  prize  of  $100.00,  a gold  medal  and 
a certificate  of  award  for  the  best  unpublished  essay 
on  a subject  of  interest  and  practical  value  to  the 
general  practitioner  of  medicine.  Entrants  must  be 
ethical  licensed  physicians,  residents  of  the  United 
States  and  graduates  of  approved  medical  schools. 
The  winner  will  be  invited  to  present  his  contribu- 
tion before  the  next  annual  meeting  of  the  Missis- 
sippi Valley  Medical  Society  (September  28,  29, 
30,  1938),  the  Society  reserving  the  exclusive  right 
to  first  publish  the  essay  in  its  official  publication — 
the  Radiologic  Review  and  Mississippi  Valley  Medi- 
cal Journal.  All  contributions  shall  not  exceed 
5,000  words,  be  typewritten  in  English  in  manuscript 
form,  submitted  in  five  copies,  and  must  be  received 
not  later  than  May  15,  1938.  Further  details  may 
be  secured  from  Harold  Swanberg,  M.  D.,  Secre- 
tary, Mississippi  Valley  Medical  Society,  209-224 
W.  C.  U.  Building,  Quincy,  111. 

Dr.  R.  F.  Slaughter, 

Recently  located  in  Norfolk,  Va.,  is  now  in  Au- 
gusta, Ga.,  where  he  is  associate  professor  of  neuro- 
surgery in  the  University  of  Georgia,  School  of 
Medicine. 

Dr.  Hugh  L.  C.  Wilkerson 

Has  been  transferred  from  Cincinnati  to  the  U.  S. 
Public  Health  Service  Clinic  at  Hot  Springs,  Arkan- 
sas, where  he  is  connected  with  the  venereal  disease 
clinic.  He  is  a graduate  of  the  Medical  College  of 
Virginia  in  1933. 

Dr.  George  Nathaniel  Thrift, 

Richmond,  Va.,  has  opened  his  office  in  the  Medi- 
cal Arts  Building,  and  will  limit  his  practice  to 
ear,  nose  and  throat.  He  graduated  from  the  Uni- 
versity of  Virginia,  Department  of  Medicine,  in 
1933. 

Books  Available  to  Readers. 

Below  are  given  some  of  the  newer  additions  to 
the  Library  of  the  Medical  College  of  Virginia, 
Richmond,  which  may  be  had  upon  request  of  our 
readers,  the  only  charge  being  return  postage: 
Newman,  H.  H.  et  als. — Twins:  a study  in  heredity  and 
environment. 
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Newton,  F. — Light,  like  the  sun. 

Paget,  S. — Confessio  medici. 

Pardo-Castello,  V. — Diseases  of  the  nails. 

Peattie,  D.  C.— Singing  in  the  wilderness;  a salute  to  John 
James  Audubon. 

Plesch,  J. — Physiology  and  pathology  of  the  heart  and 
blood  vessels. 

Prescott  & Proctor. — Food  technology. 

Rowe,  A.  H. — Clinical  allergy. 

Saxl,  N.  T. — Pediatric  dietetics. 

Schweizer,  A. — Einfuhrung  in  die  Kalsterilisationsme- 
thode. 

Sidgwick,  N.  V. — The  organic  chemistry  of  nitrogen. 
Thacher,  T. — A brief  rule  to  guide  the  common  people 
of  New  England  how  to  order  themselves  and  theirs 
in  small  pocks  or  measles. 

Vellard,  J. — Le  venin  des  araignees. 

Werner,  A.  A. — Endocrinology. 

Williams,  L. — Minor  medical  mysteries. 

Wilson,  R.  S. — The  short  contact  in  social  case  work. 

Dr.  Flannagan  Named  Director  of  New 
Hospital. 

Dr.  J.  E.  K.  Flannagan,  formerly  connected  with 
the  Catawba  Sanatorium  and  the  Mt.  Regis  Sana- 
torium in  this  State,  has  been  named  medical  direc- 
tor of  the  new7  Tidewater  Victory  Memorial  Hos- 
pital located  near  Norfolk,  Va.,  on  the  Virginia 
Beach  Boulevard.  This  hospital  w7as  opened  in 
October  for  the  care  of  persons  in  the  Second  Dis- 
trict suffering  from  tuberculosis.  Dr.  Flannagan 
has  done  research  work  at  the  Trudeau  Sanatorium 
at  Saranac  Lake,  N.  Y.,  and  later  served  as  medical 
officer  in  charge  of  all  WPA  camps  in  Virginia.  He 
recently  served  for  a short  time  as  resident  physician 
at  the  Leigh  Memorial  Hospital  in  Norfolk. 

Dr.  C.  Lydon  Harrell,  Norfolk,  will  serve  as 
medical  adviser  of  the  hospital. 

Dr.  Richard  A.  Bowen, 

Richmond,  has  been  promoted  to  the  rank  of 
Major  in  the  First  Regiment,  National  Guard,  and 
named  to  succeed  Major  James  E.  Smith,  retired, 
as  regimental  surgeon.  He  has  been  a member  of 
the  National  Guard  for  the  past  fifteen  years,  dur- 
ing eleven  of  which  he  acted  as  a commissioned 
officer. 

Dr.  J.  Edwin  Wood,  Jr., 

Associate  professor  of  internal  medicine  at  the 
University  of  Virginia,  was  the  guest  speaker  before 
the  West  Virginia  Heart  Association  at  its  meeting 
the  latter  part  of  November  in  Charleston,  his  sub- 
ject being  “Rheumatic  Fever  and  Rheumatic  Heart 
Disease.” 


Medical  Civil  Service  Positions. 

The  U.  S.  Civil  Service  Commission,  Washington, 
D.  C.,  announces  open  competitive  examinations  for 
the  follovdng  positions:  principal  specialist,  senior 
specialist,  specialist,  and  associate  in  maternal  and 
child  health,  and  for  associate  biochemist  (syphilis 
research).  Applications  must  be  on  file  with  the 
Commission  not  later  than  December  28  for  states 
in  the  eastern  section  of  the  country7. 

Dr.  Henry  to  Serve  Temporarily  at  Marion 

Hospital. 

The  State  Hospital  Board  has  appointed  Dr. 
Hugh  C.  Henry  of  Central  State  Hospital,  Peters- 
burg, as  acting  superintendent  at  the  Southwestern 
State  Hospital  in  Marion  for  several  months  or  until 
a permanent  superintendent  is  named.  Dr.  George 
A.  Wright,  superintendent  for  a number  of  years, 
recently  tendered  his  resignation  to  be  effective 
December  1.  The  activities  at  the  Petersburg  hos- 
pital will  be  carried  on  by  Dr.  Henry’s  regular  staff 
during  his  absence. 


Obituary  Record 


Dr.  Arthur  Clayton  Sinton,  Jr., 

Well-knowm  Richmond,  Va.,  physician,  died  No- 
vember 6 following  a heart  attack.  He  was  forty- 
eight  years  of  age  and  attended  the  Medical  College 
of  Virginia,  where  he  graduated  in  1914.  Dr.  Sinton 
served  in  the  World  War  as  a surgeon  in  the  U.  S. 
Navy  aviation  section,  and  at  the  time  of  his  death 
he  held  the  rank  of  Commander  in  the  Naval  Reserve. 
He  was  a member  of  the  faculty  of  the  Medical  Col- 
lege of  Virginia,  having  been  connected  with  the  de- 
partment of  gynecology  since  1922,  and  had  been  a 
member  of  the  Medical  Society  of  Virginia  since 
1920.  His  wife  survives  him. 

Dr.  Joseph  Alexander  Noblin, 

East  Radford,  Va.,  died  of  arteriosclerosis  and 
cerebral  hemorrhage,  on  October  22,  in  his  57th 
year.  He  received  his  medical  degree  from  the  Uni- 
versity of  Louisville  in  1907.  Dr.  Noblin  was  phy- 
sician for  a coal  company  in  Wise  County,  Va.,  be- 
fore locating  in  Radford.  He  was  city  physician 
and  health  officer  for  Radford  for  twenty  years  and 
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resident  physician  of  Radford  State  Teachers’  Col- 
lege since  its  founding  in  1913.  Dr.  Noblin  had 
been  a member  of  the  Medical  Society  of  Virginia 
for  about  thirty-years.  His  wife  and  three  children 
survive  him. 

Dr.  Charles  Slicer  Groseclose, 

Buena  Vista,  Va.,  died  November  8,  at  the  age  of 
thirty-three  years.  He  graduated  in  medicine  from  the 
University  of  Virginia  in  1929  and  the  following 
year  located  in  Buena  Vista  where  he  had  since 
practiced  his  profession.  He  was  a member  of  the 
Medical  Society  of  Virginia  and  other  organizations. 
His  wife  and  two  small  daughters  survive  him. 

Resolutions  on  Dr.  DeShazo. 

The  Mid-Tidewater  Medical  Society,  at  its  meet- 
ing held  October  26,  1937,  adopted  the  following 
resolutions  on  the  death  of  Dr.  J.  N.  DeShazo: 

Resolved,  That  this  Society  records  with  deep  sorrow 
the  death  of  John  Newton  DeShazo,  one  of  its  most 
honored  and  beloved  members,  whose  life  and  influence 
have  been  a benediction  upon  all  with  whom  he  has  been 
associated. 

He  was  a man  of  deep  piety  and  active  in  the  support 
of  his  church;  a public  spirited  citizen  and  an  able  and 
Wise  County  official;  a kind  neighbor,  sympathetic  and 
generous  to  those  in  need;  an  able  and  skillful  physician, 
honored  by  this  Society  as  its  President,  he  exemplified 
the  life  of  his  Master  in  his  daily  life  “going  about  doing 
good,”  the  true  type  of  the  “Old  Family  Doctor.” 

Resolved  Further,  That  we  honor  his  memory,  will 
emulate  his  example,  and  do  extend  to  his  widow  and 
children  our  deepest  sympathy  in  their  distress,  and  that 
a copy  of  these  resolutions  be  spread  upon  the  records 
of  this  Society,  and  a copy  be  sent  to  the  family. 

E.  L.  W.  Ferry, 

R.  D.  Bates, 

Committee. 

Resolutions  on  Dr.  S.  J.  Baker. 

The  Manchester  Medical  Society,  at  a recent 
meeting,  adopted  the  following  resolutions: 

On  August  7 of  this  year  with  the  passing  of  Dr. 
Sydney  John  Baker  the  Manchester  Medical  Society 
lost  another  of  its  Charter  Members. 

He  was  born  at  Forquay,  Devonshire,  England,  Sep- 
tember, 1863.  Delicate  in  health  as  a child  and  youth, 
after  graduating  in  pharmacy  and  practicing  for  a 
short  time  in  London,  he  left  his  native  shores  and 
came  to  America  in  the  hope  of  benefiting  his  health. 
After  being  in  the  United  States  for  a short  time  and 
practicing  pharmacy  his  health  having  improved,  he 
decided  to  enter  the  medical  profession,  graduating 


near  the  head  of  his  class  from  the  College  of  Phy- 
sicians and  Surgeons  in  Baltimore  in  1890.  Practic- 
ing for  a short  time  in  Bedford  and  later  at  Long- 
dale,  Virginia,  in  1903  he  moved  to  what  was  then 
Manchester  where  he  established  himself  in  practice. 

For  a few  years,  he  was  assistant  in  anatomy  and 
later  in  materia  medica  at  the  Medical  College  of 
Virginia  before  consolidation  with  the  University 
College  of  Medicine  in  1914. 

Ever  diligent  in  his  profession  he  found  time  to 
do  much  post-graduate  work  in  the  large  medical 
centrs  in  this  country  and  abroad  and  was  a frequent 
attendant  of  many  of  the  larger  medical  meetings 
of  the  United  States. 

Becoming  interested  in  physiotherapy,  he  perfected 
himself  in  its  technique  and  made  it  a valuable  ad- 
junct in  his  armamentarium. 

Appointed  Assistant  Coroner  of  Richmond  on  the 
death  of  the  incumbent  in  1928,  he  threw  himself 
with  enthusiasm  into  the  work  and  gave  much  more 
of  his  time  to  it  than  was  actually  required.  So 
satisfactory  were  her  services  in  this  position  that 
he  was  offered  the  full  time  Coroner’s  place  when 
that  became  vacant  at  the  death  of  Dr.  Whitfield, 
which  he  declined,  preferring  to  keep  his  contacts 
in  the  practice  of  medicine,  which  he  so  thoroughly 
enjoyed. 

He  gave  freely  of  his  time  and  skill  without  stint 
in  relieving  the  suffering  of  rich  and  poor  alike 
counting  himself  well  paid  if  he  could  relieve  suf- 
fering humanity  regardless  of  monetary  reward. 

Resolved  that  in  the  passing  of  Dr.  Baker  the  Manchester 
Medical  Society  has  lost  a loyal  and  valuable  member. 
The  members  individually  have  lost  a good  and  true 
friend,  and  the  profession  at  large,  a colleague  whose 
sterling  character  was  an  inspiration. 

Be  it  Further  Resolved  that  these  resolutions  be  spread 
on  the  minutes  of  the  Society  and  a copy  be  sent  to  the 
family.  T.  D.  Jones 

A.  C.  Monroe 

L.  H.  Apperson,  Chairman. 

Dr.  William  Jeffries  Chewning, 

A native  of  Fredericksburg,  Va.,  and  for  many 
years  a practicing  physician  in  that  city,  died  Octo- 
ber 28  in  Walter  Reed  Hospital,  Washington,  D.  C. 
He  was  sixty  years  of  age  and  a graduate  of  the 
former  University  College  of  Medicine,  Richmond, 
Va.,  in  1900.  He  served  in  the  medical  corps  of 
the  Army  during  the  World  War.  His  wife  and  a 
son  survive  him. 
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IN  SINUSITIS 
. AND 
HEAD  COLDS 

when  you  prescribe  a liquid 
vasoconstrictor,  consider 
three  points: 

1 

PROLONGED  EFFECTIVENESS 

'Benzedrine  Solution’  produces  a 
shrinkage  which  lasts  18  per  cent 
longer  than  that  produced  by 
ephedrine. 

2 

MINIMUM  SECONDARY 
REACTIONS 

On  continued  use  'Benzedrine 
Solution’  produces  practically  no 
secondary  vasomotor  relaxation. 


REAL  ECONOMY 

’Benzedrine  Solution’  is  one  of  the 
least  expensive  liquid  vaso- 
constrictors. 


BENZEDRINE  SOLUTION 

Benzyl  methyl  carbinamine,  S.K.F.,  1 per  cent  in  liquid  petrolatum 
with  !4  of  1 per  cent  oil  of  lavender.  ’Benzedrine’  is  the  registered 
trade  mark  for  Smith,  Kline  & French  Laboratories’  brand  of  the 
substance  whose  descriptive  name  is  benzyl  methyl  carbinamine. 

SMITH,  KLINE  & FRENCH  LABORATORIES 

Philadelphia,  Pa.  Established  1841 
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Gastric  Tissue  Juice  Extract 

ENZYMOL 


PROVES  OF  SPECIAL  SERVICE  IN  THE  TREATMENT  OF  PUS  CASES 


ENZYMOL  resolves  necrotic  tissue,  exerts  a reparative  action,  dissipates  foul  odors; 
a physiological,  enzymic  surface  action.  It  does  not  invade  healthy  tissue;  does  not  dam- 
age the  skin. 

It  is  made  ready  for  use,  simply  by  the  addition  of  water. 

These  are  simply  notes  of  clinical  application  during  many  years: 


ABSCESS  CAVITIES 
ANTRUM  OPERATION 
SINUS  CASES 
CORNEAL  ULCER 
CARBUNCLE 
RECTAL  FISTULA 


DIABETIC  GANGRENE 
AFTER  REMOVAL  OF  TONSILS 
AFTER  TOOTH  EXTRACTION 
CLEANSING  MASTOID 
MIDDLE  EAR 
CERVICITIS 


Originated  and  Made  by 

Fairchild  Bros.  & Foster 

New  York 


Physician’s  Steeline  Office  Furniture 


For  the  Thoroughly  Modern  Treatment  Room 


Southwestern  Virginia  Representative 

J.  C.  PARRISH,  JR. 

126  E.  Campbell  Ave.  Roanoke,  Va. 


A New  Conception  in  Physician’s 
Fine  Office  Furniture 

Modern  Convenience  with  the  En- 
durance of  Steel 

Offered  in  Five  Duo-Tone  Color 
Combinations 


•ii »• 

W.  O.  HESTER, 

3122  W.  Grace  Street,  Richmond,  Virginia 
Representative, 

A.  S.  ALOE  COMPANY, 

St.  Louis,  Mo. 
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